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GENERAL  PRINCIPLES  OF  MANAGEMENT 
OF  ABDOMINAL  TRAUMA 
JULIAN  K.  QUATTLEBAUM,  M.  D.,  F.  A.  C.  S. 
Savannah,  Georgia 


The  ever  increasing  industrial  expansion,  the 
widespread  use  of  mechanized  farm  machinery, 
the  growing  use  of  mechanical  appliances  about 
the  home,  and  the  alarming  increase  in  the  number 
of  automobile  accidents  all  serve  to  place  the 
surgery  of  trauma  in  a role  constantly  increasing 
in  importance.  Accumulated  statistics  show  that 
accidents  lead  as  the  cause  of  death  to  the  age  of 
30  (Walter  Reed  Army  Institute  of  Research). 
In  some  general  hospitals  approximately  half  the 
admissions  to  the  surgical  service  are  the  results 
of  accidents  and  50  per  cent  of  these  admissions 
are  vehicular  in  origin.* 1  Industrial  accidents,  ath- 
letic injuries,  falls,  kicks,  blows,  and  the  conven- 
tional Saturday  night  shootings  and  stabbings,  to- 
gether with  accidents  received  in  and  about  the 
home,  make  up  the  remainder.  Included  are  many 
bizarre  experiences,  such  as  being  gored  by  a milk 
cow  or  run  over  by  a motorboat. 

The  mortality  rate  of  serious  abdominal  injuries 
may  approach  30  per  cent  and  is  in  direct  propor- 
tion to  the  severity  and  duration  of  the  shock- 
state.2  The  number  of  viscera  involved  con- 
tributes to  this.  With  a single  organ  injured,  the 
mortality  rate  should  be  less  than  10  per  cent; 
whereas,  with  multiple  viscera  involved,  the  rate 
may  be  more  than  30  per  cent.2  The  frequent  oc- 
currence of  concomitant  injuries  to  the  head,  neck, 
chest  and  skeletal  system  also  contributes  to  the 
state  of  shock  and  to  the  mortality  rate.  The  time 
elapsing  between  injury  and  operation,  formerly 
such  a major  factor,  is  still  important,  but  less  so 
since  the  introduction  of  the  use  of  effective  anti- 
biotics and  chemotherapy.  The  age  of  the  victim 

Read  before  the  Alabama  Chapter,  American  College 
of  Surgeons,  Point  Clear,  February  13,  1959. 

1.  Ferguson,  Ira  A.:  Personal  Communication. 

2.  Imes,  Pat  R.:  The  Emergency  Management  of  Ab- 

dominal Trauma,  S.  Clin.  North  America  36:  1289  (Oc- 
tober) 1956. 


is  important.3  The  spleen  and  kidneys  in  children 
are  more  easily  injured  following  blunt  trauma. 
Older  patients  are  less  able  to  tolerate  blood  loss, 
even  for  short  periods  of  time.  Therefore,  early 
evaluation  is  extremely  necessary  in  this  group. 

Approximately  two  thirds  of  the  fatalities  from 
abdominal  trauma  may  be  attributed  directly  to 
hemorrhagic  shock.  Peritonitis,  heretofore  such 
a hazard,  is  responsible  perhaps  for  no  more  than 
10  per  cent  of  the  deaths.  Another  10  per  cent  of 
the  deaths  result  from  pulmonary  complications 
in  spite  of  efforts  to  avoid  atelectasis,  prevent  em- 
boli and  combat  infection.  The  remaining  10  per 
cent  of  the  fatalities  result  from  associated  in- 
juries, intestinal  obstruction,  delayed  hemorrhage, 
wound  dehiscence  and  overlooked  or  untreated  in- 
juries.2 The  fixed  organs,  liver,  spleen  and  kid- 
neys, receive  about  70  per  cent  of  the  instances 
of  visceral  damage,  while  the  non-fixed  organs, 
the  small  bowel,  bladder  and  the  miscellaneous 
organs,  are  involved  in  about  20  per  cent.  The 
abdominal  wall  itself  suffers  severe  damage  in 
some  10  per  cent  of  the  instances.  Specific  vis- 
ceral injuries  have  no  peculiar  lethal  effect  except 
as  related  to  the  extent  of  the  trauma  and  blood 
loss. 

Many  accidents  on  highways  occur  in  remote 
and  out  of  the  way  places.  The  victims  are  usually 
given  first  aid  by  inexperienced  persons  whose 
enthusiasm  may  lead  them  to  do  more  harm  than 
good.  The  establishment  of  an  open  airway  and 
the  control  of  bleeding  with  pressure  dressings 
rather  than  tourniquets,  carried  out  with  a mini- 
mum of  handling,  are  about  all  that  can  be  accom- 
plished at  the  site  of  the  injury.  Frequently  the 
injured  are  rushed  to  the  nearest  hospital,  which 
is  likely  to  be  a small  community  institution 

3.  Martin,  John  D.,  Jr.,  and  Charles  P.  Adams:  Mul- 
tiple Non-Penetrating  Wounds  of  the  Abdomen,  South. 
M.  J.  51:  62  (January)  1958. 
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staffed  by  men  who  are  not  primarily  surgeons 
and  who  have  neither  the  time,  experience,  assist- 
ance nor  the  equipment  to  care  for  such  responsi- 
bility. Under  these  circumstances  it  is  better  to 
combat  shock  vigorously,  control  obvious  bleeding, 
splint  fractures,  administer  antibiotics,  and  trans- 
port the  patient  to  a facility  where  adequate  de- 
finitive care  can  be  carried  out.  Accidents  occur- 
ring in  cities  may  result  in  the  injured  being  ad- 
mitted to  a hospital  so  promptly  that  evidence  of 
severe  internal  injury  may  not  have  had  time  to 
develop.  Every  person  involved  in  a serious  acci- 
dent should  be  kept  under  observation  until  the 
possibilities  are  fully  known.4 

Measures  for  resuscitation  are  instituted  or  con- 
tinued immediately  upon  arrival  in  the  general 
hospital.  A detailed  history  of  the  injury  and  as 
thorough  an  examination  as  the  condition  of  the 
patient  warrants  are  carried  out.  The  examination 
should  not  be  too  time  consuming  nor  require 
much  moving  or  turning  of  the  patient.  X-ray 
studies  of  the  abdomen  and  chest,  and  such  labora- 
tory procedures  as  are  indicated,  are  made  while 
resuscitation  takes  place.  The  really  significant 
factor  is  shock.  Effective  measures  to  combat 
shock,  careful  appraisal  of  the  injury,  and  efforts 
to  determine  the  location  and  extent  of  the  injury 
accurately  are  mandatory.  The  use  of  whole  blood 
in  adequate  amounts  is  the  sheet  anchor  in  resusci- 
tation. The  amount  and  rate  of  whole  blood  trans- 
fusion are  determined  by  the  severity  of  shock 
and  the  rapidity  with  which  it  responds  to  treat- 
ment. Anywhere  from  two  to  20  units  of  blood 
may  be  needed  over  a period  of  a few  hours,  and 
in  some  severely  injured  patients  resuscitation 
may  be  impossible  and  immediate  operation  to 
stop  hemorrhage  or  peritoneal  contamination  is 
imperative. 

The  diagnosis  of  intra-abdominal  injury  may  be 
most  difficult  as  symptoms  may  be  entirely  lacking 
initially.5  A high  index  of  suspicion  in  every  acci- 
dent case  is  a valuable  aid.  Any  patient  who  has 
suffered  trauma  to  the  abdomen,  who  while  under 
observation  continues  to  have  persistent  pain, 
spasm  or  tenderness  with  or  without  nausea  or 
vomiting,  should  be  considered  to  have  internal 
injury.  If  these  symptoms  persist,  exploratory 
laparotomy  is  compulsory.  The  necessity  for  early 
exploration  of  the  injured  abdomen  before  every 
evidence  of  its  necessity  is  at  hand  should  be  em- 
phasized. Irreversible  complications  may  develop 
with  great  speed,  and  these  are  handled  best  be- 


4. Penberthy,  Grover  C.,  and  Reiners,  Charles  R.: 
Non-Penetrating  Injuries  of  the  Abdomen,  S.  Clin. 
North  America  33:  1179,1953. 

5.  Helsper,  James  T.:  Non-Perforating  Wounds  of  the 
Abdomen,  Am.  J.  Surg.  901:  580,  1955. 


fore  they  appear,  not  after  they  are  obvious.0 

The  foremost  and  probably  the  most  significant 
diagnostic  procedure  is  the  frequent  and  repeated 
examination  of  the  abdomen  by  the  same  observer. 
Vital  signs  must  be  recorded  accurately,  and  the 
first  indication  that  intra-abdominal  injury  exists 
in  addition  to  other  injuries  may  be  when  the 
blood  pressure  begins  to  fall.  A progressive  in- 
crease in  the  pulse  rate  may  be  the  first  indication 
of  persistent  blood  loss.  In  addition  to  roentgeno- 
grams of  the  chest  and  abdomen,  minimal  labora- 
tory examinations  should  include  hemoglobin, 
hematocrit,  white  blood  count,  urinalysis  and 
serum  amylase.  Diagnostic  paracentesis  in  some 
instances  may  be  helpful,  but  generally  its  useful- 
ness is  limited,  and  a negative  test  means  nothing 
in  the  presence  of  other  signs  and  symptoms.  It 
must  be  remembered  that  penetrating  wounds  of 
the  chest,  back,  buttocks  and  perineum,  as  well  as 
those  of  the  abdominal  wall,  may  extend  into  the 
peritoneal  cavity.  Positive  physical  signs  should 
never  be  made  secondary  to  any  laboratory  pro- 
cedures in  arriving  at  the  diagnosis  of  visceral  in- 
jury. 

Only  those  injuries  which  interfere  with  cardio- 
respiratory function  should  have  precedence  over 
those  of  the  abdomen.  In  general,  it  can  be  stated 
that  in  multiple  wounds  the  order  of  treatment 
should  place  those  of  the  chest,  neck  and  maxillo- 
facial regions  which  interfere  with  respiration 
first,  followed  in  order  by  those  which  affect  the 
abdomen,  brain  and  spinal  cord,  genitourinary 
systems  and  eye. 

Exploration  of  the  injured  abdomen  is  indicated 
in  everjr  case  of  penetrating  wound;  where  there 
is  evidence  of  bleeding  or  of  a ruptured  viscus; 
when  there  is  evidence  of  kidney  damage  with 
extravasation;  when  unexplained  abdominal  pain 
or  rigidity  persists,  or  when  it  cannot  be  assumed 
positively  that  any  of  the  above  indications  are 
absent. 

When  resuscitation  has  reached  the  stage  when 
no  further  improvement  of  the  patient’s  condition 
is  considered  likely,  or  if  it  has  been  of  no  avail, 
operation  should  be  undertaken  without  further 
delay.  Preparation  for  surgery  should  include  in 
every  instance  procurement  of  an  adequate 
amount  of  whole  blood,  an  operating  room  set  up 
to  include  instruments  and  supplies  for  every 
eventuality,  a competent  anesthetist  and  trained 
assistants,  so  that  exploration  may  be  carried  out 
without  haste,  avoiding  annoying  delays  while 
some  necessary  piece  of  apparatus  or  instrument 
is  sought. 


6.  Penberthy,  Grover  C.:  Non-Penetrating  Wounds 
of  the  Abdomen,  Harper  Hospital  Bull.  11:  161  (July- 
August)  1953. 
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Strict  adherence  to  certain  fundamentals  are 
important: 

(1)  Adequate  exposure  through  properly  placed 
incisions. 

(2)  Control  of  bleeding. 

(3)  Thorough  and  systematic  examination  of 
all  possible  viscera  involved. 

(4)  Accurate  closure  of  all  wounds  of  hollow 
viscera, 

(5)  Excision  of  all  nonviable  tissue  and  removal 
of  foreign  bodies. 

(6)  Drainage  of  contaminated  retroperitoneal 
spaces.  There  is  ample  evidence  that  a frequent 
cause  of  death  following  operation  for  penetrating 
wounds  of  the  abdomen  is  overlooked  perforation 
of  the  intestine.  This  should  not  influence  one  to 
prolong  the  exploration  unnecessarily.  It  should 
be  done  systematically  and  with  dispatch,  avoid- 
ing repeated  examinations  of  the  same  viscera. 

INJURIES  TO  INDIVIDUAL  VISCERA 
BLOOD  VESSELS: 

Over  a five-year  period,  0.75  per  cent  of  all  ad- 
missions to  the  surgery  service  of  the  Grady  Hos- 
pital (Atlanta)  had  major  arterial  injuries.1  In- 
juries to  the  great  vessels  within  the  abdomen 
usually  result  in  death  before  treatment  can  be 
instituted.  Massive  transfusions,  and  the  use  of 
plastic  substitutes,  may  make  the  repair  of  a major 
vessel  possible  in  the  occasional  case.  However, 
in  ligating  large  vessels  in  the  mesentery  for  the 
control  of  bleeding,  one  must  be  sure  of  the  col- 
lateral circulation,  or  resect  the  involved  bowel. 

SPLEEN: 

The  spleen  is  damaged  in  about  one  fourth  of 
the  visceral  injuries.  The  problem  is  that  of  con- 
cealed bleeding.  Left  upper  quadrant  pain,  ten- 
derness and  rigidity,  elevation  of  the  left  dia- 
phragm, with  increased  soft  tissue  density  on  the 
roentgenograms,  should  establish  the  diagnosis. 
Immediate  splenectomy  is  the  ideal  treatment, 
even  if  there  is  evidence  that  the  bleeding  is  not 
active,  as  delayed  rupture  may  occur  with  high 
mortality.3 

LIVER: 

The  liver  is  injured  only  slightly  less  frequently 
than  the  spleen.  The  right  lobe  is  fractured  about 
three  times  as  often  as  the  left.  There  are  fre- 
quently associated  injuries  of  other  viscera.  Treat- 
ment of  the  wound  of  the  liver  varies  with  the 
extent  and  character  of  the  liver  damage.  Small 
incised  penetrating  or  perforating  wounds  of  the 
liver  possess  a pronounced  capacity  to  heal,  al- 
though a small  wound  may  bleed  profusely  or 
drain  bile  in  large  amounts.  Simple  closure  by 
suture  is  recommended  as  the  treatment  of  choice 


for  small  incised  wounds.  Bullet  holes  may  be 
treated  by  adequate  drainage  alone,  following 
plugging  of  the  wound  with  gelatin  sponge.  Mas- 
sive wounds  of  the  liver  present  problems  in  the 
control  of  bleeding.  Packing  the  wound  with 
gauze  may  be  necessary,  but  should  be  avoided  if 
possible  because  of  the  high  incidence  of  infection 
associated  with  the  use  of  gauze  packs,  and  the 
liver  damage  resulting  from  sustained  pressure, 
and  the  possibility  of  secondary  hemorrhage  upon 
removal  of  the  pack.  The  removal  of  badly  dam- 
aged or  devitalized  fragments  of  liver  tissue  is  an 
important  objective,  but  in  many  instances  de- 
bridement of  the  liver  wound  may  be  difficult  or 
not  feasible.  Probably  the  most  important  factor 
in  the  operative  management  of  liver  injuries  is 
the  free  and  extensive  use  of  drains.  This  is  espe- 
cially true  if  packs  are  used,  or  when  associated 
injuries  to  the  colon  or  pancreas  are  present.  Con- 
ventional drainage  with  one  or  two  pieces  of  rub- 
ber tubing  will  not  suffice.  Intrahepatic  drains 
should  be  employed  in  deep  wounds  in  the  liver 
substance  to  avoid  subsequent  development  of  a 
closed  cavity  and  possible  massive  hemobilia.7  It 
is  well  to  remember  that  the  chemical  peritonitis 
associated  with  extensive  liver  destruction  and 
biliary  contamination  of  the  peritoneal  cavity  may 
be  associated  with  great  loss  of  sodium  chloride, 
and  the  hypotension  which  occurs  should  be  treat- 
ed not  only  with  blood  replacement  but  also  with 
large  quantities  of  saline  solution.  The  well  known 
fact  that  the  liver  may  harbor  anaerobic  bacteria, 
and  the  marked  tendency  for  mixed  infections  to 
develop  in  necrotic  liver  tissue,  make  very  aggres- 
sive antibiotic  therapy  essential.  The  use  of 
thoracoabdominal  incisions  to  give  adequate  ex- 
posure to  stellate  fractures  of  the  dome  of  the 
liver,  and  for  the  removal  of  small  foreign  bodies 
within  the  liver  substance,  is  still  not  fully  appre- 
ciated generally. 

Complications  in  patients  who  have  suffered 
wounds  of  the  liver  are  largely  related  to  the  ex- 
tent of  the  hepatic  damage  and  the  number  and 
type  of  associated  injuries,  and  include  recurrent 
hemorrhage,  infection,  abscess  formation,  and  the 
drainage  of  bile. 

PANCREAS: 

The  pancreas  may  be  injured  from  either  pene- 
trating or  non-penetrating  abdominal  trauma. 
Contusions  of  the  abdomen  by  being  thrown 
against  the  steering  wheel  are  the  most  frequent 
type  of  injury.  The  fixed  position  of  the  pancreas 
near  the  vertebral  column  makes  it  especially  vul- 
nerable to  blunt  force  applied  to  the  upper  abdo- 
men. The  symptoms  may  be  vague  and  completely 


7.  Sparkman,  Robert  S.:  Massive  Hemobilia  Follow- 
ing Traumatic  Rupture  of  the  Liver,  Ann.  Surg.  138:  899. 
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overshadowed  by  associated  injuries,  or  pancre- 
atic trauma  may  be  accompanied  by  pain  of  great- 
est severity  and  abdominal  tenderness.  Associated 
injuries  to  the  liver  are  frequently  present,  and 
the  escape  of  the  bile  from  the  liver  increases  the 
digestive  activity  of  the  pancreatic  enzymes.  Con- 
trol of  hemorrhage  and  provision  for  liberal  drain- 
age are  the  essentials  of  treatment.  Removal  of 
the  fragmented  tissue  may  be  necessary,  and  cor- 
rection of  the  physiologic  disturbances  which  may 
follow,  such  as  alterations  in  calcium  and  carbo- 
hydrate metabolism,  and  the  fluid  and  electrolyte 
balance  require  attention. 

KIDNEY  AND  URETER: 

Injuries  to  the  kidney  and  ureter  usually  pre- 
sent less  dramatic  and  less  threatening  emergen- 
cies. Flank  tenderness,  a palpable  mass  with  evi- 
dence of  extending  hemorrhage,  blood  in  the  urine, 
are  indications  for  intravenous  urograms.  Exten- 
sive injuries  to  the  renal  pelvis  and  the  ureter  or 
a badly  damaged  kidney  may  require  removal  of 
the  organ.  Lacerations  and  perforations  of  the 
kidney  can  be  treated  conservatively.  Large  peri- 
renal hematoma  must  be  evacuated.  The  imme- 
diate care  of  these  injuries  usually  falls  to  the 
general  surgeon  rather  than  the  urologist. 

THE  GASTROINTESTINAL  TRACT: 

Injuries  to  the  gastrointestinal  tract  occur  in 
some  20  per  cent  of  instances  with  a gross  mor- 
tality of  up  to  17  per  cent.  Penetrating  wounds  of 
the  abdomen  cause  injury  to  the  gastrointestinal 
tract  more  frequently  than  non-penetrating  in- 
juries. Any  part  of  the  gastrointestinal  tract  may 
suffer  perforations.  The  esophagus  is  subject  to 
trauma  at  the  level  of  the  diaphragmatic  hiatus. 
Lacerations  or  rupture  at  this  level  will  usually 
produce  emphysema  in  the  neck  and  pneumo- 
thorax. The  stomach  rarely  suffers  rupture,  but 
is  frequently  perforated  in  penetrating  wounds  of 
the  abdomen.  Perforations  are  most  often  mul- 
tiple, difficult  to  expose  and  close,  but  none  should 
be  overlooked.  The  duodenum  is  ruptured  more 
often  than  is  commonly  supposed,  and  is  subject 
to  both  penetrating  and  non-penetrating  abdomi- 
nal trauma.  Rupture  occurs  when  sudden  unex- 
pected force  from  front  or  rear  strikes  the  relaxed 
abdomen  with  the  pylorus  closed  and  the  duodeno- 
jejunal angle  flexed,  causing  an  air  pocket  within 
the  duodenum  over  the  spinal  column.  Rupture 
practically  always  occurs  in  the  second  or  third 
portion  of  the  duodenum,  and  not  infrequently  the 
lesion  is  retroperitoneal.  Mortality  may  approach 
90  per  cent.  Alertness  to  this  possibility  and  early 
recognition  of  the  lesion  will  greatly  reduce  this 
figure.  Associated  non-abdominal  injuries  fre- 
quently contribute  to  delayed  recognition.  Re- 
peated roentgenograms  of  the  abdomen  are  of  the 
greatest  importance  and  will  eventually  show 


retroperitoneal  air  infiltration.8  A swallow  of 
iodized  oil  may  be  helpful  in  demonstrating  extra- 
vasation and  is  a harmless  procedure.  Wide  ex- 
posure is  essential,  and  repair  may  be  difficult. 
Retroperitoneal  drainage  is  most  necessary  and 
subsequent  complications,  such  as  subphrenic, 
subhepatic  abscess,  or  duodenal  fistula,  may  de- 
velop. Wounds  of  the  small  intestine  are  usually 
multiple.  Perforations  near  each  other  require 
resection  of  the  damaged  bowel,  rather  than  indi- 
vidual closure.  The  same  applies  if  the  bowel  is 
badly  damaged,  or  if  the  mesentery  is  so  trauma- 
tized as  to  compromise  the  vascularity  of  the  in- 
testine. The  decision  to  resect  the  bowel  rather 
than  attempt  repair  of  the  openings  should  be 
made  promptly  and  not  after  considerable  time 
has  been  spent  in  fruitless  efforts  to  avoid  it.  If 
there  is  any  doubt,  it  is  wiser  to  resect.  Complete 
rupture  may  be  single  or  multiple  and  usually 
takes  place  at  or  near  the  fixed  area  of  the  in- 
testine. Serious  hemorrhage  may  be  associated 
with  concomitant  tears  or  detachment  of  the 
mesentery.  Secondary  perforation  following  in- 
complete tear  of  the  mucosa  may  delay  recognition 
of  the  seriousness  of  the  conditions.  The  common- 
place features  of  small  bowel  rupture  from  non- 
penetrating trauma  are  evidence  of  spreading  peri- 
tonitis, indicated  by  pain,  tenderness  and  rigidity. 
Localizing  signs  may  be  slow  in  developing. 

LARGE  BOWEL: 

As  a general  rule,  staged  procedures  are  much 
safer  in  the  management  of  injuries  to  the  colon 
and  rectum  than  are  primary  methods.  There  is 
ample  evidence,  however,  that  properly  selected 
wounds  of  the  colon  may  be  sutured  primarily  with 
a lower  mortality  rate  and  less  morbidity.  The 
more  extensive  injuries  of  the  colon  and  its  mesen- 
tery, in  which  the  status  of  its  viability  is  in  doubt, 
which  might  appear  to  indicate  resection  of  the 
segment  and  anastomosis  are  better  managed  by 
exteriorization  of  the  segment.  Extensive  wounds 
of  the  rectum  are  best  treated  with  a proximal 
diversionary  colostomy.  Exteriorization  of  the 
injured  cecum  and  ascending  colon,  however, 
should  be  avoided  if  possible.  Resection  of  the 
damaged  bowel,  with  immediate  ileocolostomy  or 
suture  of  the  wounds  of  the  bowel  with  comple- 
mentary cecostomy,  is  preferable.  If  both  large 
and  small  bowel  are  involved,  definitive  treatment 
done  on  the  small  bowel  with  colostomy,  plus  the 
removal  of  the  damaged  colon,  is  in  order. 

BLADDER  INJURIES: 

Bladder  injuries  occur  so  commonly  in  auto- 
mobile accidents  that,  with  any  suspicion  of  pelvic 
injury,  a catheter  should  be  passed  into  the  blad- 

8.  Speling,  L.,  and  Rigler,  T.  G.:  Traumatic  Retro- 
peritoneal Rupture  of  the  Duodenum,  Radiology,  29: 
521,  1937. 
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der  and  a cystogram  made.9  Evaluation  can  be 
made  accurately  from  this  study.  The  large  ma- 
jority of  bladder  injuries  are  associated  with  frac- 
tures of  the  bony  pelvis,  although  the  full  bladder 
may  be  ruptured  by  direct  or  indirect  force  over 
the  abdomen.  The  constant  desire  to  void  is  per- 
haps the  most  characteristic  sign  of  bladder  injury. 
Bladder  wounds  should  be  sutured  with  catgut, 
and  either  a suprapubic  cystostomy  done  or  an 
indwelling  catheter  inserted.  Contaminated  soft 
tissues  should  be  adequately  drained.  Bladder 
neck  injuries,  with  separation  from  the  urethra, 
are  most  difficult  to  manage,  but  the  use  of  Ather- 
ton sutures  as  described  by  Chute10  aid  in  the 
anastomosis. 

DIAPHRAGM: 

Rupture  of  the  diaphragm  may  occur  with  any 
serious  injury,  and  this  possibility  should  be  kept 
constantly  in  mind.  Roentgenograms  of  the  thorax 
usually  establish  the  diagnosis.  Prompt  repair  is 
mandatory,  and  the  abdominal  route  gives  satis- 


9. Volk,  William  L.,  and  Arthur  W.  Woodward: 
Emergency  Management  of  Genitourinary  Injuries,  S. 
Clin.  North  America  36:  1373  (October)  1956. 

10.  Chute,  R.:  Radical  Retropubic  Prostatectomy,  J. 
Urol.  71:  3,  369  (March)  1955. 


factory  exposure  and  permits  thorough  explora- 
tion and  the  correction  of  any  additional  injuries 
encountered. 

SUMMARY 

More  serious  intra-abdominal  injuries  can  be 
expected  with  the  increasing  number  of  accidents. 

The  possibility  of  intra-abdominal  injury  should 
be  constantly  kept  in  mind,  although  symptoms 
may  be  absent  initially. 

The  diagnosis  of  intra-abdominal  injury  may  be 
difficult.  Exploratory  laparotomy  should  be  car- 
ried out  if  any  doubt  exists. 

The  greatest  mortality  factor  is  the  state  and 
duration  of  shock.  Better  results  depend  on  early 
and  vigorous  resuscitative  measures. 

Treatment  of  intra-abdominal  injuries  should 
receive  precedence  over  injuries  in  other  parts 
of  the  body. 

Strict  adherence  to  established  fundamentals  is 
essential  for  success  of  technical  procedures  em- 
ployed. 

In  no  other  field  of  surgery  is  there  required  a 
greater  degree  of  skill,  judgment  and  ingenuity 
than  in  the  management  of  serious  abdominal 
trauma. 


DUODENAL  OBSTRUCTION  DUE  TO  INCOMPLETE 
ROTATION  OF  THE  BOWEL 

JAMES  H.  ERWIN,  M.  D. 

Mobile,  Alabama 


Of  all  causes  of  duodenal  obstruction  in  infants 
and  children,  none  is  more  amenable  to  surgery 
than  that  caused  by  incomplete  rotation  of  the 
bowel.  The  existence  of  this  condition  and  its 
background  must  be  kept  in  mind. 

Until  the  10th  week  of  fetal  life  the  greater  part 
of  the  gastrointestinal  tract  is  contained  in  the 
umbilical  cord.  About  this  time  there  is  a propor- 
tionate growth  of  the  size  of  the  abdominal  cavity, 
and  the  midgut  begins  to  move  back  into  the  abdo- 
men. As  this  movement  takes  place,  a rotation  of 
the  midgut  occurs,  with  the  superior  mesenteric 
artery  as  an  axis.  This  rotation  is  in  a counter- 
clockwise direction  so  that  the  ceco-colic  area 
starts  its  rotation  in  an  inferior  position  and  moves 
to  the  left  side,  upward,  over  the  vessel  and  ulti- 
mately becomes  fixed  in  the  right  lower  quadrant. 
The  duodeno-jejunal  junction  starts  in  a superior 
position  and  moves  downward,  to  the  right,  and 
under  the  vessel  so  that  it  becomes  fixed  after  a 
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rotation  of  270  degrees.  The  twisting  of  a loop  of 
garden  hose  is  a simple  comparison.  This  process 
of  rotation  may  stop  at  any  point  along  its  normal 
course.  If  the  rotation  is  incomplete,  the  small 
bowel  occupies  most  of  the  anterior  and  right  ab- 
dominal cavity  and  the  entire  colon  is  usually 
found  on  the  left  side  of  the  abdomen.  The  cecum 
and  appendix  are  usually  located  in  the  upper 
abdomen.  In  spite  of  this  abnormal  position  of 
the  cecum,  the  bowel  attempts  to  fix  itself  to  the 
abdominal  wall  and  this  results  in  thin  adhesive 
bands  extending  between  the  region  of  the  cecum 
and  the  posterior  parietal  abdominal  wall.  These 
bands  cross  the  duodeno-jejunal  area  and  exert 
varying  degrees  of  pressure  on  the  duodenum  so 
that  incomplete  obstruction  may  exist.  In  addition 
to  this  duodenal  obstruction,  there  is  a narrowing 
of  the  duodeno-colic  isthmus  so  that  volvulus  of 
the  small  bowel  may  occur.  Duodenal  obstruction 
and  midgut  volvulus  are  the  most  common  compli- 
cations of  incomplete  rotation  of  the  bowel.  Other 
complications  may  occur  but  these  are  beyond  the 
scope  of  this  paper. 
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The  onset  of  symptoms  in  most  cases  is  in  the 
first  month  of  life.  While  the  majority  of  these 
cases  show  symptoms  in  the  first  week,  a smaller 
number  may  develop  chronic  or  recurrent  symp- 
toms in  later  life.  The  most  frequent  symptoms, 
in  order,  are  vomiting,  distention,  and  passage  of 
bloody  stools.  In  most  instances  vomiting  will  be 
the  outstanding  symptom  and  the  vomitus  will  be 
bile  stained.  The  child  will  often  retain  part  of 
its  food.  Severe  abdominal  distention  is  usually 
associated  with  volvulus  of  the  midgut.  Vomiting 
is  also  associated  with  this  latter  condition  and 
may  be  due  to  the  bands  extending  across  the 
duodenum  or  may  be  due  to  the  twisted  mesentery 
causing  duodenal  compression.  Hematemesis  or 
melena  may  be  present  in  a small  percentage  of 
cases. 

Other  than  abdominal  distention  there  is  nothing 
on  physical  examination  to  aid  in  the  diagnosis. 
X-ray  examinations  are  of  inestimable  value.  A 
plain  film  of  the  abdomen  may  show  a stomach 
distended  with  gas  and  may  show  air  in  the  duode- 
num. This  is  a valuable  diagnostic  point.  In  addi- 
tion, there  will  be  some  air,  as  a general  rule,  in 
the  remainder  of  the  intestinal  tract.  An  upper 


Fig.  1 


G.  I.  series  will  show  a dilated  stomach  and  a di- 
lated duodenum  filled  with  radio-opaque  material, 
and  this  material  may  pass  through  the  duodeno- 
jejunal area  in  small  amounts  (Fig.  1).  If  com- 
plete obstruction  has  ensued,  there  may  be  no 
passage.  It  is  well  in  cases  of  suspected  malrota- 
tion  to  do  a barium  enema,  because  the  colon  may 
be  found  lying  entirely  in  the  left  side  of  the  abdo- 
men or  at  least  the  cecum  will  be  found  somewhere 
in  the  region  of  the  midline  in  the  upper  abdomen 
(Fig.  2) . This  combination  of  partial  duodenal 


Fig.  2 


obstruction  and  left  sided  colon  completes  the 
x-ray  diagnosis.  Treatment  of  this  condition  when 
symptomatic  is  always  surgical. 

When  surgical  intervention  is  indicated,  there 
are  several  things  which  must  be  done.  When  the 
abdomen  is  opened  the  small  bowel  will  be  found 
to  occupy  most  of  the  visible  abdominal  cavity. 
The  cecum  will  be  found  in  varying  positions,  but 
will  usually  be  found  in  the  upper  and  possibly 
left  abdomen.  The  entire  small  bowel  should  be 
gently  brought  out  of  the  abdominal  cavity  and 
the  mesenteric  root  should  be  checked  carefully 
for  volvulus.  Sometimes  the  mesenteric  root  may 
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already  be  twisted  a varying  number  of  degrees 
without  causing  any  symptoms.  If  there  is  any 
evidence  of  volvulus  this  should  be  corrected  by 
rotating  the  coils  in  the  opposite  direction.  The 
coils  of  intestines  should  then  be  returned  to  the 
abdominal  cavity  or  protected  until  later  in  the 
procedure.  The  duodenal  bands  should  be  identi- 
fied and  carefully  sectioned  so  that  the  entire 
duodeno-jejunal  area  is  completely  freed.  Since  a 
duodenal  stenosis  will  be  found  in  approximately 
11%  of  these  cases,  it  is  well  to  perform  a small 
gastrotomy  or  enterotomy  and  pass  a French 
catheter  throughout  the  length  of  the  duodenum 
to  rule  out  the  possibility  of  a duodenal  stenosis. 
If  a stenosis  is  present,  a by-pass  procedure  should 
be  done  at  this  time.  No  attempt  should  be  made 
to  fix  the  colon  into  what  would  be  considered  its 
normal  position.  If  the  patient  is  in  good  condition, 
the  appendix  may  be  removed. 

The  following  case  history  is  illustrative:  R.  L. 
W.,  a 3-year-old  colored  male,  was  admitted  to 
County  Hospital,  20th  of  August,  1957  with  a com- 
plaint of  vomiting  since  birth.  The  vomiting  was 
intermittent  and  usually  occurred  about  5 minutes 
after  eating.  Symptoms  had  started  the  day  after 
birth,  at  which  time  the  patient  vomited  breast 
feedings.  This  intermittent  vomiting  of  bile-stained 
material  had  persisted  and  the  episodes  would  last 
from  4 to  7 days.  There  was  occasional  abdominal 
distention.  During  these  attacks  he  would  lose 
weight. 

Physical  examination  was  essentially  negative 
except  for  a thin,  slightly  under-developed  child. 

Laboratory  findings  were  as  follows:  His  hemo- 
globin was  8.4  grams.  X-ray  reports:  The  upper 
G.  I.  series  showed  a stomach  which  was  slightly 
dilated,  and  there  was  a rather  marked  dilation  of 
the  proximal  three-fourths  of  the  duodenum.  Some 
barium  was  distributed  throughout  the  upper 
small  bowel  one  hour  after  the  upper  G.  I.  series. 
A barium  enema  showed  the  cecum  and  terminal 
ileum  lying  in  the  upper  left  quadrant. 

Due  to  the  low  hemoglobin  the  patient  was  trans- 
fused and  surgery  was  performed  on  the  30th  of 
August,  1957. 

Under  general  anesthesia  a transverse  upper  ab- 
dominal incision  was  made.  The  abdominal  cavity 
was  entered  and  the  stomach  and  duodenum  were 
found  to  be  greatly  distended.  The  stomach  and 
duodenum  were  emptied  by  means  of  a Levin  tube 
passed  into  the  stomach.  The  small  bowel  was 
not  distended.  The  entire  midgut  was  delivered 
on  the  abdominal  wall  and  the  narrow  mesenteric 
root  was  noted.  However,  there  was  no  volvulus 
at  this  time.  The  coils  of  intestine  were  then  pro- 
tected with  moist  packs  and  attention  was  turned 
to  the  duodeno-jejunal  area.  A number  of  ad- 


Fig.  3b 


hesive  bands  ran  across  this  area  and  extended  to 
the  colon  (Figs.  3a  and  3b) . These  bands  were 
separated  by  sharp  and  blunt  dissection,  and  as 
the  dissection  proceeded  the  duodenum  was  seen 
to  balloon  out  along  its  course.  The  dissection 
was  continued  until  the  entire  duodeno-jejunal 
area  was  free.  In  this  particular  case  it  was  felt 
that  the  dilation  and  filling  of  the  duodenum  and 
jejunum  had  been  so  dramatic  that  a stenosis 
could  not  have  been  overlooked  and  for  this  reason 
a catheter  was  not  passed  down  the  duodeno- 
jejunal area.  No  other  evidence  of  congenital  ab- 
normalities was  found.  The  patient’s  condition 
was  good  and  the  appendix  was  removed.  No  at- 
tempt was  made  to  fix  the  bowel  in  any  way  or  to 
move  the  cecum  into  the  right  lower  quadrant. 

The  postoperative  course  was  uneventful  and  he 
was  discharged  on  the  8th  of  September,  1957. 

Since  that  time  he  has  had  no  vomiting  and  no 
recurrence  of  any  of  his  previous  episodes.  X-rays 
of  the  gastrointestinal  tract  have  showed  the  colon 
to  be  in  the  same  position  and  there  is  still  tran- 
sient dilation  of  the  duodenum  but  it  empties  satis- 
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factorily.  There  is  no  evidence  of  duodenal  ob- 
struction, stenosis  or  gastric  retention.  He  is  gain- 
ing weight  and  now  developing  normally. 

SUMMARY 

The  pertinent  diagnostic  and  therapeutic  features 


of  duodenal  obstruction  due  to  incomplete  rotation 
of  the  bowel  have  been  outlined  and  an  illustrative 
case  presented. 


CRANIOCEREBRAL  INJURIES 

J.  GARBER  GALBRAITH,  M.  D.,  F.  A.  C.  S. 
Birmingham,  Alabama 


Most  physicians,  whatever  their  field  of  special 
interest,  are  called  upon  to  care  for  head-injured 
patients.  Automobile  accidents  produce  an  ever- 
increasing  number  of  brain  injuries  distributed 
widely  in  urban  and  rural  areas.  The  Cornell 
University  automotive-crash-injury-research  study 
revealed  that  75%  of  all  persons  injured  suffered 
craniocerebral  trauma.  In  the  majority  of  these 
cases  there  were  also  multiple  injuries  to  extremi- 
ties and  internal  viscera.  Thus,  while  one  might 
not  choose  to  treat  brain  injuries,  a knowledge  of 
this  subject  is  essential  to  the  intelligent  handling 
of  the  patient  with  multiple  injuries. 

CLINICAL  MANIFESTATIONS 

Accurate  evaluation  of  the  brain-injured  patient 
begins  with  the  determination  of  the  mechanism 
of  injury.  A small  force,  moving  at  relatively  high 
velocity,  applied  to  the  immobile  cranium  will  in- 
flict local  trauma  to  the  scalp  and  skull  at  the 
point  of  impact.  This  is  likely  to  result  in  a local- 
ized depressed  skull  fracture  with  brain  contusion 
and  laceration.  Since  a relatively  small  area  of 
cortex  is  involved,  impairment  of  consciousness 
may  be  minimal.  Focal  neurologic  deficit  will  re- 
flect the  specific  area  of  cortex  involved.  In  a 
high  percentage  of  such  cases,  surgical  measures 
are  required  for  removal  of  depressed  skull  frag- 
ments and/or  evacuation  of  clots  resulting  from 
laceration  of  middle  meningeal  or  cortical  vessels 
by  bone  fragments  or  penetrating  foreign  body. 

The  larger  group  of  brain  injuries,  epitomized 
by  the  automotive  crash  injury,  is  produced  by 
rapid  acceleration  and/or  deceleration  of  the  freely 
moving  head.  With  rapid  acceleration  or  decelera- 
tion of  the  head,  the  lag  in  the  movement  of  the 
brain  causes  it  to  be  contused  against  the  rigid 
inner  surface  of  the  skull.  Generalized  brain  con- 
tusion results,  and  the  basilar  aspect  of  the  brain 
and  brain  stem  often  receives  the  major  impact  of 
the  force.  Consciousness  is  usually  profoundly  im- 
paired, and  coma  may  persist  for  long  periods. 
Localizing  neurologic  signs  are  usually  wanting; 
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management  in  this  group  is  largely  supportive, 
with  surgical  intervention  seldom  being  required. 
Nevertheless,  extreme  vigilance  is  required  if  one 
is  to  recognize  signs  of  cerebral  compression  due 
to  hemorrhage  in  the  comatose  patient  when  they 
do  occasionally  occur. 

MANAGEMENT 

The  most  significant  advance  in  management  of 
brain  injuries  since  World  War  II  has  been  the 
recognition  of  the  vital  importance  of  a mechani- 
cally clear  airway  in  the  unconscious  patient. 
Tracheobronchial  obstruction  due  to  aspirated 
vomitus  and  secretions  produces  progressive  hy- 
poxia not  necessarily  accompanied  by  cyanosis. 
The  poor  oxygenation  of  the  brain  leads  to  deepen- 
ing coma,  progressive  brain  swelling  as  a result  of 
increased  capillary  permeability,  and  a rapidly 
down-hill  course.  The  only  effective  treatment  of 
this  insidious  and  vicious  cycle  is  prevention  by 
immediate  attention  to  the  maintenance  of  a clear 
airway.  Tracheostomy  is  the  most  effective  means 
of  achieving  and  maintaining  this  objective  and 
should  be  done  early.  It  is  essential  in  all  coma- 
tose cases  with  profuse  vomiting  or  bleeding  in 
the  nasopharyngeal  passages,  and  in  most  other 
cases  where  coma  persists  for  more  than  twenty- 
four  hours. 

More  recently,  hypothermia  has  been  employed 
in  the  management  of  severe  brain  injuries.  The 
resultant  reduction  in  metabolic  activity  of  the 
brain  aids  survival  of  injured  tissue  by  reduction 
of  its  oxygen  requirement.  There  is  also  lessened 
swelling  of  the  contused  brain.  The  severely  brain 
injured  case  manifesting  decerebrate  rigidity,  la- 
bored and  stertorous  respiration  and  rapidly  rising 
temperature — the  clinical  picture  of  severe  hypo- 
thalamic and  brain  stem  injury — becomes  quiet 
and  relaxed  when  the  body  temperature  is  reduced 
to  90°.  He  is  maintained  at  this  level  until  gradual 
warming  can  occur  without  reappearance  of  the 
above-mentioned  signs.  The  equipment  and  per- 
sonnel required  for  management  of  the  refriger- 
ated patient  limit  the  usefulness  of  this  method. 

Routine  management  of  the  brain-injured  pa- 
tient after  initial  evaluation  involves  frequent  re- 
evaluation  and  good  nursing  care.  Frequent  and 
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adequate  suction  is  required  to  keep  the  airway 
patent.  Sedation  is  permitted  only  for  control  of 
extreme  restlessness  or  convulsions.  Fluid  and 
electrolyte  requirements  are  supplied  intraven- 
ously or  by  nasogastric  tube.  Frequent  recording 
of  vital  signs  and  evaluation  of  the  neurologic 
status  are  essential.  Deepening  coma,  altered 
vital  signs,  and  appearance  of  localizing  or  lateral- 
izing  neurologic  signs  indicate  cerebral  compres- 
sion due  to  bleeding  and  may  require  prompt  sur- 
gical intervention.  In  the  first  twenty-four  hour 
interval  the  most  dangerous  complication  is  epi- 
dural arterial  hemorrhage  from  the  torn  middle 
meningeal  artery.  Thereafter,  the  more  insidiously 
developing  subdural  hematoma  accumulates  as  a 
result  of  bleeding  from  torn  veins  bridging  from 
the  cortex  to  the  dural  venous  sinuses.  Gradual 
deterioration  over  a period  of  days  or  weeks  may 
occur,  sometimes  after  relatively  trivial  trauma 
(especially  in  the  older  age  group) . 

The  results  of  surgical  intervention  in  these  two 
categories,  when  instituted  before  irreversible 
brain  damage  occurs,  are  so  gratifying  that  ex- 
treme vigilance  in  every  case  is  warranted  in  order 
to  detect  intracranial  bleeding  in  time  to  permit 
its  removal. 

COMPLICATIONS 

Intracranial  hemorrhage  has  been  considered 
above.  Infection  is  a potential  hazard  in  any  com- 
pound wound  and  is  prevented  by  adequate  de- 
finitive care  of  the  wound  with  primary  wound 
closure  including  the  dura,  along  with  administra- 
tion of  broad  spectrum  antibiotics. 

Skull  fractures  involving  the  frontal  sinus  or 
cribriform  plate  may  result  in  cerebrospinal  fluid 
fistula.  This  may  be  only  transient  but,  if  persist- 
ent, will  invariably  lead  to  purulent  meningitis. 
Surgical  repair  of  the  fistula  should  be  effected 
before  infection  develops.  A more  obscure  com- 
plication of  this  type  of  fracture  is  intracranial 
suppuration  or  meningitis  developing  months  or 
years  after  the  injury  as  a result  of  frontal  sinus- 
itis, with  direct  spread  of  infection  through  the 
cranial  defect  at  the  fracture  site.  Surgical  repair 
by  fascial  graft  will  prevent  recurrent  intracranial 
suppuration. 

Basilar  fractures  in  the  middle  fossa  may  dam- 
age the  internal  carotid  artery,  resulting  in  an 
arteriovenous  fistula  in  the  cavernous  sinus.  When 
symptoms  of  this  lesion  occur,  surgical  control  by 
a “trapping”  operation  is  effective  in  preventing 
progressive  neurologic  sequelae  such  as  blindness. 

A little  recognized  complication  of  skull  frac- 
tures in  infants  is  the  traumatic  arachnoid  cyst. 
This  results  from  a tear  of  the  dura  and  arachnoid 
with  formation  of  an  arachnoid  cyst.  This  ex- 
pands gradually,  with  erosion  of  the  skull  along 


the  fracture,  and  eventually  may  produce  severe 
pressure  atrophy  of  the  underlying  brain.  It  should 
be  suspected  when  there  is  a persistent  soft  swell- 
ing under  the  scalp  at  the  site  of  fracture,  and  is 
confirmed  by  radiographs  showing  progressive 
destruction  of  the  skull.  Repair  of  the  dural  open- 
ing should  then  be  undertaken. 

SUMMARY 

The  pathologic  physiology  of  the  various  types 
of  craniocerebral  injuries  has  been  briefly  con- 
sidered. The  clinical  management  of  brain  injuries 
is  outlined,  with  particular  emphasis  on  the  recog- 
nition of  the  indications  for  surgical  intervention. 
Various  complications,  early  and  late,  are  dis- 
cussed, along  with  their  management. 

Community  Pessimism  Retards  Mental  Illness  Re- 
covery— A pessimistic  attitude  on  the  part  of  the  com- 
munity is  responsible  for  sending  many  discharged 
mental  patients  back  to  hospitals,  a Maryland  researcher 
said  recently. 

This  conclusion  was  voiced  by  Erwin  L.  Linn,  Ph.D., 
Bethesda,  following  a study  of  582  patients  who  had 
been  treated  during  1955-56  with  the  then  new  tran- 
quilizing  drugs  chlorpromazine  and  reserpine. 

His  report  appeared  in  the  June  Archives  of  Neurology 
and  Psychiatry,  a publication  of  the  American  Medical 
Association.  The  study  was  sponsored  by  the  National 
Institute  of  Mental  Health. 

Of  the  582  patients,  Dr.  Linn  said  that  39  per  cent 
were  released  to  the  community  and  remained  there 
for  one  year,  but  were  then  readmitted  to  the  hospital. 
He  attributes  this  to  an  optimistic  attitude  on  the  part 
of  the  hospital  staff  which  has  not  been  transferred  to 
the  community. 

The  effectiveness  of  treatments  with  the  tranquilizing 
drugs  is  credited  by  Dr.  Linn  with  creating  the  optimistic 
attitude  in  the  hospital.  He  said  that  the  drugs  were 
first  used  with  “some  reluctance.”  However,  the  suc- 
cessful results  gave  the  staff  members  a feeling  of  con- 
fidence which  led  to  a more  optimistic  and  helpful 
approach  to  the  patient. 

He  continued,  “Staff  optimism  arose  because  the  hos- 
pital witnessed  within  a relatively  short  time  a dramatic 
improvement  in  the  usual  behavior  of  its  patient  popu- 
lation. The  families  or  friends  of  released  patients  had 
no  similar  institutional  experience.” 

Dr.  Linn  added  that  if  the  patients  recovered  because 
of  staff  optimism,  they  were  likely  to  relapse  on  release 
because  they  were  no  longer  sustained  by  such  optimism. 

The  researcher  also  noted  that  the  patients  in  his  study 
were  less  overactive  and  were  released  more  quickly 
than  patients  who  had  never  been  treated  with  tranquil- 
izers. 

He  commented,  “The  lower  hyperactivity  of  the  1955- 
56  patients  and  their  higher  release  rate  may  have  en- 
sued from  a change  in  the  attitude  of  the  staff  from 
skepticism  concerning  drug  therapies  to  a sense  of  ex- 
pectancy that  they  would  work.” 

A staff  relieved  of  many  tensions,  with  time  freed 
from  control  of  hyperactivity,  with  a mounting  sense  of 
hope  for  patient  improvement,  could  not  fail  to  com- 
municate its  enthusiasm  to  all  patients,  he  said. 

Dr.  Linn  concluded  that  the  discontinuity  in  optimism 
between  hospital  and  community  explains  why  patients 
treated  with  tranquilizers  are  more  likely  to  return  to 
the  hospital  within  one  year  than  had  earlier  patients. 
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SPECIAL  PROBLEMS  IN  SURGERY  OF  THE  AGED 
O.  EMFINGER,  M.  D.,  F.  A.  C.  S. 

Union  Springs,  Alabama 


With  life  expectancy  increasing  appreciably 
with  the  passage  of  each  decade,  we  are  faced  more 
and  more  frequently  with  the  elderly  patient  in 
need  of  emergency  surgical  care  and  the  patient 
whose  life  could  be  made  much  more  comfortable 
with  elective  surgical  procedures.  In  the  statis- 
tical bulletin  of  the  Metropolitan  Life  Insurance 
Company  for  July  1950  there  is  a report  on  the 
changes  in  the  life  expectancy  which  have  taken 
place  between  1900  and  1950  among  whites  in  this 
country. 


Life  Expectancy  of  Males 


1900 

1955 

Increase  of 

At 

birth 

48.2 

67.3 

19.1  years 

At 

65  

11.5 

12.9 

1.4  years 

Life  Expectancy  of  Females 

1900 

1955 

Increase  of 

At 

birth 

51.1 

73.6 

22.5  years 

At 

65  

12.8 

15.5 

2.7  years 

table  l 

I think  it  is  significant  that,  although  the  life 
expectancy  of  babies  born  in  1955  was  so  much 
greater  than  those  born  in  1900,  the  life  expectancy 
of  adults  who  were  65  years  old  in  1955  was  not 
increased  greatly  over  that  of  adults  who  had  at- 
tained that  age  in  1900.  It  is  likely  that  the  life 
expectancy  of  65-year-olds  has  not  increased  great- 
ly since  1955.  This  can  mean  only  that  causes  of 
death  among  younger  people  have  been  greatly 
reduced  while  causes  of  death  of  65-year-olds  are 
almost  as  effective  as  over  50  years  ago.  But  be- 
cause more  people  are  attaining  the  age  to  be 
called  elderly  the  problems  of  both  medical  and 
surgical  management  of  these  people  are  confront- 
ing us  at  a rapidly  increasing  rate.  I am  sure 
that  with  the  increased  experience  of  treating 
these  elderly  persons  both  medical  and  surgical 
mortality  and  morbidity  can  be  reduced. 

In  a recent  editorial  in  the  A.  M.  A.  News* 1  it 
was  pointed  out  that  “the  number  of  persons  in 
the  United  States  aged  65  or  over  increases  about 
two  thousand  a day.”  That  doesn’t  sound  very 
impressive  at  first  thought,  when  distributed  over 
the  entire  country,  but,  when  considered  by  the 
year,  it  is  a 730,000  per  year  increase  in  our  elderly 
population,  if  age  65  is  to  be  arbitrarily  considered 
as  the  minimum  age  to  be  in  the  elderly  group. 
In  my  own  surgical  practice,  in  reviewing  the  last 
400  major  operative  procedures  performed,  it  was 

Read  before  the  Alabama  Chapter,  American  College 
of  Surgeons,  Point  Clear,  February  14,  1959. 

1.  A.  M.  A.  NEWS:  October  6,  1958. 


found  that  56  or  14%  were  over  65  years  of  age. 
Table  2 below  shows  the  distribution  according  to 
age  and  also  mortality. 


Age  Group 

No.  of  Patients 

Operative  Mortality 

65-70 

19 

1 mesenteric  thrombosis 

70-75 

16 

1 pulmonary  embolus 

75-80 

10 

1 hepatitis.  Uremia 

80-85 

9 

85-90 

2 

Totals 

56 

3 

TABLE  2 


Certainly  in  the  recent  past,  better  surgical  man- 
agement of  these  senior  citizens  has  been  respon- 
sible for  a fair  share  of  expanding  longevity.  With 
the  addition  to  our  population  of  730,000  per  year 
in  this  age  group,  improving  surgical  management 
of  these  people  will  further  increase  their  life  ex- 
pectancy and  make  the  life  which  they  have  left 
more  comfortable  and  happy. 

It  is  not  the  purpose  of  this  paper  to  discuss 
economic  and  sociologic  problems  which  have  been 
increased  in  direct  proportion  to  the  increase  in 
the  aged  population,  but  I think  that  in  our  con- 
sideration of  the  problems  of  surgical  care  of  this 
group  it  is  appropriate  that  we  realize  there  is  not 
only  a need  for  better  surgical  judgment  and  sur- 
gical skill  but  a need  for  more  skilled  nursing  care. 
We  have  had  nurses  specialized  in  pediatric  sur- 
gical care  for  many  years.  Now  we  need  those 
specialized  in  geriatric  surgical  care.  There  is  a 
need  for  effective  methods  to  study  their  health 
needs.  There  is  a need  for  socio-economic  research 
regarding  their  problems.  Some  communities 
have  established  organizations  to  help  with  the 
problems  of  senior  citizens.  The  American  Medi- 
cal Association  has  given  top  consideration  to  the 
task  of  creating  better  care  for  the  aged.  There 
is  indication  that  the  A.  M.  A.  will  offer  leader- 
ship so  badly  needed  in  this  field.  Such  leadership 
will  eventually  evolve  to  the  state  and  local  medi- 
cal societies  for  the  special  problems  at  the  local 
level.  We  may  as  well  decide  that  we  cannot  iso- 
late ourselves  in  the  strictly  surgical  aspect  of  this 
complex  problem,  but  must  provide  much  of  the 
leadership  in  solving  the  socio-economic  problems 
so  closely  allied  to  the  surgical  and  medical  prob- 
lems. 

Evidence  is  increasing  that  elderly  patients  can 
withstand  moderate  major  surgical  operations  with 
a mortality  rate  which  compares  very  favorably 
with  that  of  comparable  procedures  on  younger 
patients,  but  for  radical  major  operative  pro- 
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cedures  mortality  in  the  elderly  group  remains 
considerably  higher.  Morbidity,  likewise,  com- 
pares favorably  with  the  younger  group,  but  here 
again  morbidity  in  the  radical  major  procedures 
is  much  higher. 

One  author,2  in  reporting  on  500  consecutive 
cases  of  60  years  of  age  or  older,  reports  a mor- 
tality of  9.6%,  about  three  times  the  mortality 
rate  of  3.1%  for  all  major  surgical  procedures  dur- 
ing the  same  period.  There  was  a very  sharp  rise 
in  the  death  rate  with  increasing  age.  Once  70 
years  was  reached  there  was  a sharp  increase  from 
5.41%  to  16.1%.  However,  it  was  impressive  how 
well  the  very  old  withstood  surgery.  Those 
over  80  years  of  age  had  a surprisingly  low  mor- 
tality. Chronologic  age  alone  should  not  preclude 
surgery.  Evidently,  the  person  who  possesses  that 
intrinsic  something  to  live  to  be  80  or  over  seems 
to  possess  enough  reserve  to  tolerate  major  sur- 
gery. Certainly  chronologic  age  is  not  always 
paced  by  physiologic  age. 

In  deciding  whether  to  operate  on  the  elderly 
patient,  one  is  faced  with  a decision  which  depends 
a great  deal  on  the  philosophy  of  the  surgeon, 
whether  he  has  a fatalistic  attitude  regarding 
geriatric  surgery  or  whether  he  is  willing  to  accept 
the  ever-present  challenge  of  the  patient  already 
having  a decreased  physiologic  reserve. 

There  is  another  philosophy  involved  in  the 
problem — that  of  the  patient.  Does  he  really  want 
the  cure  or  relief  which  surgery  has  to  offer?  All 
too  often  we  are  faced  with  the  elderly  person 
whose  children  have  cajoled  him  into  going  to  see 
the  doctor  who,  in  turn,  has  added  his  voice  in 
insisting  he  should  submit  himself  to  the  surgeon 
for  operative  treatment.  Maybe  the  old  man 
doesn’t  want  to  get  well;  maybe  he  finds  himself 
a burden  to  all;  maybe  he  has  been  hunting  a way 
out  of  all  the  misery  of  living.  I firmly  believe 
that,  after  explaining  what  can  be  expected  of  sur- 
gery and  what  can  be  expected  without  surgery, 
if  the  patient  still  says  “I’ll  just  die  natural  with- 
out your  help,”  we  should  wish  him  Godspeed  and 
respect  his  choice  of  how  he  should  die,  if,  indeed 
the  pathology  points  inevitably  to  death.  Of  course, 
we  may  well  see  him  again  as  an  acute  surgical 
emergency  instead  of  as  an  elective  patient,  but, 
in  the  meantime,  maybe  he  will  have  had  a few 
good  months  or  years.  So  much  for  philosophy. 
Faced  with  the  elderly  patient  with  a surgical 
problem  of  an  elective  nature  which  may  or  may 
not  potentially  evolve  into  an  acute  problem 
necessitating  emergency  treatment,  it  behooves  us 
to  consider  carefully  the  possibilities  of  this  be- 


2.  Bosch,  D.  L.;  Islami,  A.;  Tarr,  C.  T.  C.,  and  Beling, 
C.  A.:  The  Elderly  Surgical  Patient:  An  Analysis  of 
Five  Hundred  Consecutive  Patients  Sixty  Years  of  Age 
or  Older,  Arch.  Surg.  64:  269,  1952. 


coming  an  emergency  and  act  accordingly.  One 
author2  reports  a mortality  of  17.4%  in  emergency 
surgery  for  the  aged  as  compared  to  8.8%  in  elec- 
tive procedures.  When  these  patients  come  in  as 
an  emergency,  they  are  frequently  already  de- 
teriorated greatly,  and  deteriorate  at  a much  more 
rapid  rate  than  in  the  younger  groups  in  that  there 
often  simply  is  no  physiologic  reserve. 

Southwich,  Slaughter  and  Bollinger2  believe 
that  there  should  be  no  delay  in  performing  sur- 
gery on  an  elderly  patient  as  soon  as  a good  nutri- 
tional state  can  be  established.  They  point  out  that 
a disease  process  should  be  stopped  as  soon  as  pos- 
sible in  the  aged  because  its  prolonged  continu- 
ation may  result  in  a fatality,  although  the  disease 
itself  may  be  benign.  I certainly  concur  in  this 
opinion.  Cole  states:  “Too  often  the  surgical  ther- 
apy for  elective  conditions  is  postponed  in  elderly 
patients,  in  the  hope,  I presume,  the  patient  will 
die  of  some  other  disease  before  the  present  one 
threatens  his  life.”  I am  afraid  this  has  been  too 
often  true  in  the  past. 

The  elderly,  even  the  very  old,  should  not  be 
denied  the  benefit  of  elective  operations,  but  we 
must  recognize  that,  though  they  are  able  to  toler- 
ate major  surgical  procedures,  they  cannot  tolerate 
the  added  weight  of  complicating  disease  and  defi- 
cit so  common  in  the  aged.3 4  One  aged  patient’s 
condition  may  permit  immediate  operation  with 
routine  care,  where  another  may  require  a great 
deal  of  preparation,  as  nutritional  and  blood  build- 
up or  correction  of  a concurrent  complication,  be- 
fore his  general  condition  can  revert  to  a state 
permitting  surgery.  The  high  mortality  associated 
with  emergency  surgery  is  evidence  that  these 
patients  should  be  put  into  optimum  condition  as 
rapidly  as  possible. 

It  is  worth  reemphasis  that  most  aged  patients 
have  inadequate  physiologic  reserve.  There  are 
often  multiple  deficiencies  of  one  or  more  systems 
involved,  any  one  of  which  may  cause  serious  or 
fatal  complications.  One  of  the  most  serious  prob- 
lems is  malnutrition.  General  avitaminosis  is 
often  present.  We  must  remember  that  the$e  pa- 
tients have  often  had  poor  appetites  for  a long 
time,  either  as  a result  of  disease  process  or  the 
sedentary  life  they  live.  Many  have  poor  dietary 
habits  due  to  dental  difficulties  and  have  had  for 
many  years.  Many  have  been  on  deficient  diet 
due  to  economic  status,  trying  to  get  by  on  very 
limited  financial  means.  If  the  proposed  surgical 
procedure  is  not  one  of  immediate  emergency, 

3.  Southwich,  H.  W.;  Slaughter,  D.  P.,  and  Bollinger, 
J.  A.:  Idiopathic  Hypertrophic  Pyloric  Stenosis  in  an 
Elderly  Adult,  Illinois  M.  J.  107:  139,  1955. 

4.  Vaughn,  Askell  M.;  White,  Michael  S.,  and  Cole- 
man, John  M.:  Problems  Peculiar  to  Surgery  of  the 
Aged,  J.  Am.  Geriat.  Soc.  4:  483,  May  1956. 
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every  effort  should  be  made  to  increase  the  nutri- 
tional state  by  high  caloric,  high  protein  feedings, 
and  by  vitamins,  the  latter  being  given  preferably 
by  needle  to  insure  proper  absorption.  Sometime 
tube  feeding  may  be  necessary,  certainly  in  lesions 
of  the  esophagus  or  mouth.  Gastrostomy  tube 
feeding  may  be  the  only  mode  to  restore  nutrition 
preliminary  to  surgery.  In  attempting  to  reestab- 
lish optimum  nutrition,  we  must  not  lose  sight  of 
the  fact  that  too  prolonged  an  effort  in  this  re- 
spect may  delay  surgery  past  the  time  interval 
where  maximum  results  of  surgery  can  be  ex- 
pected. Too  often  in  attempting  to  reestablish 
good  nutritional  balance  it  is  found  that  nutrition 
cannot  be  restored  until  the  surgical  procedure  is 
accomplished.  This  is  particularly  true  of  certain 
types  of  visceral  fistula  and  of  lesions  producing 
toxicity  by  their  very  nature  of  predisposing  to 
infection.  It  is  wise  to  have  these  patients  under 
daily  observation  while  attempting  to  improve 
their  nutritional  state  lest  the  optimum  time  for 
definitive  surgery  pass  without  action  being  taken. 

Closely  allied,  and  often  inseparable  from  the 
nutritional  status,  is  the  problem  of  contracted 
blood  volume.  In  most  patients  the  deficiency  in 
blood  volume  is  related  to  one  or  more  of  four 
factors:  1)  inadequate  dietary  intake,  2)  malig- 
nancy, 3)  chronic  kidney  disease,  and  4)  bleeding 
from  the  gastrointestinal  tract.  Some  blood  vol- 
ume deficit  appears  to  be  almost  universal  in 
elderly  patients.5  Some  speak  of  these  people  as 
being  in  “chronic  shock.”  Blood  volume  studies 
are  of  great  help  in  determining  the  blood  deficit 
and  should  be  used  if  available.  I have  not  used 
these  studies  as  they  have  not  been  available  to 
me.  Hemoglobin,  hematocrit  and  red  cell  determi- 
nation should  be  done  and,  where  there  are  defi- 
cits here,  replacement  by  transfusion  is  impera- 
tive. Preoperative  transfusions  should  be  done 
until  hemoglobin  returns  to  normal,  or,  when 
measurable,  the  blood  volume  reaches  normal. 
Since  these  patients  have  often  been  deficient  in 
blood  a long  time  and  have  become  adjusted  to 
their  state  of  contracted  volume,  rapid  expansion 
may  be  dangerous  and  has  resulted  in  cardiac 
failure.  To  safeguard  against  this  daily  transfu- 
sions of  small  amounts,  250  to  300  cc.  until  correc- 
tion is  obtained  may  be  desirable,  if  surgery  can 
be  safely  delayed  long  enough  to  carry  out  such 
a replacement  program.  Replacement  of  blood  loss 
at  the  time  of  operation  is  important.  The  vas- 
cular system  in  these  elderly  people  does  not  re- 
spond and  compensate  for  blood  loss  as  readily  as 
on  the  younger  patient.  Severe  shock  can  develop 
rapidly  and  is  difficult  to  reverse  once  it  progresses 
far.  Therefore,  blood  should  always  be  available, 

5.  Nealis,  Charles  H.,  and  Kilgore,  Alson  R.:  Pre- 
operative and  Postoperative  Care  of  the  Aged,  Surg. 
Clin.  North  America  34:  1473,  October  1954. 


and  a needle  in  a vein  before  surgery  is  begun.  Of 
course,  in  the  presence  of  poor  cardiac  reserve, 
blood  may  not  be  tolerated  well  if  given  rapidly. 
Pulmonary  edema  may  result.  However,  even  the 
patient  with  poor  cardiac  reserve  will  usually  tol- 
erate transfusion  when  given  to  replace  blood  defi- 
cit. I have  not  seen  a patient  die  of  overloading 
with  blood,  but  I have  seen  patients  die  of  irre- 
versible shock  due  to  failure  to  provide  adequate 
replacement  either  before  or  during  surgical  pro- 
cedures. 

As  cardiac  disease  leads  the  list  of  causes  of 
death  in  elderly  persons,  it  is  also  at  the  top  of 
the  list  of  the  special  problems  of  surgery  in  the 
aged.  Often  we  know  heart  disease  is  present, 
either  in  mild  or  severe  form,  but  in  evaluating 
the  patient  we  must  elect  to  perform  surgery  in 
spite  of  it.  Even  when  no  disease  is  detectable, 
the  added  strain  of  surgery  brings  into  evidence 
previously  undetectable  cardiac  deficit.  Electro- 
cardiographic studies  should  probably  be  made 
on  all  prospective  surgical  patients  in  the  aged 
group,  if  only  to  detect  recent  coronary  occlusions. 
However,  I believe  a clinical  appraisal  of  the 
cardiac  status  is  more  important  than  laboratory 
appraisal.  Careful  questioning  regarding  ankle 
edema,  exertion  dyspnea,  pain  on  exertion  and 
orthopnea  will  be  of  great  help.  If  questioning 
reveals  evidence  of  poor  reserve,  I believe  pre- 
operative digitalization  is  indicated.  Routine  digi- 
talization is  recommended  by  some  but  I do  not 
believe  that  such  is  necessary.  Careful  observation 
of  the  cardiac  status  during  the  postoperative  pe- 
riod to  detect  any  evidence  of  failure  will  usually 
allow  adequate  time  to  digitalize.  The  routine 
use  of  digitalis  preoperatively  may  produce  digi- 
talis intoxication  often  enough  to  offset  any  bene- 
fits derived  from  its  routine  use. 

The  evaluation  of  the  urinary  tract  is  very  im- 
portant before  subjecting  the  aged  to  major  sur- 
gery. Kidney  function  should  be  evaluated.  In 
the  male  the  prostate  should  be  palpated,  and 
bladder  retention  should  be  determined.  Post- 
operative difficulty  in  emptying  the  bladder  pre- 
disposes to  poor  kidney  function,  infection  and  dis- 
comfort. Often  the  patient  is  given  a shot  for  pain 
by  the  nurse  at  midnight  when  he  would  be  sleep- 
ing soundly  if  he  had  an  indwelling  catheter  in  his 
bladder.  Infection  of  the  urinary  tract  should  be 
corrected  before  surgery,  if  possible.  Urinary  tract 
infection  is  high  on  the  list  of  complications  and 
causes  of  death  of  all  series  reviewed.  In  one 
series6  of  203  complications  in  354  operations,  28 
were  of  urinary  origin,  either  infection  or  obstruc- 
tion or  both. 


6.  Haug,  Chester  A.,  and  Dale,  W.  Andrew:  Major 
Surgery  in  Old  People,  A.  M.  A.  Arch.  Surg.  64:  421, 
April  1952. 
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Preoperative  evaluation  of  the  respiratory  tree 
in  the  elderly  is  often  difficult.  Chest  x-rays  may 
show  little  or  no  essential  abnormalities,  yet  the 
patient’s  cough  produces  considerable  mucus. 
Many  of  these  people  have  chronic  bronchitis, 
bronchiectasis  and  emphysema,  all  of  which  pre- 
dispose to  postoperative  complications.  Every  ef- 
fort should  be  made  to  clear  pulmonary  infection 
prior  to  surgery.  These  people  often  have  a diffi- 
cult time  clearing  mucus  from  the  bronchial  tree 
after  surgery,  thereby  developing  areas  of  atelec- 
tasis and  pneumonia.  Pneumonia  is  one  of  the 
most  common  causes  of  postoperative  mortality 
and  morbidity.  It  is  well  to  turn  these  patients 
often  after  surgery  and  encourage  deep  breathing 
and  coughing.  Expectorants  help,  but  the  encour- 
agement of  coughing  up  secretions  is  of  much  more 
value.  In  this  respect  I wish  to  emphasize  that 
the  cough  reflex  is  markedly  reduced,  if  not  com- 
pletely blocked,  by  narcotics  and  sedatives. 

In  considering  the  large  number  of  pulmonary 
complications,  especially  infection,  the  problem  of 
the  use  of  antibiotics  routinely  in  the  elderly  pa- 
tient raises  its  ugly  head.  Some  have  recommended 
routine  use  of  penicillin  before  and  after  operation. 
It  is  a well  recognized  fact  that  elderly  patients 
tolerate  infection  poorly  wherever  it  may  be.  It 
is  also  true  that  for  each  degree  of  temperature 
elevation  there  is  usually  an  increase  of  about  10 
beats  per  minute  in  the  heart  rate,  thereby  adding 
to  the  work  of  the  heart  and  predisposing  to  car- 
diac failure  in  those  already  having  mild  cardiac 
weakness.  So  I think  that  certainly  there  are  good 
arguments  for  routine  use  of  antibiotics.  On  the 
other  hand,  there  are  often  complications  to  the 
routine  use  of  antibiotics,  especially  in  sensitivity 
reactions  and  development  of  resistant  strains  of 
bacteria,  and  gastrointestinal  complications  in  the 
myocin  drugs.  When  antibiotics  have  been  neces- 
sary to  correct  respiratory,  urinary  or  other  infec- 
tion preoperatively  until  the  time  for  surgery,  they 
should  be  continued  on  into  the  postoperative  pe- 
riod, until  it  is  safe  to  discontinue  them.  Certainly 
where  peritonitis  is  an  expected  complication  post- 
operatively  due  to  the  nature  of  the  surgery,  anti- 
biotics should  be  used,  which  does  not  differ  from 
their  indication  in  the  younger  patients.  The  use 
of  antibiotics  should  not  take  the  place  of  good 
surgical  technique  and  principles,  and  one  should 
not  be  lulled  into  a false  sense  of  security  by  their 
use,  as  disastrous  infection  may  develop  while  the 
patient  is  being  given  an  antibiotic,  only  to  mani- 
fest itself  in  all  its  fury  after  the  drug  has  been 
discontinued. 

The  abuse  of  narcotics  and  sedatives,  as  pre- 
operative medication  and  in  postoperative  care,  is 
commonplace.  It  is  certainly  desirable  to  quiet 
the  anxiety  of  the  elderly  patient  being  prepared 


for  surgery  and  it  is  often  necessary  to  relieve  the 
pain  while  preoperative  preparation  is  carried  out 
on  the  emergency  case,  but  it  must  be  kept  in  mind 
that  these  old  people  often  tolerate  narcotics  and 
sedatives  poorly.  Relief  of  pain  is  often  obtained 
with  only  a fraction  of  that  narcotic  required  for 
vigorous  young  adults.  If  Demerol  is  to  be  used, 
25  to  50  mg.  often  suffices,  in  conjunction  with  a 
small  amount  of  atropine  or  scopolamine.  In  our 
hospital  our  anesthetist  almost  routinely  uses  Phe- 
nergan  instead  of  any  barbiturate  for  preoperative 
preparation.  The  elderly  seem  to  tolerate  it  well. 
Where  a local  anesthetic  alone  is  to  be  used,  I pre- 
fer to  give  no  preoperative  sedation  unless  abso- 
lutely necessary  to  control  pain.  I find  that  a fully 
alert,  cooperative  patient  is  much  easier  to  manage 
under  local  Novocain  anesthesia  than  one  stupor- 
ous and  disoriented  from  narcotics  and  sedatives. 
They  rarely  have  to  be  reminded  to  stop  trying  to 
get  off  the  table. 

In  the  postoperative  period  many  of  the  compli- 
cations could  be  eliminated  or  reduced  if  no  nar- 
cotics or  sedatives  were  used.  I am  not  advocating 
throwing  the  key  to  the  narcotic  box  away,  but  I 
do  believe  postoperative  sedation  and  narcotics 
should  be  prescribed  with  more  consideration  for 
the  well  being  of  the  patient  and  less  consideration 
for  the  convenience  of  the  nursing  staff  and  feel- 
ings of  the  family  who  are  not  satisfied  unless 
father  is  “sleeping  well”  or  has  had  “a  quiet  night.” 
Too  often  the  “good  sleep”  or  the  “quiet  night” 
forebodes  evil  things  and  reflects  too  closely  the 
nurse’s  desire  to  have  a quiet  night.  If  large  dos- 
ages are  not  ordered,  the  nurse  usually  will  not 
give  any.  Close  observation  of  the  patient  and 
close  attention  to  the  character  of  his  complaints 
will  often  obviate  the  necessity  for  narcotics.  Ab- 
dominal pain  can  often  be  relieved  by  catheteri- 
zation instead  of  giving  a shot.  Restlessness  can 
often  be  attributed  to  nausea  and  can  be  controlled 
by  Dramamine  rather  than  narcotics.  Pain  is  often 
unassociated  with  the  surgery  and  can  be  relieved 
by  the  same  medicine  he  was  taking  before  surgery 
— aspirin,  for  instance.  Change  in  position  in  bed 
not  only  is  desirable  in  preventing  pneumonia, 
decubitus  ulcer  and  thrombosis,  but  it  also  fre- 
quently relieves  discomfort  just  as  completely  as 
a shot  of  a narcotic.  If  orders  for  narcotics  are 
kept  at  a minimum  and  canceled  at  the  earliest 
possible  date,  and  the  nursing  staff  is  encouraged 
in  better  nursing  methods,  the  patient  will  fare 
better,  though  the  nurse  may  have  worked  a little 
harder.  If  the  same  nurses  are  utilized  repeatedly, 
it  will  not  take  long  to  train  them  in  the  misuse 
of  narcotics. 

One  of  the  greatest  postoperative  problems  as  to 
morbidity  is  the  mental  deterioration  of  the  aged 
surgical  patient.  It  is  always  wise  to  evaluate 
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carefully  the  past  history  as  given  by  family  and 
patient  as  to  any  evidence  of  previous  mental  con- 
fusion or  deterioration  in  order  to  prepare  the 
family  and  yourself  for  postoperative  mental  prob- 
lems. Careful  explanation  to  the  patient  before 
surgery  as  to  what  to  expect  after  surgery  may 
help  materially  in  reducing  the  anxieties  and  re- 
sultant mental  collapse  postoperatively.  The  pre- 
vention and  prompt  treatment  of  shock  certainly 
is  a good  prophylaxis  against  mental  damage. 
Rapid  return  to  normal  function  of  all  systems  is 
desirable.  Tubes  in  all  orifices  should  be  removed 
as  quickly  as  possible.  As  emphasized  above,  nar- 
cotics and  sedatives  should  be  kept  to  a minimum 
as  the  best  prophylaxis  against  mental  confusion. 
Early  ambulation  is  important  in  preserving  and 
treating  the  mental  deterioration  as  it  gets  the 
patient  back  more  nearly  normal,  a condition  with 
which  he  can  better  cope. 

When  speaking  of  surgical  patients,  ambulation 
often  is  used  to  refer  only  to  the  postoperative 
course.  It  is  just  as  important  to  keep  the  patient 
ambulatory  in  the  preoperative  period,  especially 
the  elderly  patient.  Inactive  muscles  deteriorate 
rapidly  as  do  inactive  brains.  The  decubitus  ulcers 
develop  just  as  rapidly  in  the  patient  lying  in  bed 
before  surgery  as  they  do  after  surgery,  so  if  at 
all  possible  the  patient  should  be  kept  up  and 
active  until  the  time  for  surgery.  Then,  just  as 
quickly  as  the  surgical  procedure  permits  after 
operation,  he  should  be  ambulated.  For  most  sur- 
gical procedures  this  is  certainly  within  a day  or 
two  after  operation.  There  are  some  procedures 
and  complications  that  preclude  immediate  ambu- 
lation, but  the  quicker  the  patient  is  out  of  bed 
the  quicker  will  be  the  recovery,  the  better  the 
mental  attitude,  and  fewer  the  complications. 

The  scope  of  this  discussion  will  not  permit  de- 
tailed analysis  of  the  advantages  and  disadvantages 
of  the  various  types  of  anesthesia  in  geriatric  sur- 
gery. Certainly  the  presence  of  a skilled  anes- 
thesiologist is  much  more  important  than  the 
choice  of  the  anesthetic  agent.  In  the  aged  the 
margin  of  safety  is  often  very  narrow  and  anes- 
thesia must  be  administered  with  extreme  skill, 
and  the  course  often  altered  during  the  operative 
procedure.  Wide  swings  in  depth  of  anesthesia 
should  be  avoided,  as  well  as  prolonged  anesthesia. 
Patients  of  this  age  group  are  very  intolerant  of 
depressive  drugs  of  all  types,  including  anes- 
thetics. It  is  desirable  that  the  patient  awake  as 
quickly  as  possible  after  the  operation.  I like  to 
see  them  beginning  to  respond  in  the  operating 
room.  The  quicker  the  patient  is  awake  the  quicker 
the  various  symptoms  can  be  evaluated  as  to  the 
response  to  the  operation,  and  the  quicker  the  un- 
desirable responses  can  be  corrected. 


Local  anesthesia,  including  nerve  block,  is 
preferable  in  elderly  patients  if  the  important 
parts  of  the  operative  procedure  can  be  done  out- 
side the  peritoneal  cavity.  It  can  be  an  adjunct  to 
general  anesthesia,  even  with  an  operative  pro- 
cedure carried  out  mainly  in  the  peritoneal  cavity. 
However,  it  can  be  dangerous  as  the  sole  anes- 
thetic for  prolonged  work  in  the  peritoneal  cavity. 
Patient  discomfort  and  subsequent  motion  on  the 
table  may  lead  to  inadequate  exposure.  The  patient 
will  likely  tolerate  a properly  administered  gen- 
eral anesthetic  and  careful  operative  technique 
better  than  a poorly  done  hasty  operation  under 
local  anesthesia. 

In  the  physical  handling  of  the  elderly  patient 
on  the  operating  table  and  transporting  him  after 
the  operation,  care  should  be  taken  to  be  gentle. 
These  patients  tolerate  extreme  positions  on  the 
table  poorly.  After  operation,  lack  of  gentle  han- 
dling in  moving  the  patient  may  produce  shock 
in  one  who  has  tolerated  an  operative  procedure 
well. 

Time  does  not  permit  a detailed  discussion  of 
the  problem  of  electrolyte  balance  in  the  elderly.7 8 
They  tolerate  sodium  poorly.  Intravenous  fluids 
should  be  adequate  but  not  excessive.  I believe  it 
better  to  under  hydrate  than  over  hydrate  because 
of  the  danger  of  overloading  and  producing  pul- 
monary edema.  The  geriatric  patient  has  a lowered 
metabolism,  eliminates  fewer  waste  products,  and 
therefore  requires  less  fluid  daily  than  a younger 
person. s 

In  conclusion,  it  is  to  be  emphasized  that,  al- 
though the  elderly  patient  should  not  be  denied 
the  benefit  of  surgery  on  the  basis  of  age  alone, 
it  is  an  indisputable  fact  that  the  hazard  of  surgery 
is  greater.  However,  with  closer  attention  to  the 
deficiencies,  more  thorough  preoperative  prepara- 
tion and  recognition  and  treatment  of  complica- 
tions, morbidity  and  mortality  in  this  group  can 
be  reduced  to  an  acceptable  level. 
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7.  Roberts,  Kathleen  E.;  De  Copse,  Jerome  J.,  and 
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8.  Ziffred,  Sidney  E.;  Zager,  Lewis  L.,  and  Cullen, 
Stuart  C.:  Hazards  of  Surgery  Beyond  the  Age  of 
Eighty,  Geriatrics  5:  252,  Sept. -Oct.  1950. 


14 


J.  M.  A.  ALABAMA 


JOURNAL  EXCERPTS 


Home  Swimming  Pool  Hazards  Outlined — Potential 
danger  is  lurking  in  the  American  back  yard.  The  cul- 
prit is  some  125,000  home  swimming  pools. 

The  danger  is  further  aggravated  by  almost  one  mil- 
lion small,  plastic  playpools  which  have  been  placed 
in  the  nation’s  yards  for  small  fry. 

These  facts  were  reported  in  the  June  issue  of  Today’s 
Health,  a publication  of  the  American  Medical  Associa- 
tion. 

The  article  said  that  with  tremendous  numbers  of 
children  and  adults  swimming  in  their  own  or  neigh- 
bor’s back  yards,  more  people  than  ever  face  the  possi- 
bility of  accident. 

In  the  past  10  years  the  number  of  home  swimming 
pools  has  increased  from  2,500  to  125,000.  A substantial 
increase  is  expected  again  this  year. 

In  addition  to  drownings,  doctors  attribute  many 
colds,  ear-nose  infections,  skin  troubles,  and  other  dis- 
eases to  home  swimming  where  the  basic  principles  of 
water  sanitation  are  not  observed. 

To  overcome  many  of  the  potential  dangers,  the  article 
offers  a number  of  suggestions.  These  include: 

— Situate  the  pool  near  the  house  for  convenience  and 
to  permit  a view  of  the  youngster’s  activities. 

— Fence  the  pool  or  the  whole  area  in  which  it  is 
located;  use  a tamper-proof  lock. 

— Install  an  alarm  that  is  set  off  by  any  sudden  water 
displacement,  such  as  occurs  when  a person  splashes 
into  a pool. 

— Keep  some  sort  of  rescue  device  handy  at  all  times. 
This  may  be  a buoy  or  a pole. 

— Make  sure  all  pool  users  know  how  to  swim. 

— Run  buoy  lines  across  the  pool,  or  build  a divider 
or  barrier,  to  define  shallow  and  deep  sections. 

— Keep  the  pool  clean.  The  swimming  water  should 
test  as  pure  as  tap  water. 

— Use  a filter.  It  should  be  backwashed  and  flushed 
out  every  week. 

— Add  some  form  of  chlorine  to  the  water.  Even  with 
fresh  water  every  day,  diseases  spread  without  chlorine. 

— Water  in  splash  pools  and  the  smaller  portables 
should  be  changed  daily. 

— See  to  it  that  some  member  of  the  family  knows 
how  to  administer  first  aid,  especially  artificial  respira- 
tion, and  keep  a first  aid  kit  on  hand  near  the  pool. 

— Have  the  pool  constructed  by  a builder  who  carries 
guaranteed  equipment,  and  who  knows  local  health, 
building,  and  plumbing  ordinances. 

In  conclusion,  the  article  said,  “Now  that  a family 
swimming  pool  is  becoming  commonplace,  it  is  time 
owners  took  precautions  for  their  own  safety  and  that 
of  others.  It  is  time,  also,  that  guest  users  pay  attention 
to  whether  or  not  the  pool  they  mean  to  enjoy  is  properly 
equipped  and  supervised.” 

The  article  was  written  by  Beatrice  Schapper,  an  in- 
structor at  New  York  University,  New  York. 


American  Medical  Association  Declares  Warnings  on 
All  Hazardous  Chemicals  Needed — Warnings  on  the 
labels  of  all  products  containing  hazardous  chemicals 
has  been  declared  the  objective  of  a model  law  formu- 
lated by  the  American  Medical  Association  and  recently 
introduced  into  Congress  (H.  R.  7352). 

Speaking  before  the  Association  of  Food  and  Drug 
Officials  of  the  United  States,  Hotel  Bradford,  Boston, 
Mass.,  Bernard  E.  Conley,  Ph.D.,  Chicago,  secretary  of 
the  A.  M.  A.  Committee  on  Toxicology,  declared:  “If  we 
are  to  educate  people  to  read  ^bels  and  obey  their 
warnings,  we  must  require  identification  of  hazardous 
ingredients  on  all  products,  not  merely  on  certain  classes 
of  chemicals  such  as  pesticides.” 

Half  of  all  substances  causing  accidental  injury  and 
death  are  not  required  by  law  to  carry  precautionary 
labeling.  Many  of  these  are  used  in  the  home,  in  small 
businesses  and  in  other  areas  where  control  of  harmful 
exposures  is  not  as  guarded  as  in  the  manufacturing 
process. 

While  three-quarters  of  these  products  contain  sub- 
stances which  are  moderately  toxic  or  worse,  most 
states  and  the  federal  government  have  no  laws  to  re- 
quire them  to  carry  warnings  or  to  declare  toxic  or 
other  hazardous  constituents,  Dr.  Conley  declared. 

There  has  been  a growing  acceptance  of  the  need  to 
label  hazardous  household  chemicals.  Examination  of 
over  1000  varieties  of  products  revealed  that  chemicals 
used  in  commercial  establishments,  such  as  hotels, 
garages,  laundries  and  restaurants,  need  the  benefit  of 
labeling  as  greatly  as  those  entering  the  home. 

Dr.  Conley  discounted  the  claim  that  wide  use  of 
precautionary  labeling  would  bring  about  eventual  dis- 
regard of  all  warnings.  The  widespread  use  of  danger 
and  warning  signs  for  transportation  and  traffic  hazards 
has  never  been  considered  a deterrent  to  safety.  No  one 
ever  suggested  that  our  mounting  motor  accident  sta- 
tistics are  due  to  the  number  of  safety  signs  about  them; 
rather  the  growing  number  of  auto  accidents  is  related 
to  the  increasing  number  of  motor  vehicles.  The  same 
basic  factors  underlie  the  problem  of  accidental  poison- 
ing by  hazardous  chemicals. 


License  Almost  8,000  New  Physicians  During  1958 — 

Almost  8,000  new  physicians  were  licensed  to  practice 
medicine  in  the  United  States  during  1958,  it  was  re- 
ported by  the  American  Medical  Association’s  Council 
on  Medical  Education  and  Hospitals. 

In  its  57th  annual  report,  which  appeared  in  the 
May  30  A.  M.  A.  Journal,  the  council  said  that  this  marks 
the  sixth  consecutive  year  in  which  more  than  7,000 
new  physicians  were  licensed. 

Of  the  7,809  new  doctors,  6,155  were  licensed  through 
written  examinations  and  1,654  by  endorsement  of  cre- 
dentials. 

During  the  period,  there  were  approximately  3,700 
physician  deaths  reported  to  the  A.  M.  A.,  which  reduces 
the  over-all  gain  in  the  doctor  population  to  4,109. 

In  all,  15,240  licenses  to  practice  medicine  were  issued 
in  1958.  Written  examinations  accounted  for  7,315 
licenses  and  7,925  were  given  through  reciprocity  and 
endorsement  of  credentials. 
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PSYCHIATRIC  ASPECTS  OF  AGING 

Guest  Editorial 

Frank  A.  Kay,  M.  D. 

Birmingham,  Alabama 

The  usual  aging  patient  presented  to  psychia- 
trists is  either  one  with  (a)  an  agitated  depression, 
(b)  a reaction  in  which  forgetfulness,  confusion, 
disorientation,  impaired  judgment  and,  perhaps, 
hallucinations  are  common  symptoms,  or  (c)  a 
reaction,  in  which  anxiety  and  somatization  are 
the  principal  symptom  areas. 

In  the  agitated  and  restless  patient,  in  addition 
to  the  diagnostic  and  treatment  measures  to  handle 
obvious  somatic  findings  and  complaints,  we,  at 
long  last,  have  drugs  to  reduce  restlessness,  pro- 
mote calmness,  and  enhance  sleep  that  do  not  pro- 
duce confusion  themselves. 

Thorazine,  orally,  in  25  mg.  doses,  every  four  to 
six  hours,  as  needed,  increased  to  50  mg.  at  bed- 
time, or  later,  is  most  helpful.  Where  sleep  is  dif- 
ficult, especially  in' the  hospitalized  patient,  50 
mg.  of  Phenergan,  intramuscularly,  will  often  be 
effective. 

Marsilid,  in  our  hands,  in  spite  of  many  adverse 
reports,  helps  about  forty-five  per  cent  of  the  de- 
pressed people,  giving  them  a greater  sense  of 
well-being,  an  improved  appetite,  and  general  im- 
provement from  depressive  symptoms.  It  is  given 
in  from  25  to  50  mg.  doses,  orally,  once  a day.  Mar- 
silid works  slowly  and  results  may  not  be  manifest 
in  less  than  a month. 

Barbiturates,  bromides  or  meprobamate  may  in- 
toxicate and  confuse  the  patient  and,  in  time,  pro- 
duce a delirium  with  marked  insomnia,  visual  and 
auditory  hallucinations,  confusion,  disorientation 
and  misidentification. 

There  is  no  dependable  euphoriant,  though  Rita- 
lin and  Deaner  are  helpful  to  some. 

A combination  of  nicotinic  acid,  50  to  100  mg., 
and  Metrazol,  IV2  gr.  (orally)  seems,  after  a time, 
to  allay  basic  confusion  and  restlessness  in  those 
with  senile  and  arteriosclerotic  deterioration  and, 
perhaps,  stay  the  rapid  intellectual  disintegration 
so  often  seen.  If  used,  the  drugs  should  not  be  dis- 
continued under  90  days. 


If  the  depression  is  severe  enough  and  psycho- 
genically  and  not  organically  based,  electrocon- 
vulsive therapy,  properly  given,  with  proper  safe- 
guards to  prevent  common  complications,  may  be 
used  with  relative  safety,  and  is  found  most  effec- 
tive. 

From  a preventive  standpoint,  we  might  well 
start  at  birth  with  all  available  knowledge  and 
efforts  to  insure  a physically  and  mentally  healthy 
person.  We  must  bear  in  mind  that  mental  de- 
terioration is  as  much  a matter  of  attitudes  and 
situations  as  it  is  of  cellular  damage.  There  is  no 
consistent  relationship  between  the  amount  of  cell- 
ular damage  in  the  central  nervous  system  and  the 
behavior  of  the  individual. 

For  a person  to  have  no  interests,  no  stimulating 
and  enjoyable  relationships  with  people,  no  plans 
and  no  hopes  is  the  same  as  to  have  that  person 
die,  little  by  little,  intellectually  and  emotionally. 

We  learn  this,  not  from  rocking  chair  philoso- 
phers, but  from  valid  research. 

Good  vision,  good  hearing,  and  good  feet  go  a 
long  way  towards  helping  a person  live  fully. 

Middle-aged  and  elderly  persons  can  learn  the 
same  things  as  young  adults,  allowing  for  reduced 
speed  and  visual  acuity. 

In  top  groups,  vocabulary  scores  rise  with  age 
and  beyond  retirement.  They  hold  in  middle  occu- 
pational groups  and  drop  in  the  unskilled  group. 

People  should  be  prepared  for  retirement  years 
before  it  comes. 

For  two  years  now,  the  West  Point  Manufactur- 
ing Company  has  had  a special  department  for 
this.  At  age  fifty-five  their  employees  are  taught 
how  to  live  more  happily  in  retirement.  Consult- 
ants in  medicine,  law,  dietetics,  diversionary  ac- 
tivities, and  other  phases  of  life  all  make  a contri- 
bution towards  a comprehensive  and  continuing 
program  of  teaching  men  and  women  how  to  live 
full  and  fruitful  lives.  It  continues  its  interest  and 
support  after  retirement  of  the  employee. 

Abilities,  Incorporated,  is  a membership  corpor- 
ation located  on  Long  Island,  in  Albertson,  New 
York.  It  does  various  kinds  of  manufacturing, 
largely  of  electrical  parts.  It  hires  only  disabled 
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people,  and  is  a competitive  enterprise,  a factory, 
not  a rehabilitation  center.  It  has  been  successful, 
growing  in  four  years  from  four  employees  to 
three  hundred.  Should  we  not  have  in  Alabama 
similar  enterprises,  which  would  utilize  skills  and 
abilities  of  people  forced  to  retire,  yet  capable  of 
doing  good  work?  Medicine,  industry  and  public- 
spirited  citizens  should  give  some  thought  to  such 
a project. 

CANCER-LINKED  PROTEIN 

Cancer  researchers,  looking  for  a difference  they 
can  exploit  between  normal  cells  and  cancer  cells, 
have  received  a new  lead  from  two  scientists  of 
the  University  of  Illinois  College  of  Medicine. 

Drs.  Joseph  R,  Davis  and  Harris  Busch,  using 
radioactive  tracers,  have  isolated  from  two  strains 
of  cancer  cells  in  rats  a radioactive  protein  that 
is  not  found  in  the  normal  cells  of  the  rats. 

They  reported  their  findings  to  the  Federation 
of  American  Societies  for  Experimental  Biology 
meeting  in  Atlantic  City,  N.  J. 

Most  of  the  effort  in  the  growing  field  of  cancer 
chemotherapy  has  centered  around  trying  to  find 
a distinction  between  normal  and  cancer  cell  ac- 
tivity. 

The  theory  has  been  that  if  such  a difference 
could  be  found — a difference  in  food  intake,  for 
example — this  could  be  used  against  the  cancer 
cell.  It  might  be  induced  to  absorb  a deadly  drug 
or  chemical  that  would  not  affect  normal  cells. 

Up  to  this  time,  however,  few  such  differences 
have  been  found  by  cancer  drug  researchers. 

Drs.  Davis  and  Busch  emphasized  that,  although 
the  cancer-linked  protein  has  been  isolated,  it  has 
not  yet  been  identified.  Furthermore,  they  point- 
ed out,  while  the  protein  has  been  found  in  two 
strains  of  cancer  (Walker  and  Jensen  tumors) 
among  rats,  the  disease  takes  many  forms  among 
animals  and  humans. 

It  is  possible  the  same  protein  may  not  be  found 
among  humans,  they  cautioned. 

The  scientists  spent  many  months  in  their  lab- 
oratory getting  a verification  of  this  unique  pro- 
tein formation.  Before  this,  they  had  to  work  out 
a method  for  carving  out  the  nucleus  of  the  cancer 
cell  where  they  hoped  the  protein  might  be  found. 
This  microscopic  task  might  be  compared  to  trying 
to  peel  a balloon  without  breaking  it. 

Proteins  were  then  chemically  extracted  from 
these  “peeled”  cancer  cell  nuclei  in  a complex  pro- 
cess called  chromotographic  separation.  This 
yielded  the  unidentified  protein. 

Months,  if  not  years,  of  work  lie  ahead  in  identi- 
fying the  protein  and  in  testing  its  prevalence 
among  cancer  in  animals  and,  later,  humans. 


Beyond  that  is  the  challenge  of  exploiting  this 
peculiarity  in  a way  that  will  prove  fatal  to  the 
cancer  cell. 

Dr.  Davis  is  a research  fellow  and  Dr.  Busch  is 
an  associate  professor  in  the  department  of  phar- 
macology at  the  University  of  Illinois  College  of 
Medicine  in  Chicago. 


HIGHWAY  FATALITIES  IN  1958 

Excessive  speed  was  by  far  the  biggest  single 
cause  of  traffic  accidents  that  caused  more  than 
2,825,000  injuries  and  36,700  deaths  on  U.  S.  high- 
ways during  1958,  The  Travelers  Insurance  Com- 
pany reported  in  its  latest  highway  safety  booklet. 

It  was  estimated  that  speed  killed  and  injured 
nearly  1,000,000  persons  in  the  United  States  last 
year,  more  than  40  per  cent  of  the  total. 

Cars  that  did  not  have  the  right-of-way  were  in- 
volved in  25.2  per  cent  of  the  accidents  causing  a 
total  of  608,400  injuries  during  the  year.  Reckless 
driving  was  blamed  for  10.4  per  cent  of  the  in- 
juries; cutting  in  for  4.0  per  cent  and  improper 
signaling  for  3.6  per  cent. 

Crossing  at  intersections  was  the  chief  cause  of 
the  7,700  pedestrians  killed  and  245,800  injured.  A 
total  of  10.1  per  cent  or  27,040  pedestrians  were 
injured  while  crossing  with  the  signal  as  compared 
with  7.4  per  cent  injured  crossing  against  the  sig- 
nal. 

It  was  reported  that  97.1  per  cent  of  the  drivers 
involved  in  fatal  accidents  had  more  than  a year 
of  driving  experience;  that  87.9  per  cent  of  drivers 
involved  in  fatal  accidents  were  men;  that  87  per 
cent  of  the  vehicles  involved  in  non-fatal  accidents 
were  passenger  cars;  and  that  more  than  95  per 
cent  of  the  cars  involved  were  in  apparently  good 
condition  at  the  time  of  the  accident. 

Dry  roads  prevailed  in  78.3  per  cent  of  the  fatal 
crashes  and  70.1  per  cent  of  the  non-fatal  accidents. 
The  weather  was  reported  as  clear  in  84.2  per  cent 
of  the  fatal  pileups  and  79.5  per  cent  of  the  non- 
fatal  mishaps. 


RADIATION-INDUCED  LEUKEMIA 

Studies  showing  that  cancers  of  the  blood-form- 
ing organs  can  be  prevented  to  some  extent  in  irra- 
diated mice  by  injection  of  embryonic  liver  tissue 
have  been  reported  by  Miss  Delta  E.  Uphoff  and 
Dr.  Lloyd  W.  Law,  National  Cancer  Institute’s 
Laboratory  of  Biology. 

The  protection  against  such  radiation-induced 
lymphomas,  however,  was  not  equal  to  that  pro- 
duced by  injection  of  compatible  bone  marrow. 

Miss  Uphoff  reported  this  work  in  a paper, 
“Comparative  effectiveness  of  marrow  and  embry- 
onic hematopoietic  tissue  on  reversal  of  induction 
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of  reticular  neoplasms  following  x-radiation,” 
which  she  presented  to  the  1959  meeting  of  the 
American  Association  for  Cancer  Research. 

Studies  reported  earlier  in  the  scientific  litera- 
ture had  shown  that  compatible  bone  marrow 
(bone  marrow  from  the  same  or  a parent  strain) 
protected  mice  against  the  development  of  radia- 
tion-induced lymphomas.  In  the  present  study, 
the  protective  effects  of  bone  marrow  and  fetal 
blood-forming  tissue  were  compared. 

Fetal  blood-forming  tissue  was  selected  because 
of  previous  observations  by  Miss  Uphoff  that  mice 
receiving  such  tissue  were  afforded  the  same  ex- 
cellent protection  from  death  due  to  radiation  as 
were  mice  receiving  isologous  bone  marrow  (mar- 
row from  the  same  strain) . 

A group  of  first-generation  hybrid  mice,  1 month 
old,  was  exposed  to  a total  of  672  r (roentgens)  of 
x-radiation  given  in  four  equal  doses  at  7-day  in- 
tervals. Shortly  after  the  final  irradiation,  the 
test  mice  received  intravenous  inoculations  of 
embryonic  liver  tissue  or  bone  marrow. 

At  13  months  of  age,  the  incidence  of  lymphomas 
was  as  follows:  among  the  controls,  which  re- 
ceived no  protective  treatment,  64  per  cent;  among 
the  group  receiving  bone  marrow  from  a parent 
strain,  22  per  cent;  and  among  the  group  receiving 
embryonic  liver  tissue,  34  per  cent. 

This  research  is  part  of  a program  designed  to 
study  the  development  of  radiation-induced  leu- 
kemias in  laboratory  animals.  These  results  pro- 
vide clues  to  the  factors  involved  in  the  cause  and 
prevention  of  such  leukemias. 


BENEFIT  INSURANCE  PAYMENTS 

Benefit  payments  by  insurance  companies  to  the 
people  of  Alabama  who  are  covered  by  health  in- 
surance policies  reached  a new  high  during  1958, 
according  to  the  Health  Insurance  Institute. 

In  the  period  from  January  1 through  December 
31,  1958,  said  the  Institute,  an  estimated  $29.7  mil- 
lion was  paid  out  to  help  cover  the  cost  of  hos- 
pital and  doctor  bills,  and  to  replace  income  lost 
through  sickness  or  disability.  This  represents  a 
9.2%  gain  over  the  1957  figure  of  $27.2  million, 
and  is  based  upon  reports  from  insurance  com- 
panies doing  business  in  the  state. 

The  rise  in  benefit  payments  in  Alabama  was 
reflected  in  the  figures  for  the  nation  as  a whole, 
the  Institute  noted.  Persons  protected  against  the 
expenses  of  hospital  and  medical  care  and  treat- 
ment received  a total  of  more  than  $2.6  billion  in 
benefits  from  their  insurance  company  policies  in 
1958,  up  8.3%  over  the  previous  year’s  high  of  $2.4 
billion. 

By  the  end  of  the  year,  an  estimated  70  million 


persons  were  covered  by  health  cost  policies 
bought  from  insurance  companies,  more  than  all 
other  types  of  voluntary  health  plans  combined. 


NEW  BOOK  AIDS  STROKE  VICTIMS 

“It  is  essential  that  immediately  upon  returning 
home  the  stroke  victim  be  aided  in  reactivating 
himself.  It  is  equally  essential  to  bring  the  patient 
back  to  his  usual  environment  as  quickly  as  pos- 
sible. The  longer  the  patient  stays  in  a hospital, 
the  less  are  his  chances  of  wanting  to  make  a re- 
covery,” states  Genevieve  Waples  Smith,  R.  N., 
author  of  the  illustrated  handbook  “Care  of  the 
Patient  With  a Stroke”  (Springer  Publishing  Com- 
pany, Inc.,  New  York,  May  15,  $2.75). 

It  is  estimated  that  there  are  2,000,000  stroke 
victims  in  this  country.  For  most  of  the  500,000 
persons  who  survive  strokes  each  year,  there  is 
great  hope  for  rehabilitation,  according  to  Mrs. 
Smith,  a registered  nurse,  well-known  for  her 
work  with  stroke  victims.  Her  book  is  also  based 
on  the  personal  experience  of  caring  for  her  hus- 
band who  suffered  a severe  stroke.  He  regained 
much  of  his  independence  and  the  Smiths  are  help- 
ing and  inspiring  many  stroke  victims  in  Oregon. 

Many  patients  who  had  a stroke  are  half  para- 
lyzed and  are  unable  to  speak.  Much  too  often  the 
patient  is  put  to  bed  by  the  family  and  left  there, 
Mrs.  Smith  points  out.  The  family  doesn’t  know 
what  else  to  do,  and  the  patient  frequently  accepts 
the  role  of  one  who  has  to  be  completely  cared  for 
until  he  dies. 

Medical  care  is  essential,  Mrs.  Smith  points  out, 
but  suitable  home  care  by  the  family  must  follow 
hospitalization.  Her  optimism  reflects  that  of  Dr. 
Howard  A.  Rusk  who  wrote  in  the  New  York 
Times:  “Studies  have  shown,  for  example,  that 
90%  of  all  stroke  victims  can  be  taught  to  talk, 
travel  and  to  care  for  their  needs  in  daily  living. 
. . . A recent  study  has  indicated  that  the  patient 
who  has  suffered  a stroke  is  a good  candidate  for 
rehabilitation  if  he  has  a job,  a home  and  someone 
who  loves  him,  regardless  of  the  severity  of  the 
attack.” 

Among  the  topics  discussed  in  Mrs.  Smith’s 
“Care  of  the  Patient  With  a Stroke”  are:  exercises 
and  how  to  help  the  patient  in  doing  them,  expand- 
ing physical  activities,  visiting,  meeting  person- 
ality problems,  emotional  problems  for  the  family, 
learning  to  talk,  and  practical  hints  on  nursing 
and  massage.  Everything  aims  at  self-sufficiency 
of  the  patient,  which  leads  to  a job  or  other  useful- 
ness. The  illustrations  and  descriptions  in  the  new 
handbook  (issued  by  a firm  specializing  in  medi- 
cal and  related  books)  are  for  the  general  reader 
as  well  as  the  nurse. 


18 


J.  M.  A.  ALABAMA 


President’s  Page 


JEROME  COCHRAN 

(Continued) 

AST  month  I introduced  Dr.  Cochran  to  the 
younger  members  of  the  Association  as  the 
father  of  Alabama’s  medical  and  public  health 
organization.  The  organization  he  conceived  is 
unique  and  I should  like  for  them  to  know  where- 
in the  uniqueness  lies.  It  has  been  referred  to  by 
a president  of  the  American  Medical  Association 
as  the  incomparable  Alabama  plan,  and  by  one 
of  its  secretaries  as  the  best  medical  organization 
in  the  world.  Why  incomparable  and  why  best? 
Principally  because  it  is  not  solely  a scientific 
body.  It  is  also  an  instrument  of  government. 
The  first  section  of  the  public  health  laws  of  Ala- 
bama is  to  the  effect  that  “The  Medical  Association 
of  the  State  of  Alabama  ...  is  the  State  Board  of 
Health.” 

In  planning  the  kind  of  organization  in  medicine 
and  public  health  he  would  like  for  his  adopted 
state  to  have,  Dr.  Cochran  could  not  see  why  one 
and  the  same  body,  namely,  The  Medical  Associa- 
tion of  the  State  of  Alabama  that  had  been  organ- 
ized in  1847,  could  not  function  in  both  realms. 
With  the  eye  of  a sage,  he  obtained  a clear  vision 
of  the  objects  to  be  accomplished,  and  with  the 
accuracy  of  a logician,  he  formulated  those  objects 
somewhat  as  follows — and,  mind  you,  this  was  87 
years  ago: 

1.  To  unite  the  medical  profession  of  the  state 
into  a homogeneous  and  coherent  whole,  so  as  to 
focus  its  aggregate  strength  and  power  and  influ- 
ence on  the  cause  of  human  health  and  happiness; 

2.  To  bring  the  physicians  of  the  several  coun- 
ties of  the  state  together  at  frequent  intervals  and 
those  of  the  state  together  once  annually  for  the 
purpose  of  discussing  scientific  and  practical  ques- 
tions in  medicine; 

3.  To  erect  a high  standard  of  qualification  for 
the  practice  of  medicine,  and  to  secure  the  enact- 
ment of  a law  that  would  entrust  the  enforcement 
of  the  standard  to  the  organized  medical  profes- 
sion of  the  state; 

4.  To  construct  a complete  and  logical  public 
health  system  for  the  municipalities,  the  counties, 
and  the  state,  and  to  secure  its  establishment  by 


law,  with  the  provision  that  the  practical  adminis- 
tration of  the  system  should  be  committed  to  the 
organized  medical  profession,  thus  divorcing  it 
forever  from  commercial  and  political  influence; 

5.  To  provide  courts  within  the  profession  itself 
for  the  intelligent  exercise  of  jurisdiction  over  the 
ethics  of  the  profession,  with  the  view  of  fostering 
fraternal  relations  among  medical  men  and  thus 
securing  loyalty  to  pure  and  exalted  principles  of 
professional  conduct. 

Never  before  in  the  history  of  the  world  had  it 
been  proposed  to  combine  under  one  and  the  same 
organization  possibilities  for  good  so  broad  and 
beneficent. 

When  Dr.  Cochran  had  clearly  formulated  the 
objects  to  be  accomplished,  it  became  necessary 
for  him  to  construct  the  machinery  by  which  these 
objects  could  be  most  easily  and  certainly  accom- 
plished; that  is,  it  became  necessary  for  him  to 
construct  a system  of  organization  for  the  medical 
profession  and  upon  that  to  build  a public  health 
system;  to  write  a constitution  for  the  State  Medi- 
cal Association  to  implement  the  objects  he  wished 
to  attain;  and  to  prepare  legislation  that  would 
place  upon  the  profession  responsibilities  never 
before  carried  by  any  organized  group  of  medical 
men. 

A far  step  toward  the  attainment  of  the  goal 
manifested  itself  when  the  Association,  at  its  1873 
meeting  in  Tuscaloosa,  adopted  the  constitution  as 
proposed  by  Dr.  Cochran,  which,  except  for  minor 
modifications,  is  the  one  under  which  the  Associa- 
tion now  operates.  Its  provisions  included  a State 
Board  of  Censors  composed  of  five  members  of  the 
Association  to  discharge,  among  other  functions, 
those  attendant  upon  the  examination  of  all  per- 
sons proposing  to  practice  medicine  in  the  state 
of  Alabama,  and  a Board  of  Censors  for  each 
county  medical  society.  Then,  on  Feb.  19,  1875,  the 
governor  of  Alabama  signed  the  act  making  the 
State  Medical  Association  the  State  Board  of 
Health,  and  thus  it  has  continued  to  this  day. 
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PROGRAM  OF  THE  ASSOCIATION 

The  third  annual  general  planning  meeting  of 
the  Association  was  held  at  the  Association’s  state 
headquarters  in  Montgomery  on  June  20  and  21, 
and  the  same  procedure  was  followed  as  in  the 
past. 

The  first  day  was  devoted  to  work  sessions  in 
which  the  attendants  were  divided  into  three 
groups.  Advisory  Committee  members  sat  with 
committee  chairmen  in  their  respective  bureaus 
for  discussion  of  reports  on  accomplishments  dur- 
ing the  past  year  and  plans  for  the  current  year. 
This  year  emphasis  was  placed  upon  new  programs 
for  the  respective  committees  as  well  as  proper 
continuation  and  expansion  of  present  projects. 
Each  bureau  integrated  plans  of  individual  com- 
mittees into  a program  for  the  bureau.  On  Sunday 
morning  the  three  bureau  programs  were  present- 
ed to  the  assembly  and  the  proposed  programs 
were  welded  into  a definitely  stated  plan  of  action 
for  the  Association. 

A detail  report  of  the  Association’s  program  for 
the  coming  year  will  be  published  in  the  next  issue 
of  the  Journal. 


THE  AMEF  DRIVE 

The  annual  American  Medical  Education  Foun- 
dation campaign  was  conducted  in  May  under  the 
direction  of  committee  chairman  Henry  G.  Hodo, 
Jr. 

Alabama’s  goal  this  year  was  $15,000.00,  accord- 
ing to  Dr.  Hodo.  As  of  June  1,  gifts  in  the  amount 
of  $4,201  were  contributed  through  the  office  of 
the  State  Medical  Association. 

Dr.  Hodo  pointed  out  that  these  contributions 
went  to  the  support  of  the  medical  schools  through- 
out the  country,  and  that  he  had  received  inquiries 
as  to  how  the  money  was  used. 

The  majority  of  schools,  according  to  deans’  let- 
ters received  by  AMEF,  used  all  or  part  of  the 
grant  for  augmenting  salaries,  but  other  uses 
range  from  providing  air  conditioning  units  for 
laboratories  to  support  of  a Humanities  Course 
giving  training  to  medical  students  in  the  cultural 
aspects  of  medicine. 

Nearly  all  of  those  who  wrote  “thank  you”  let- 
ters to  the  Foundation  commented  on  the  useful- 


ness of  totally  unrestricted  money.  A letter  from 
the  University  of  Minnesota  puts  it  this  way:  “The 
lack  of  restrictions  upon  the  way  in  which  (the 
funds)  may  be  used  makes  them  particularly  val- 
uable in  meeting  a host  of  essential,  educational 
needs  of  our  medical  school.”  Washington  Univer- 
sity, St.  Louis:  “We  should  not  have  been  able  to 
expand  our  program  to  its  present  degree  without 
unrestricted  gifts  ...  as  (those)  provided  by  the 
Foundation.”  Albany  Medical  College:  “The  Col- 
lege is  very  appreciative  of  the  Foundation’s  ef- 
forts to  provide  these  unrestricted  funds  which 
permit  it  to  progress  beyond  the  limitations  im- 
posed by  its  own  private  sources  of  income.  We 
have  almost  come  to  depend  on  A.  M.  E.  F.  as  one 
of  our  few  regular  sources  of  ‘Hard  money’.  . .” 
Cornell  University:  “Making  funds  available  for 
unrestricted  use  makes  it  possible  for  us  to  use 
these  funds  to  greatest  advantage.”  University  of 
Pittsburgh:  “One  of  the  significant  features  of 
Foundation  money  is  the  fact  that  it  is  unrestricted. 
. . . We  can  place  this  support  most  effectively  to 
strengthen  the  medical  school  teaching  program 
at  our  school.”  Vanderbilt  University:  “Money 
from  this  source  is  completely  unrestricted  and 
thus  may  be  used  in  the  area  of  greatest  need,  and 
an  area  that  changes  from  year  to  year  and  from 
school  to  school.” 

Reports  indicate  that  most  schools  utilized  the 
money  for  several  purposes.  Only  34%  reported 
single  use  of  the  grants  and  of  these  the  predomi- 
nant use  was  in  the  area  of  faculty  salaries;  ap- 
proximately 28%  of  the  total  use  was  exclusively 
for  instructional  budgets  with  the  additional  six 
per  cent  divided  equally  among  equipment,  schol- 
arships, and  use  to  match  other  grants.  Overall, 
89%  reported  use  of  all  or  part  of  the  grants  for 
salary  support;  41%  used  a part  to  purchase  equip- 
ment; 12.5%  used  some  for  scholarship  and  student 
aid;  16%  spent  some  on  research;  5%  used  a part 
of  their  AMEF  grant  to  match  other  outside  grants 
(usually  connected  with  a building  project);  6% 
of  the  schools  directed  some  money  to  better  their 
medical  libraries;  6%  spent  a portion  on  new  build- 
ing or  remodeling;  23%  reported  use  of  AMEF 
grants  on  personnel  or  curriculum  development 
programs;  and  14%  used  a portion  for  travel  ex- 
penses to  send  faculty  members  to  medical  meet- 
ings or  to  bring  visiting  lecturers  to  their  various 
campuses.  An  indication  of  the  many  needs  of 
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each  school  is  apparent  from  the  23%  of  the  schools 
who  reported  two  areas  where  funds  were  used 
and  43%  who  reported  from  three  to  six  uses  to 
which  AMEF  funds  were  put. 

A view  of  the  versatility  and  use  of  the  AMEF 
grants  is  provided  by  the  following  additional  ex- 
cerpts from  some  of  the  letters: 

“I  can  point  out  the  following  examples  of  items  in 
our  budget  that  are  approximately  equal  to  the  amount 
of  the  grant:  salary  for  chief  librarian;  salary  of  full- 
time instructor  in  anatomy  or  bacteriology;  the  supply 
and  equipment  budget  of  the  department  of  anatomy. 
In  other  words,  if  the  grant  were  discontinued  we  would 
have  to  discontinue  one  of  the  above  important  items 
or  a similar  item  unless  we  could  find  new  money  for 
an  equivalent  amount.” 

“Without  the  help  of  these  grants,  we  would  not  be 
able  to  retain  many  members  of  the  clinical  faculty  and 
to  maintain  the  standards  which  all  of  us  desire.” 

“There  is  no  doubt  that  the  availability  of  the  AMEF 
grant  has  in  several  instances  enabled  us  to  take  care 
of  emergency  situations  in  attracting  or  retaining  key 
faculty  personnel.” 

“It  is  no  exaggeration  to  say  that  there  have  been 
many  times  when  this  school  would  have  been  in  much 
more  serious  condition  financially  if  this  Fund  had  not 
been  able  to  help  us  through  the  tight  spots.” 

“Every  major  basic  science  department  has  benefited 
from  the  fund.” 

These  letters  point  out  the  importance  of  your 
participation  in  the  annual  AMEF  fund  raising 
drive. 

Dr.  Hodo  and  members  of  his  committee  are  to 
be  commended  for  their  excellent  work  in  carry- 
ing out  this  program. 


LEGISLATURE  IN  ACTION 

The  Medical  Association  has  approved  four  bills 
that  are  now  before  the  Legislature.  These  four 
bills  will  make  some  major  changes  in  the  Medical 
Practice  Act.  By  the  time  this  issue  of  the  Journal 
is  published  these  bills  may  have  become  law.  The 
following  is  the  first  of  these  four  bills  and  deals 
with  the  basic  science  law. 

To  Be  Entitled  An  Act  To  provide  further  regulations 
governing  the  qualifications  and  eligibility  of  persons 
to  engage  in  or  be  admitted  to  the  practice  of  the  heal- 
ing arts;  creating  the  State  Board  of  Examiners  in  the 
Basic  Sciences  to  administer  the  Act,  and  providing  for 
its  organization,  jurisdiction,  authority,  powers,  and 
duties;  imposing  fees  and  charges  and  providing  for 
their  use;  prescribing  penalties. 

Be  It  Enacted  by  the  Legislature  of  Alabama: 

Section  1.  This  act  shall  be  known  as  the  “Alabama 
Basic  Science  Law.” 

Section  2.  Definitions  for  the  purpose  of  this  act: 

(a)  The  term  basic  sciences  within  the  meaning  of 
this  act  are:  Anatomy,  Physiology,  Chemistry,  Path- 
ology, and  Bacteriology. 


(b)  For  the  purpose  of  this  act,  the  healing  arts  in- 
clude any  system,  treatment,  operation,  diagnosis,  pre- 
scription or  practice  for  the  ascertainment,  cure,  relief, 
palliation,  adjustment  or  correction  of  any  human  dis- 
ease, ailment,  deformity,  injury  or  unhealthy  or  ab- 
normal physical  or  mental  condition. 

(c)  A certificate  is  a certificate  of  proficiency  in  the 
basic  sciences. 

(d)  A license  is  a certificate  issued  to  a person 
authorizing  him  or  her  to  practice  the  healing  arts. 

Section  3.  Basic  Science  Certificate  Required.  No 
person  shall  be  permitted  to  take  an  examination  for 
a license  to  practice  the  healing  arts  or  any  branch 
thereof,  or  be  granted  any  such  license,  nor  to  take  an 
examination  given  by  a branch  board  of  the  healing 
arts  to  obtain  a certificate  of  qualification,  unless  he 
has  presented  to  the  Board  or  officer  empowered  to 
issue  such  license,  or  certificate  of  qualification,  a cer- 
tificate of  proficiency  in  the  basic  sciences  issued  by  the 
Alabama  State  Board  of  Examiners  in  the  Basic 
Sciences.  In  case  the  examination  is  waived,  as  herein- 
after provided,  the  Alabama  State  Board  of  Examiners 
in  the  Basic  Sciences  shall  still  issue  the  certificate  re- 
quired in  this  section. 

Section  4.  Alabama  State  Board  of  Examiners  in  the 
Basic  Sciences.  Within  sixty  (60)  days  after  this  act 
takes  effect,  the  State  Board  of  Education  shall  appoint 
an  Alabama  State  Board  of  Examiners  in  the  Basic 
Sciences,  hereinafter  referred  to  as  the  Board,  consist- 
ing of  five  (5)  members,  no  one  of  whom  is  a practicing 
member  of  the  healing  arts  or  holds  a degree  therein. 
Of  the  members  first  appointed,  one  (1)  shall  serve  for 
a term  of  one  (1)  year,  and  until  his  successor  shall  be 
appointed  and  qualified;  one  (1)  shall  serve  for  a term 
of  two  (2)  years,  and  until  his  successor  shall  be  ap- 
pointed and  qualified;  one  (1)  shall  serve  for  a term 
of  three  (3)  years,  and  until  his  successor  shall  be  ap- 
pointed and  qualified;  one  (1)  shall  serve  for  a term 
of  four  (4)  years,  and  until  his  successor  shall  be  ap- 
pointed and  qualified;  and  one  (1)  shall  serve  for  a 
term  of  five  (5)  years,  and  until  his  successor  shall  be 
appointed  and  qualified.  Thereafter  at  the  expiration 
of  the  term  of  each  member  of  the  Board  first  appointed, 
his  successor  shall  be  appointed  by  the  State  Board  of 
Education  for,  and  shall  serve  for,  a term  of  five  (5) 
years,  and  until  his  successor  shall  be  appointed  and 
qualified.  On  the  death,  resignation  or  removal  from  the 
State  of  Alabama  of  any  member,  or  upon  the  occurrence 
of  a vacancy  on  the  Board  for  any  other  causes  to  be  de- 
termined by  the  Board  of  Education,  the  State  Board  of 
Education  shall  fill  the  vacancy  by  appointment  for  the 
unexpired  portion  of  the  term  and  until  the  successor  is 
appointed  and  qualified.  Every  member  shall  serve 
until  his  successor  is  appointed  and  qualified.  Each 
member  of  the  Board  shall  be  selected  because  of  his 
knowledge  of  one  or  more  of  the  basic  sciences  named 
in  this  Act,  and  each  member  shall  be  a professor,  or 
an  assistant  or  associate  professor  or  an  instructor  on 
the  faculty  of  an  institution  of  higher  learning  within 
the  State  of  Alabama,  but  not  more  than  three  (3)  of 
whom  shall  come  from  the  same  institution.  Each  mem- 
ber shall  have  resided  within  the  State  not  less  than 
one  (1)  year  next  preceding  his  appointment. 

Section  5.  Organization  of  the  Board.  The  Board 
shall  organize  as  soon  as  practicable  after  its  appoint- 
ment. It  shall  have  authority  to  elect  officers,  to  adopt 
a seal,  and  to  make  such  rules  and  regulations,  not  in- 
consistent with  the  law,  as  it  deems  expedient  to  carry 
this  act  into  effect.  The  Board  shall  have  authority  to 
appoint  a Secretary  to  the  Board  who  is  not  a member 
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thereof  and  is  not  a practicing  member  of  the  healing 
arts  or  holds  a degree  therein,  and  to  fix  his  salary;  such 
salary  shall  be  paid  from  the  funds  of  the  Board.  The 
Board  shall  keep  a record  of  its  proceedings,  which  shall 
be  prima  facie  evidence  of  all  matters  contained  therein. 
Any  member  of  the  Board  or  the  Secretary  shall  have 
the  power  to  administer  oaths,  and  a majority  of  the 
Board  shall  constitute  a quorum  for  the  transaction  of 
business. 

The  Secretary  shall  give  a bond  in  such  sum  as  shall 
be  fixed  by  the  Board,  with  sufficient  sureties  to  be 
approved  by  the  Board,  for  the  faithful  performance  of 
his  duties.  Such  bond  shall  be  made  in  favor  of  the 
State  of  Alabama  and  said  Board,  and  when  approved 
shall  be  filed  in  the  Office  of  the  Secretary  of  State. 

Each  member  of  the  Board  shall  be  paid  twenty-five 
(25)  dollars  per  day  for  each  day  actively  engaged  in 
the  discharge  of  his  duties,  and  the  time  spent  in  going 
to  and  returning  from  meetings  of  the  Board  shall  be 
included  in  computing  such  time.  In  addition  to  this 
per  diem,  each  member  of  the  Board  shall  receive  actual 
and  necessary  expenses  including  the  expense  of  trans- 
portation incurred  while  engaged  in  the  performance  of 
the  duties  of  the  Board.  The  compensation  of  the  mem- 
bers and  such  expenses  and  all  other  expenses  of  the 
Board  incurred  in  carrying  out  the  provisions  of  this 
Act  shall  be  paid  out  of  the  fees  received  from  applicants 
and  other  monies  or  funds  accruing  to  the  credit  of  the 
Board.  All  such  fees,  monies  and  other  funds  are  hereby 
appropriated  to  be  used  by  the  Board  for  the  purposes 
of  carrying  out  the  provisions  of  this  act.  All  expendi- 
tures from  appropriations  to  said  Board  shall  be  ap- 
proved in  writing  by  the  Chairman  thereof  and  the 
warrant  shall  be  signed  by  the  Secretary. 

Section  6.  Fees  Payable  by  Applicants.  The  fee  for 
examination  by  the  Board  shall  be  twenty-five  (25) 
dollars.  There  shall  be  no  fee  for  one  (1)  subsequent 
re-examination,  but  the  fee  for  any  re-examination  be- 
yond this  first  one  shall  be  the  same  as  for  the  original 
examination.  The  fee  for  the  issuance  of  a certificate 
in  the  case  of  a waived  examination,  as  hereinafter  pro- 
vided, shall  be  fifteen  (15)  dollars.  All  fees  shall  be 
paid  to  the  Secretary  of  the  Board  and  thereafter  re- 
mitted to  the  general  fund  of  the  State  Treasury  for 
the  use  of  said  Board. 

Section  7.  Examinations.  The  Board  shall  conduct 
examinations  at  such  times  and  places  as  it  deems  best, 
provided,  however,  that  due  consideration  be  given  to 
the  times  that  the  boards  of  the  various  branches  of  the 
healing  arts  may  give  their  examinations. 

Every  applicant,  except  as  hereinafter  provided,  shall 
be  examined  to  determine  his  knowledge,  ability  and 
skill  in  the  basic  sciences.  The  examinations  shall  be 
conducted  in  writing,  in  English,  and  in  such  manner 
as  to  be  entirely  fair  and  impartial  to  all  individuals  and 
to  every  school  or  system  of  practice.  All  applicants 
shall  be  known  to  the  examiners  only  by  numbers, 
without  names  or  other  method  of  identification  on 
examination  papers  by  which  members  of  the  Board  may 
be  able  to  identify  such  applicants  or  examinees  until 
after  a certificate  is  granted  or  refused. 

To  be  granted  a certificate,  an  applicant  must  receive 
a credit  of  seventy-five  (75)  per  cent  or  more  in  each 
of  the  basic  sciences.  An  applicant  may  not  apply  for 
more  than  one  re-examination  unless  he  presents  proof 
satisfactory  to  the  Board  of  additional  study  in  the  basic 
sciences  sufficient  to  justify  re-examination.  On  a re- 
examination within  six  (6)  months  of  the  original  exam- 
ination, the  applicant  shall  be  examined  only  in  the 
basic  sciences  on  which  he  failed  to  receive  credit  of 


seventy-five  (75)  per  cent  or  more.  On  all  subsequent 
re-examinations  the  applicant  shall  be  examined  in  each 
basic  science. 

Section  8.  Requirements  for  Certificates.  No  cer- 
tificate shall  be  issued  by  the  Board  unless  the  person 
applying  for  it  submits  evidence,  satisfactory  to  the 
Board,  (1)  that  he  is  a citizen  of  the  United  States;  (2) 
that  he  is  not  less  than  nineteen  (19)  years  of  age;  (3) 
that  he  is  a person  of  good  moral  character;  (4)  that 
he  was  graduated  by  an  accredited  high  school  or  a 
school  of  equal  grade,  or  that  he  possesses  educational 
qualifications  equivalent  to  those  required  for  gradua- 
tion by  such  accredited  high  school;  and  that  he  has 
studied  a branch  of  the  healing  arts  at  a recognized  pro- 
fessional school  for  not  less  than  two  (2)  scholastic 
years,  and  has  successfully  completed  in  such  school  the 
subjects  embraced  in  the  basic  science  examination,  pro- 
vided also  that  the  school  must  be  approved  as  maintain- 
ing at  the  time  of  such  study  a standard  satisfactory  to 
the  Board,  which  standard  shall  be  based  upon  the 
gradings  of  the  following  associations:  For  medical 

schools,  the  American  Medical  Association;  for  osteo- 
pathic schools,  the  American  Osteopathic  Association; 
and  for  chiropractic  schools,  the  International  Chiro- 
practors Association  or  the  National  Chiropractic  Asso- 
ciation, Incorporated;  (5)  that  he  has  a comprehensive 
knowledge  of  the  basic  sciences  as  shown  by  his  passing 
the  examination  given  by  the  Board  as  by  this  act  re- 
quired. This  shall  not  be  construed  to  prevent  the 
issuance  of  certificates  under  the  provisions  of  Section 
9 of  this  act. 

Any  person  desiring  to  take  the  examination  for  a 
certificate  of  proficiency  in  the  basic  sciences  shall  make 
application  to  the  Board  at  least  fifteen  (15)  days  before 
the  examination,  on  a form  provided  by  the  Board.  Such 
application  must  be  accompanied  by  the  examination 
fee  and  such  proof  as  is  necessary  to  show  the  eligibility 
of  the  candidate  to  take  such  examination.  All  appli- 
cations shall  be  in  accordance  with  the  rules  of  the 
Board  and  shall  be  signed  and  verified  by  oath  of  the 
applicant. 

Section  9.  Waived  Examinations.  The  Board  may  in 
its  discretion  waive  the  examination,  or  any  part  there- 
of, required  by  Section  8 and  issue  a certificate  when 
proof  satisfactory  to  the  Board  is  submitted,  showing 
(1)  that  the  applicant  has  passed  in  another  State,  Ter- 
ritory, or  the  District  of  Columbia,  an  examination  in 
the  basic  sciences,  or  the  waived  portion  thereof,  either 
before  a board  of  examiners  in  the  basic  sciences  or 
before  a state  board  authorized  to  issue  licenses  to  prac- 
tice the  healing  arts  or  before  the  National  Board  of 
Medical  Examiners;  and  (2)  that  the  requirements  for 
such  examination  are  not  less  than  those  required  by 
this  act  as  a condition  precedent  to  the  issuance  of  a 
certificate. 

Section  10.  Appeal.  In  case  an  applicant  is  refused 
admittance  to  an  examination  or  is  refused  a certificate 
by  the  Board,  such  applicant  may  within  thirty  (30) 
days  apply  to  a judge  of  the  circuit  court  of  Montgomery 
County  for  a writ  requiring  the  Board  to  show  cause 
why  the  admittance  or  certificate  was  refused.  In  such 
cases  service  of  process  may  be  had  upon  the  Secretary 
of  the  Board.  The  burden  of  proof  shall  be  upon  the 
petitioner  to  establish  his  right  to  be  examined  or  to  be 
granted  a certificate.  It  shall  be  the  duty  of  the  Attor- 
ney General  and  of  the  Circuit  Solicitor  or  other  prose- 
cuting officer  to  represent  the  Board  in  the  proceeding. 
The  judgment  of  the  said  judge  of  the  circuit  court  upon 
the  issue  tried  shall  be  subject  to  appeal  to  the  Supreme 
Court  of  Alabama.  Notice  of  such  appeal  to  the  Su- 
preme Court  must  be  filed  within  thirty  (30)  days  from 
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the  date  of  the  order  appealed  from. 

Section  11.  Certificates  and  Licenses  Void.  Any  basic 
science  certificate  or  any  license  to  practice  the  healing 
arts,  or  any  branch  thereof,  issued  contrary  to  this  act 
shall  be  void.  Any  license  or  certificate  of  authority  to 
practice  the  healing  arts,  or  any  branch  thereof,  based 
upon  a void  basic  science  certificate  shall  be  void  and 
shall  be  so  adjudged  by  any  circuit  court  in  which  the 
trial  of  a suit  to  adjudge  the  same  void  or  cancel  or 
revoke  a license  to  practice  the  healing  arts  may  be  had. 
The  procedure  for  such  revocation  or  cancellation  shall 
be  in  accordance  with  the  provisions  of  the  act  under 
which  such  license  was  issued  authorizing  the  cancella- 
tion or  revocation  of  licenses  for  the  practice  of  the 
healing  arts  generally.  Any  certificate  of  proficiency 
issued  by  the  Board  shall  become  void  upon  the  revoca- 
tion of  the  license  of  the  holder  thereof  to  practice  the 
healing  arts  or  any  branch  thereof. 

Section  12.  Practice  Without  Certificate  Forbidden. 
Except  as  hereinafter  provided,  any  person  practicing 
the  healing  arts,  or  any  branch  thereof,  without  having 
obtained  a valid  certificate  from  the  Alabama  State 
Board  of  Examiners  in  the  Basic  Sciences  shall,  upon 
conviction,  be  fined  not  less  than  fifty  (50)  dollars  nor 
more  than  five  hundred  (500)  dollars  at  the  discretion 
of  the  jury,  and,  in  addition,  may  be  imprisoned  in  the 
county  jail  at  the  discretion  of  the  trial  judge  for  not 
exceeding  six  (6)  months;  and  for  a second  or  subse- 
quent offense  the  punishment  shall  be  a fine  of  not  less 
than  one  hundred  (100)  dollars  nor  more  than  five 
hundred  (500)  dollars  at  the  discretion  of  the  jury,  and 
imprisonment  in  the  county  jail  for  not  exceeding  twelve 
(12)  months,  the  term  of  such  imprisonment  to  be  fixed 
by  the  trial  judge.  Each  day  of  such  violation  shall  con- 
stitute a separate  offense,  and  in  no  case  shall  the  person 
convicted  be  entitled  to  recover  anything  for  the  services 
rendered. 

Section  13.  Fraudulent  Certificate  Forbidden.  Any 
person  who  obtains  a basic  science  certificate  by  fraudu- 
lent means  or  who  forges,  counterfeits,  or  fraudulently 
alters  any  such  certificate  shall  be  punished  by  im- 
prisonment in  the  penitentiary  for  not  less  than  two 
(2)  nor  more  than  five  (5)  years,  the  term  of  imprison- 
ment to  be  fixed  by  the  trial  judge. 

Section  14.  Bribery  Forbidden.  Any  person  who  shall 
bribe,  or  offer,  or  attempt  to  bribe  any  member  of  the 
Alabama  State  Board  of  Examiners  in  the  Basic  Sciences 
authorized  to  issue  a certificate  of  proficiency  in  the 
basic  sciences,  for  the  purpose  of  obtaining  a certificate 
of  proficiency  in  the  basic  sciences,  shall  be  punished 
by  imprisonment  in  the  penitentiary  for  not  less  than 
two  (2)  nor  more  than  five  (5)  years,  the  term  of  im- 
prisonment to  be  fixed  by  the  trial  judge. 

Section  15.  Fraudulent  Licenses  Forbidden.  Any  per- 
son who  knowingly  obtains  for  himself  a license  to  prac- 
tice the  healing  arts,  or  any  branch  thereof,  without 
first  obtaining  a certificate  of  proficiency  from  the 
Alabama  State  Board  of  Examiners  in  the  Basic  Sciences 
created  by  this  act,  or  who  aids,  advises  or  assists  an- 
other in  so  doing,  or  any  person  who  shall  present  to  a 
licensing  board  authorized  to  grant  licenses  to  practice 
the  healing  arts,  or  any  branch  thereof,  a certificate  ob- 
tained from  the  Alabama  State  Board  of  Examiners  in 
the  Basic  Sciences  by  dishonesty  or  fraud,  or  by  any 
forged  or  counterfeit  certificate  of  proficiency,  or  who 
knowingly  aids,  advises  or  assists  another  in  so  doing, 
shall,  upon  conviction,  be  punished  by  a fine  to  be  fixed 
by  the  jury  of  not  less  than  one  hundred  (100)  dollars 
nor  more  than  two  thousand  (2,000)  dollars,  and  in 
addition  thereto  the  trial  judge  may  impose  additional 


punishment  by  imprisonment  in  the  county  jail  or  hard 
labor  for  the  county  not  to  exceed  twelve  (12)  months. 

Section  16.  Jurisdiction  to  Prohibit  Unlawful  Prac- 
tice. The  circuit  courts  of  this  state  are  hereby  vested 
with  jurisdiction  and  power  to  prohibit  the  unlawful 
practice  of  the  healing  arts  in  a proceeding  or  action  in 
the  nature  of  quo  warranto,  commenced  and  maintained 
under  the  provisions  of  Title  7,  Section  1133,  et  seq., 
Code  of  Alabama  1940,  as  the  same  is  now  or  may  be 
hereafter  amended,  brought  by  the  Board,  or  any  mem- 
ber thereof,  or  by  any  citizen  of  this  state  in  the  county 
in  which  the  alleged  unlawful  practice  occurred  or  in 
which  the  defendant  resides.  If  the  action  is  commenced 
by  the  Board,  or  a member  thereof,  no  bond  or  security 
shall  be  required  to  commence  and  maintain  such  suit. 
It  shall  not  be  necessary  for  a circuit  judge  to  direct  such 
action  to  be  commenced. 

Section  17.  Proceedings  to  Prohibit  Unlawful  Prac- 
tice. If,  upon  final  hearing,  it  is  shown  that  the  defend- 
ant has  been  unlawfully  practicing  the  healing  arts  as 
set  forth  in  this  act,  the  court  shall  order  said  defend- 
ant to  refrain  from  such  unlawful  practice  and  such 
order  may  extend  to  all  counties  of  the  state.  The  prac- 
tice and  procedure  in  such  cases  shall  be  the  same,  as 
near  as  may  be,  to  actions  in  the  nature  of  quo  war- 
ranto proceedings  provided  for  in  Title  7,  Section  1133, 
et  seq.,  Code  of  Alabama  1940,  as  the  same  is  now  or 
may  hereafter  be  amended.  The  remedy  by  an  action  in 
the  nature  of  quo  warranto  proceedings  herein  given  is 
in  addition  to  the  criminal  prosecution  and  punishment 
otherwise  provided  for  in  this  act. 

Section  18.  Report  of  Conviction  or  Order.  Suspen- 
sion or  Revocation  of  License.  It  shall  be  the  duty  of 
the  clerk  or  the  register  of  the  court  wherein  any  con- 
viction is  had  under  the  provisions  of  this  act  or  any 
order  made  and  entered  prohibiting  a person  from  un- 
lawful practice  to  report  the  same  to  the  Board,  which 
will  thereupon  declare  void  the  certificate  of  profi- 
ciency in  the  basic  sciences  of  the  defendant. 

Section  19.  Act  Cumulative.  The  provisions  of  this 
act  are  cumulative  and  any  remedy,  penalty  or  pro- 
cedure provided  herein  shall  be  in  addition  to  those  pre- 
scribed by  other  provisions  of  law. 

Section  20.  Present  Licensure  Acts  Not  Repealed.  No 
provisions  of  this  act  not  in  conflict  with  existing  law 
shall  be  construed  as  repealing  any  statutory  provision 
in  force  at  the  time  of  its  passage  with  reference  to  the 
requirements  governing  the  issuance  of  licenses  to  prac- 
tice the  healing  arts  or  any  branch  thereof,  or  as  in 
any  way  lessening  such  requirements. 

Section  21.  Exemptions.  Nothing  in  this  act  shall 
be  construed  to  apply  to  any  person  lawfully  authorized, 
in  the  manner  then  provided  by  law,  to  practice  the 
healing  arts  in  this  state  on  the  date  this  act  takes  effect. 

Nothing  in  this  act  shall  be  construed  to  apply  to  any 
person  lawfully  authorized,  under  Section  21  of  that 
certain  act  of  the  Legislature  creating  the  State  Board 
of  Chiropractic  Examiners,  to  practice  chiropractic  in 
this  state. 

Nothing  in  this  act  shall  be  construed  to  prevent  or 
forbid  the  domestic  administration  of  family  remedies, 
or  the  manufacture  or  sale  of  proprietary  medicines  in 
the  state  by  licensed  druggists,  or  the  advertising  or 
sale  of  commercial  appliances  or  remedies,  nor  prevent 
or  forbid  the  fitting  by  non-itinerant  persons  or  manu- 
facturers of  artificial  eyes,  limbs  or  other  apparatus  or 
appliances,  provided  that  these  specified  activities  are 
conducted  in  conformity  with  the  law  of  Alabama 
authorizing  and  regulating  such  activities. 
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Nothing  in  this  act  shall  be  construed  to  prevent  the 
furnishing  of  first  aid  or  medical  assistance  in  case  of 
a genuine  emergency  in  the  absence  of  a qualified  prac- 
titioner. 

Nothing  in  this  act  shall  be  construed  to  prohibit  or 
require  the  licensing  of  the  practice  of  the  religious 
tenets  of  any  church  in  the  ministration  to  the  sick  or 
suffering  by  mental  or  spiritual  means  without  the  use 
of  any  drug  or  material  remedy,  whether  gratuitously 
or  for  compensation. 

Nothing  in  this  act  shall  be  construed  to  apply  to  or 
interfere  with  dentists,  chiropodists,  or  pharmacists 
within  the  scope  of  their  usual  professional  activities, 
who  are  duly  qualified  and  registered  under  the  laws  of 
this  state,  nor  shall  this  act  apply  to  registered  optom- 
etrists authorized  to  practice  under  the  laws  of  this 
state  while  engaged  in  such  practice,  nor  shall  this  act 
apply  to  clinical  psychologists. 

Nothing  in  this  act  shall  be  construed  to  apply  to  or  to 


interfere  with  nurses  or  registered  midwives  who  pub- 
licly represent  themselves  as  such,  within  the  scope  of 
their  usual  professional  activities. 

Section  22.  Provisions  Severable.  The  provisions  of 
this  act  are  severable;  and  if  any  part  or  parts  of  the 
act  shall  be  declared  unconstitutional  or  void,  such  dec- 
laration shall  not  affect  the  remainder  of  this  act. 

Section  23.  This  act  shall  become  effective  on  Janu- 
ary 1,  1960,  after  its  passage  and  approval  by  the  Gov- 
ernor, or  its  otherwise  becoming  a law,  provided  that 
three  certain  bills  have  become  law  on  or  before  said 
effective  date,  to-wit,  a bill  creating  a Board  to  be 
known  as  the  “State  Licensing  Board  for  the  Healing 
Arts”  (H.  B.  150  or  S.  B.  75),  and  a bill  amending  and 
repealing  certain  sections  contained  in  Title  46,  Chapter 
13  in  the  Code  of  Alabama  of  1940,  relating  to  the  prac- 
tice of  medicine  and  the  State  Board  of  Medical  Exam- 
iners (H.  B.  153  or  S.  B.  74),  and  a certain  bill  creating 
a State  Board  of  Chiropractic  Examiners  (H.  B.  152  or 
S.  B.  77). 


ESSAY  CONTEST  WINNER— 


The  Advantages  of  Private  Medical  Care 


Virginia  Lee  Wilder 


(Editor’s  Note:  Miss  Wilder,  a member  of  the  junior 

class  at  Cullman  High  School,  won  fifth  place  in  the 
13th  Annual  Essay  Contest  sponsored  nationally  by  the 
Association  of  American  Physicians  and  Surgeons  in 
cooperation  with  The  Medical  Association  of  the  State 
of  Alabama  and  the  Woman’s  Auxiliary  to  the  Associa- 
tion. Fifth  prize  of  $100.00  was  presented  to  Miss  Wilder 
at  a recent  meeting  of  the  Cullman  County  Medical  So- 
ciety by  Dr.  John  M.  Chenault,  member  of  MASA’s 
Committee  on  Public  Relations.) 

One  of  the  loudest  cries  of  the  advocates  of  free 
or  socialized  medicine  is,  “Everyone,  no  matter 
how  rich  or  poor,  may  receive  medical  care  when 
needed.”  Such  a statement  is  very  misleading. 
One  could  easily  and  incorrectly  assume  that  at 
the  present  time  many  suffer  because  of  inability 
to  pay  for  medical  care.  In  1943,  Wilbert  C.  Davi- 
son, M.  D.,  said: 


“The  survey  of  the  Committee  on  the  Cost  of 
Medical  Care  shows  that  only  5 per  cent  of  those 
presumed  to  be  in  need  of  medical  care  failed  to 
obtain  it.  Failure  to  secure  such  care  is  due  pri- 
marily to  failure  to  obtain  knowledge  of  where 
services  were  available  and  refusal  or  neglect  to 
obtain  services,  and  only  3 per  cent  inability  to 
pay.”1 

In  1953,  a survey  made  by  the  Federal  Reserve 
Board  found  that  of  53,000,000  families,  80  per  cent 


1.  Wilbert  C.  Davison,  M.  D.:  Should  American  Medi- 
cine Be  Socialized? 

Journal  of  the  American  Medical  Association,  August 
14,  1943.  Reprinted:  Clarence  A.  Peters,  compiler, 

Free  Medical  Care.  New  York:  The  H.  W.  Wilson  Com- 
pany, 1946,  p.  89. 


24 


J.  M.  A.  ALABAMA 


THE  ASSOCIATION  FORUM 


reported  no  medical  debt  whatsoever  and  less  than 
3 per  cent  needed  help  to  cover  medical  bills.2 3 

The  above  figures,  and  others  available,  almost 
make  a laughing  stock  of  the  following  statement 
issued  by  the  British  Medical  Association: 

“When  medical  care  becomes  too  costly  for  the 
average  citizen,  two  alternatives  lie  before  us. 
Either  the  full  . . . treatment  can  be  provided  for 
those  who  are  able  to  pay  for  them,  and  the  re- 
mainder must  accept  a second  rate  medical  serv- 
ice; or  some  system  of  sharing  the  cost  of  medical 
care  throughout  the  community  must  be  devised.”5 

Today  the  United  States  is  the  healthiest  large 
nation  in  the  world.  Many  diseases  which  once 
were  fatal  have  been  brought  under  control.  Infant 
death  rates  have  fallen  remarkably,  and  babies 
born  today  can  expect  to  live  twenty  years  longer 
than  those  born  in  1900. 4 

Often  a good  thing  is  not  fully  appreciated  until 
we  have  to  give  it  up.  Just  what  would  be  our 
status  if  we  were  forced  to  give  up  our  present 
system  of  private  medical  care? 

Probably  the  first  change  noticed  would  be  the 
doctor-patient  relationship  which  exists  today.  In 
the  past,  the  American  Medical  Association  has 
encouraged  doctors  to  discuss  freely  the  cost  of 
medical  treatment  and  other  matters  of  vital  im- 
portance to  the  patient.  We,  as  patients,  know  the 
value  of  such  a relationship.  We  are  a person  to 
our  doctor,  not  merely  a number  on  a card  which 
needs  treatment  and  many  prescriptions. 

Our  doctors  throughout  the  world  are  interested 
in  the  health  and  welfare  of  each  of  their  patients. 
They  want  to  give  them  the  best  care  they  are 
capable  of  giving.  This  is  what  they  have  trained 
and  studied  for  years  to  do.  Is  it  right  then  for 
the  government  to  take  away  this  privilege?  Under 
a plan  of  free  medical  care,  the  physicians  are  no 
longer  able  to  give  their  entire  time  to  the  treat- 
ment of  the  ill.  Instead  they  must  spend  hours 
each  day  in  filling  out  forms  for  each  patient,  in 
completing  complicated  government  reports,  writ- 
ing letters  to  specialists,  squabbling  with  authori- 
ties, attending  committee  meetings,  etc.  This 
leaves  the  doctor  absolutely  no  time  for  studying 
to  keep  abreast  with  modern  medicine,  or  for  any 
type  of  research  for  preventives  and  curatives. 


2.  Walter  B.  Martin,  M.  D.,  President  of  the  Ameri- 
can Medical  Association,  Health  and  Medical  Care  in  the 
United  States,  Journal  of  the  American  Medical  Associa- 
tion, February  13,  1954,  p.  589. 

3.  Melchior  Palyi:  How  Sick  is  Socialized  Medicine? 

Reprinted  from  The  Freeman,  June  16,  1952,  p.  3. 

4.  Walter  B.  Martin,  M.  D.:  Health  and  Medical  Care 

in  the  United  States,  Journal  of  the  American  Medical 
Association,  February  13,  1954,  p.  589. 


British  doctors  are  also  forced  to  take  care  of 
petty  ailments,  while  patients  with  serious  ones 
are  left  to  suffer.  For  instance,  within  a three- 
year  period,  every  second  Britisher  received  “free” 
dental  treatment,  while  many  school  children, 
whose  teeth  were  decaying,  were  going  without 
dental  care.  Hospital  beds  are  filled  with  chron- 
ically and  incurably  ill  patients,  and  patients 
whose  sicknesses  are  minor,  while  old  people  and 
people  with  curable  diseases  are  being  found  dead 
on  the  streets.5  Yet  the  doctors  are  not  able  to  do 
anything  about  these  conditions;  they  have  a re- 
gion to  cover  and  aren’t  allowed  to  show  any  dis- 
crimination whatsoever. 

These  regions  were  set  up  to  contain  an  equal 
number  of  people.  However,  in  London  there  is 
a bad  lack  of  apportionment.  In  the  richer  dis- 
tricts, there  are  about  twice  the  number  of  doctors 
in  proportion  to  the  number  of  people  as  there  are 
in  the  slum  and  middle-class  districts!  And  this 
is  “equal  medical  care  for  everyone!” 

Not  all  of  the  advantages  of  our  system  of  pri- 
vate medical  care  are  the  physical  aspects.  Our 
system  seems  to  have  given  to  our  people  a healthy 
mental  attitude:  that  of  the  feeling  of  courtesy 
and  respect  toward  others.  For  instance,  in  the 
reception  room  of  a doctor’s  office,  it  is  remarkable 
the  consideration  shown  by  everyone.  When  I 
was  waiting  in  a doctor’s  office  once,  a small  boy 
came  in  with  a badly  injured  head.  He  was  at 
once  admitted  to  see  the  doctor  and  all  those  who 
were  waiting  said  nothing.  It  happens  every  day 
all  over  this  great  country  of  ours!  This,  and  other 
similar  incidents,  exhibits  the  fine  feeling  of  re- 
spect and  courtesy  which  has  been  built  up  in  our 
American  people  partly  through  our  setup  of 
private  medical  care.  Now  suppose,  as  the  lad 
was  being  carried  in  to  see  the  doctor,  a lady  had 
jumped  up,  crying  “We  are  ahead  of  him.  He  ought 
to  wait.”  Suppose  others  had  joined  her,  though 
none  were  very  ill.  “Why  no  one  would  do  a thing 
like  that,”  you  say.  No,  in  a doctor’s  office  under 
our  system  of  private  medicine,  probably  they 
wouldn’t.  But  in  Britain,  it  is  being  done  every 
day. 

Many  times  when  a doctor  visits  a home,  some- 
one says  to  him,  “While  you’re  here,  you  may  as 
well  check  so  and  so.”  Even  though  the  illness 
of  “so  and  so”  is  not  at  all  serious,  these  people 
pay  their  taxes,  and  “have  a right”  to  such  service, 
even  at  the  expense  of  keeping  the  doctor  from 
seeing  a very  ill  person.  The  doctor  is  bound  by 
law  to  attend  whatever  sickness,  no  matter  how 
trivial,  that  is  asked  of  him  to  attend.  Thus,  there 
is  built  up  in  the  minds  of  the  people  no  thought 


5.  Melchior  Palyi:  “How  Sick  Is  Socialized  Medicine?”, 
reprinted  from  The  Freeman,  June  16,  1952,  p.  2. 


JULY  1959— VOL.  29,  NO.  I 


25 


THE  ASSOCIATION  FORUM 


as  to  the  feelings  of  others.  This  is  a very  un- 
healthy attitude  for  people  to  take. 

“But  why  shouldn’t  we  take  everything  we  can 
get?  We  pay  as  much  as  anyone.”  How  true  this 
is!  Since  England  has  turned  to  free  medical  care, 
taxes  have  been  raised  to  as  high  as  12  per  cent. 
Yet  each  year  the  program  comes  out  in  debt.  In 
order  to  “economize,”  nurses  have  been  released, 
thereby  closing  hospitals;  and,  despite  the  growing 
population,  doctor’s  salaries  have  remained  con- 
stant. Instead  of  these  vital  people  drawing  an 
adequate  salary,  clerical  workers  are  employed  by 
hospitals  to  take  care  of  the  vast  number  of  records 
and  files  that  must  be  kept  for  the  government. 
Everywhere  the  number  of  such  workers  has 
doubled  and  tripled. 

After  discussing  the  position  of  various  persons 
involved  from  the  point  of  free  medicine  and  from 
that  of  private  care,  what  might  we  say  are  the 
greatest  disadvantages  of  free  or  socialized  medi- 
cine, and  what  are  the  greatest  advantages  of  our 
own  system  of  private  medical  care? 

Probably  two  of  the  greatest  disadvantages  of 
socialized  medicine  might  be  combined,  for  both 
lead  to  the  same  end — complete  socialism.  These 
are,  namely,  the  danger  to  the  home  and  family, 
and  the  danger  to  the  working  public.  If  doctors 
can  be  told  by  the  government  how  to  do  their 
work,  can  be  made  to  work  with  an  inadequate 
salary,  and  can  be  limited  in  their  capacity  for  self- 
satisfaction  received  from  their  work;  then  how 
long  are  all  other  workers  free  from  the  same  re- 
strictions? Only  until  the  government  decides  to 
take  over  them? 

Then  we  are  faced  with  the  problem  of  family 
living.  If  each  family  can  pay  a fixed  sum  each 
year  and  receive  equal  medical  care,  why  couldn’t 
each  family  also  pay  such  a sum  for  housing,  food, 
clothing,  and  entertainment  and  let  everyone  have 
the  same  of  everything?  In  other  words,  why 
couldn’t  we  become  a socialized  country  alto- 
gether? 

This  is  exactly  what  would  eventually  happen. 
With  free  medicine  as  a stepping  stone,  our  free 
nation  would  slowly  be  eaxen  away  by  tne  gnawing 
teeth  of  socialism. 

But  as  we  look  around  our  country,  we  see  not 
the  dim  picture  of  a nation  headed  for  socialism. 
We  see  that  a man  still  has  the  right  to  strive  and 
toil  to  win  a place  in  the  world  for  himself  and  his 
family,  just  as  the  pilgrims  did  at  the  first  settling 
of  this  country,  and  just  as  men  have  done  all 
through  the  years.  People  still  respect  the  other 
person  and  his  right  of  “life,  liberty,  and  the  pur- 
suit of  happiness.”  As  long  as  the  incentive  to 
work  to  make  ourselves  better  persons,  and  the 
respect  for  the  rights  of  our  fellowman  exist,  our 


nation  will  not,  can  not,  fall  into  the  hands  of 
socialism. 
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Offer  Hints  for  a Successful  Suntan — Clock-watching 

is  not  advocated  in  business,  but  it  is  suggested  for  the 
worker  and  his  family  who  want  to  acquire  a suntan. 

The  June  issue  of  Today’s  Health,  a publication  of 
the  American  Medical  Association,  reports  that  clock- 
watching can  be  the  difference  between  acquiring  an 
attractive  tan  or  a painful  burn. 

Such  clock-watching,  the  article  stated,  establishes  a 
timetable  of  gradual  exposure  which  minimizes  sunburn 
and  allows  enough  time  for  the  skin  to  tan  evenly  with- 
out excessive  peeling. 

The  suggested  timetable  is: 

— First  day,  expose  the  skin  to  the  sun  from  15  to  20 
minutes.  This  means  you  are  entitled  to  the  same  length 
of  time  on  both  your  stomach  and  back. 

— Second  day,  increase  the  time  exposure  by  one- 
third.  This  would  mean  to  approximately  30  minutes. 

— Third  day,  again  increase  the  time  spent  in  the  sun 
by  one-third,  or  to  about  40  minutes. 

The  article  said  that  this  same  exposure  timetable 
should  be  continued  day  after  day.  By  the  fourth  day, 
new  pigment  should  begin  darkening  the  skin.  After 
a week  of  continual  exposure,  the  skin  should  be  suf- 
ficiently thickened  and  pigmented  to  provide  consider- 
able protection  against  burning  sunshine. 

The  author,  Donald  G.  Cooley,  Scarsdale,  N.  Y.,  said 
that  the  timetable  method  is  practical  since  there  is  no 
need  for  suntan  preparations.  These  preparations  can 
be  valuable,  he  continued,  but  they  do  not  in  any  way 
increase  the  speed  of  one’s  natural  tanning. 

He  said,  “It.  is  theoretically  possible  to  get  a bad  sun- 
burn, despite  lavish  use  of  one  of  these  preparations,  if 
you  stay  long  enough  in  the  hot  sun.  Protection  is 
usually  better  if  one  coating  is  applied,  allowed  to  dry, 
then  followed  with  a second  coat.” 

Mr.  Cooley  also  warned  of  the  effects  of  sun  on  the 
eyes.  He  pointed  out  that  bright,  glaring,  dazzling  sun- 
light can  lower  the  sensitivity  of  the  eyes  to  dim  light, 
thereby  contributing  to  accidents. 

“The  simple  remedy  is  to  wear  dark  glasses  when  you 
are  going  to  be  exposed  to  exceedingly  dazzling  sun- 
shine,” he  concluded. 
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In  behalf  of  the  graduating  class  of  the  Medical  Col- 
lege of  Alabama,  Allen  U.  Hollis,  class  president,  is 
shown  being  congratulated  upon  completing  four  years 
of  study  by  Dr.  James  G.  Donald  (left)  of  Mobile,  mem- 
ber of  the  Association’s  Committee  on  Blue  Cross-Blue 
Shield,  and  Herbert  F.  Singleton,  managing  director  of 
Blue  Cross-Blue  Shield  of  Alabama. 


Dr.  John  M.  Chenault,  Decatur,  member  of  the  Associ- 
ation’s Committee  on  Public  Relations,  presents  Virginia 
Lee  Wilder,  Cullman  High  School  junior,  with  a check 
of  hundred  dollars  for  winning  fifth  place  in  the 
national  essay  contest. 


Members  of  the  senior  class  of  the  Medical  College 
of  Alabama  and  their  dates  and  wives  were  honored  at 
the  fifth  annual  Blue  Cross-Blue  Shield  Graduation 
Dinner  Dance  at  the  Tutwiler  Hotel  in  Birmingham  on 
May  29. 


Drs.  W.  A.  Daniel,  Montgomery,  Robert  O.  Harris, 
Mobile,  T.  C.  Nolan,  Montgomery,  members  of  the  White 
House  Conference  Committee  of  the  Alabama  Chapter 
of  American  Academy  of  Pediatrics,  are  shown  formu- 
lizing  plans  for  the  forthcoming  White  House  Conference 
on  Child  Health,  to  be  held  in  1960  in  Washington,  D.  C. 
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AROUND  THE  STATE 


• ... 


Key  speakers  at  the  Alabama  Surgical  Section  of  the 
International  College  of  Surgeons  meeting  at  Huntsville, 
May  21-22,  were  (left  to  right)  Senator  Lister  Hill, 
Monlgomery;  Dr.  John  B.  O’Donoghue,  Chicago;  Briga- 


dier General  John  A.  Barclay,  Redstone  Arsenal;  Dr. 
E.  V.  Caldwell,  Huntsville;  Dr.  Claude  J.  Hunt,  Kansas 
City,  Mo.;  Admiral  Ross  T.  Mclntire,  Chicago,  and  Dr. 
Moses  Behrend  of  Philadelphia. 


State  Medical  Specialty  Groups 
Officers  for  1959 

ALABAMA  ACADEMY  OF  GENERAL  PRACTICE 

President — W.  J.  B.  Owings,  Brent 
President-Elect — W.\A.  Edwards,  Wetumpka 
Vice  Presidents — M.  C.  Holcomb,  Birmingham;  C.  L. 
Lawson,  Gadsden;  G.  C.  Murchison,  Jr.,  Montgomery; 
W.  T.  Wright,  Mobile 

Executive  Secretary-Treasurer — Dorothy  M.  Flowers, 
Montgomery 

ALABAMA  ACADEMY  OF  NEUROLOGY  AND  PSYCHIATRY 

President — Rufus  C.  Partlow,  Tuscaloosa 
Vice  President — James  K.  Ward,  Birmingham 
Secretary-Treasurer — Hardin  M.  Ritchey,  Birmingham 

ALABAMA  ACADEMY  OF  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY 

President — D.  S.  Hagood,  Montgomery 

Vice  President — John  A.  Jones,  Jr.,  Montgomery 

Secretary-Treasurer — Karl  Benkwith,  Montgomery 

ALABAMA  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS 

President — Julian  Hardy,  Birmingham 
Vice  President — Theodore  Middleton,  Mobile 
Secretary-Treasurer — Herbert  L.  Findley,  Jr.,  Tusca- 
loosa 

ALABAMA  ASSOCIATION  OF  PATHOLOGISTS 

President — Beulah  M.  Hathaway,  Birmingham 
Secretary — C.  H.  Lupton,  Birmingham 

ALABAMA  CHAPTER,  AMERICAN  COLLEGE  OF 
CHEST  PHYSICIANS 

President — J.  Mac  Barnes,  Montgomery 
Vice  President — James  C.  Nash,  Decatur 
Secretary-Treasurer — Kellie  N.  Joseph,  Birmingham 


ALABAMA  CHAPTER,  AMERICAN  COLLEGE  OF  SURGEONS 

President — A.  I.  Chenoweth,  Birmingham 
President-Elect — Emmett  B.  Frazer,  Mobile 
Secretary-Treasurer — T.  B.  Hubbard,  Jr.,  Montgomery 

ALABAMA  DERMATOLOGICAL  SOCIETY 

President — Robert  O.  Lauderdale,  Birmingham 
Secretary-Treasurer — D.  E.  Loveman,  Gadsden 

ALABAMA  DIABETES  ASSOCIATION 

President — Leon  S.  Smelo,  Birmingham 
Vice  President — P.  A.  Bryant,  Bay  Minette 
Secretary-Treasurer — Rhett  P.  Walker,  Mobile 

ALABAMA  DIVISION,  INTERNATIONAL  COLLEGE 
OF  SURGEONS 

President — E.  V.  Caldwell,  Huntsville 
Vice  President — Otis  Jordan,  Tuscaloosa 
Secretary-Treasurer — Ralph  Terhune,  Birmingham 

ALABAMA  ORTHOPAEDIC  SOCIETY 

President — Alfred  R.  Earl,  Mobile 

Vice  President — Paul  D.  Everest,  Montgomery 

Secretary-Treasurer — Kenneth  M.  Hannon,  Mobile 

ALABAMA  RADIOLOGICAL  SOCIETY 

President — William  Askew,  Auburn 
Vice  President — Neal  Flowers,  Mobile 
Secretary-Treasurer — Milton  Ragsdale,  Birmingham 

ALABAMA  SOCIETY  OF  ANESTHESIOLOGISTS 

President — Vernon  N.  Balovich,  Spring  Hill 
Vice  President — Hal  D.  Broadhead,  Montgomery 
Secretary-Treasurer — Joyce  R.  Chapman,  Birmingham 

ALABAMA  SOCIETY  OF  INTERNAL  MEDICINE 

President — H.  H.  Hutchinson,  Montgomery 
President-Elect — J.  O.  Finney,  Gadsden 
Secretary-Treasurer — W.  Marvin  Woodall,  Jr.,  Bir- 
mingham 
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64  Students  Receive  M.  D.  Degree 

An  impressive  campus  ceremony  on  May  31  cli- 
maxed graduation  activities  for  64  medical  stu- 
dents from  the  University  of  Alabama  Medical 
Center. 

Degrees  were  awarded  to:  Seth  W.  Poole  of 
Abanda;  William  T.  Creel  of  Abbeville;  W.  Doug- 
las Godfrey  of  Adamsville;  Philip  M.  Awtrey  of 
Ashville;  T.  Clinton  Hurd,  Atmore;  David  L.  An- 
gle, Norton  M.  Baker,  Jr.,  Clint  Brooks,  Jr.,  Tom 
Byrne,  John  G.  Cocoris,  William  Michael  Daly, 
Joseph  Donald,  Jerome  Ippolito,  Harold  J.  Kelly, 
Donald  F.  Little,  Jim  Lyons,  Oliver  Charles 
Mitchell,  Andrew  Morris,  Harry  Prater,  Jack  E. 
Reagan,  John  C.  Rochester,  Roy  Roddam,  Conrad 
Rowe,  and  Thomas  E.  Stevens,  all  of  Birmingham; 
James  P.  Temple,  Sylacauga;  Alex  L.  Tucker, 
Dadeville;  Kenneth  Strother,  Decatur;  Patrick  B. 
Jones,  Dothan;  Harry  L.  Phillips,  Eclectic;  Rube 

R.  Hundley,  Enterprise;  Sara  Jo  Daniel,  Fairhope; 
John  B.  Isbell,  III,  Fort  Payne;  and  William  O. 
Patterson,  Jr.,  Fort  Mitchell. 

Joe  D.  Bonds  of  Haleyville;  James  Walker, 
Huntsville;  Joseph  S.  Legg,  Jasper;  Craig  Wesson, 
Lanett;  Morgan  Moore,  Luverne;  William  E.  Fann, 
Herbert  P.  Kinsey,  Joseph  D.  Kovacs,  Jr.,  Robert 

S.  Liebeskind,  Bryant  N.  Sheehy,  and  John  S.  Tay- 
lor, all  of  Mobile;  Rodney  Adams,  G.  Carl  Hester, 
Jr.,  and  Steve  Russell,  all  of  Montgomery;  Max  M. 
Bynum,  Oneonta;  William  S.  Warr,  Opelika;  San- 
ford Reitman,  Philadelphia,  Pennsylvania;  Frank 
M.  Cauthen,  Roanoke;  Allen  U.  Hollis,  Sulligent; 
James  Marvin  Washam,  Jr.,  Talladega;  J.  O.  Mc- 
Cullough, Tallassee;  Joseph  L.  Motes,  Tarrant;  J. 
Kirven  Brantley  and  Gilbert  Spencer,  Troy;  Bobby 
P.  LeMay,  Town  Creek;  Margaret  Averrett,  Tus- 
kegee;  Otis  D.  Mitchum,  Whistler;  Wyatt  E.  Col- 
lins, Woodville;  True  W.  Robinson,  Birmingham; 
Charles  J.  Faulk,  III,  Dothan;  and  Garland  C.  Hall, 
Gadsden. 


Dr.  Roth  is  Named  New  Radiology  Head 

Dr.  Robert  Earl  Roth  has  been  named  chairman 
of  the  Department  of  Radiology  at  the  University 
of  Alabama  Medical  Center. 

His  appointment  was  announced  by  Dr.  Robert 
C.  Berson,  dean  of  the  Medical  College  and  vice 
president  for  health  affairs  of  the  University  of 
Alabama. 


Dr.  Roth,  who  was  elevated  from  the  rank  of 
associate  professor  of  radiology,  succeeds  Dr.  Gar- 
land Wood  as  chairman  of  the  department.  Dr. 
Wood  is  going  into  private  practice  in  Flagstaff, 
Arizona. 

The  new  department  head  has  been  on  the  Medi- 
cal Center  staff  since  1955.  He  received  his  medi- 
cal degree  from  the  University  of  Illinois  and  took 
a rotating  internship  at  St.  Louis  County  Hospital, 
Clayton,  Mo.  He  then  served  as  resident  radiolo- 
gist and  assistant  chief  radiologist  at  the  Veterans 
Administration  Hospital  in  Nashville  and  as  resi- 
dent radiologist  at  Vanderbilt  University  Hospital. 


N.  I.  H.  Announces  Grants  to  Medical  Center 

Four  health  research  and  training  grants  total- 
ing $95,086  for  the  coming  year  have  been  awarded 
the  University  of  Alabama  Medical  Center  by  the 
National  Institutes  of  Health. 

The  Center  has  received  the  following  grants. 

1.  For  mental  health  training  program  under 
Dr.  James  N.  Sussex — $26,250,  with  $30,000  addi- 
tional assured  for  the  next  two  years. 

2.  For  a training  program  in  epidemiology  under 
Dr.  Emanuel  Cheraskin — $47,836. 

3.  For  cancer  research  under  Dr.  Basil  I.  Hicho- 
witz — $10,000  for  the  last  half  of  1959,  with  $8,625 
committed  for  next  year. 

4.  For  an  arthritis  fellowship  under  Dr.  Ben- 
jamin C.  Moffett,  Jr. — $10,000. 


University  Hospital  Has  Record  Year 

More  than  25,000  patients  were  treated  and  dis- 
charged from  the  University  Hospital  and  Hill- 
man Clinic  during  1958.  Matthew  F.  McNulty,  Jr., 
hospital  administrator,  announced  in  his  annual 
report. 

This  moves  the  University  Hospital  to  16th  place 
among  general  hospitals  in  volume  of  service  ren- 
dered to  patients,  according  to  nationwide  figures. 
Mr.  McNulty  stated  that  the  total  is  an  average  of 
one  patient  every  ten  minutes,  representing  all 
counties  in  Alabama. 

The  report  brought  out  that  during  the  year  the 
hospital  continued  to  operate  as  the  principal 
teaching  facility  of  the  University  of  Alabama 
Medical  Center. 
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Student  Honored 

Marion  Connor,  medical  technologist  in  the 
present  graduating  class  at  University  Hospital, 
has  been  awarded  a $100  cash  prize  for  a techno- 
logical paper  presented  in  competition  with  those 
of  students  in  other  Alabama  schools  of  medical 
technology.  Her  paper  on  agammaglobulinemia 
was  judged  best  of  eight  entries  in  the  contest 
sponsored  by  the  Alabama  Association  of  Patholo- 
gists and  the  Alabama  State  Society  of  Medical 
Technologists’  inter-society  committee. 


Apartment  Plans  Readied 

Contracts  have  been  signed  between  the  Uni- 
versity Medical  Center  and  Architects  Henry 
Sprott  Long  and  Nelson  Smith  for  preliminary 
plans  on  apartment  units  for  faculty  members  and 
married  students. 


Dr.  Richard  T.  Eastwood,  Executive  Director  of 
University  Affairs  in  Birmingham,  said  studies 
are  being  made  for  submission  to  the  board  of 
trustees. 

He  said  that  if  the  Board  approves  the  plans, 
application  for  funds  will  be  made  to  the  Federal 
government  for  funds. 

Tentative  plans  call  for  about  128  units  at  an 
expenditure  of  approximately  one  and  one-half 
million  dollars. 


Cancer  Grant  Received 

The  University  of  Alabama  Medical  Center  re- 
ceived a grant  of  $24,871  from  the  American  Can- 
cer Society,  according  to  figures  received  from 
the  national  office. 

The  grant  will  be  used  for  cancer  research  and 
other  work  being  carried  on  at  the  Center. 


— 

BUREAU  OF  ADMINISTRATION 
D.  G.  Gill,  M.  D. 

State  Health  Officer 

ALABAMA'S  MENTAL  HEALTH  CENTERS 

The  Division  of  Mental  Hygiene,  State  Health 
Department,  has  just  published  a report  covering 
the  period  July  1,  1957-June  30,  1958.  It  is  the 
most  detailed  and  comprehensive  report  to  be  pre- 
pared by  the  division  since  it  was  created  in  1949. 
The  document  includes  separate  reports  from  sev- 
en of  the  state’s  community  mental  health  centers 
and  clinics.  (The  Huntsville  clinic  was  not  in 
operation  during  the  period  covered  by  the  re- 
port.) The  following  statement  about  these  mental 
health  centers,  their  place  in  the  mental  health 
program,  and  their  needs  is  taken  from  the  report. 

In  line  with  public  health  philosophy  is  the 
“Mental  Health  Center”  concept.  We  are  not  oper- 
ating strictly  a group-practice  psychiatric  clinic, 
dedicated  purely  to  diagnostic  and  treatment  serv- 
ices for  the  mentally  ill  on  an  outpatient  basis.  The 
traditional  psychiatric  clinic  of  old  attempted  to 
promote  miracles — trying  to  change  the  awesome 
picture  of  mental  illness  merely  by  a one-to-one 
treatment  service.  The  old  line  psychiatric  clinic 
— aloof  from  and  without  identification  with  the 
community — hardly  has  a place  in  community  or- 
ganization. The  mental  health  center  concept  im- 
plies that  we  act  as  the  hub  for  a variety  of  activi- 


ties, all  of  which  are  anchored  to  the  philosophy 
of  public  health.  These  activities  take  the  form 
of  research  in  mental  health,  education  of  the  com- 
munity, participation  in  community  planning  and 
organizational  activities,  and  diagnostic  and  treat- 
ment services. 

Clinical  services  are,  generally  speaking,  a meth- 
od of  problem  control,  but  by  no  means  the  final 
one,  nor  even,  perhaps,  a very  effective  one.  An 
overhauling  of  traditional  clinical  services  is  un- 
doubtedly necessary  if  we  are  to  realize  the  full 
potential  of  this  control  method.  We  must  put 
into  effect  ways  of  extending  the  influences  of 
our  few  professional  personnel.  We  must  adopt 
the  principle  that  any  child  or  adult  assisted  in 
our  centers  will  serve  as  an  educative  springboard 
for  other  helping  groups.  Thus,  there  is  hardly  a 
reasonable  justification  for  routine  examinations 
of  school  children  for  classroom  placement  (appli- 
cation of  findings  is  too  circumscribed)  or  for 
carrying  out  extended  treatment  (except,  perhaps, 
for  teaching  purposes) . By  the  same  token,  certain 
other  community  mental  health  activities  might 
hold  doubtful  value,  as  frequent  public  speeches 
and  some  types  of  workshops.  Simply  because  an 
activity  can  be  classed  as  “community  education” 
is  not,  per  se,  sufficient  justification  for  the  ac- 
tivity. The  question  is  not  alone  extent  or  number 
coverage  of  a service  but  depth  of  influence , as 
well. 
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One  of  our  principal  needs — something  that  will 
strengthen  the  center  concept  and  public  health 
approach  and  something  that  has  long  been  over- 
due, is  to  make  marked  improvements  in  the  effi- 
ciency and  the  effectiveness  of  our  mental  health 
center  activities.  The  clinic  operation  needs  some 
streamlining  of  its  services.  At  present  it  is  in- 
efficient, with  a vast  amount  of  professional  time 
going  down  the  drain  waiting  for  patients  who 
never  show  up.  Outmoded  diagnostic  and  thera- 
peutic procedures  prevail  and  administrative  de- 
cisions and  planning  that  could  result  in  more  effi- 
ciency are  lagging.  We  must  do  something  about 
the  long  waiting  lists  of  people  seeking  our  clinic 
services,  and  we  must  help  them  more  than  we  do 
at  the  present  time.  We  can  achieve  more  effi- 
ciency and  effectiveness  without  increasing  our 
personnel.  We  can  be  more  efficacious  in  what- 
ever we  do  by  streamlining  services. 

One  of  the  considerations  at  the  very  heart  of 
effective  programming  is  the  housing  situation  of 
the  mental  health  center.  Mental  health  programs 
in  local  health  departments  were  established  in 
buildings  that  were  not  designed  to  house  them. 
Some  of  our  centers  are  in  modern  air-conditioned, 
comfortable  buildings,  but  they  lack  utility.  Men- 
tal health  programs,  like  many  other  public  health 
clinic  programs,  need  unique  arrangements  of 
space  along  with  special  physical  features.  For 
example,  mental  health  clinic  rooms  should  be 
soundproof;  there  should  be  activity  group  therapy 
rooms  for  older  children  as  well  as  playrooms  for 
younger  ones.  One-way  vision  screens  are  a must. 
All  of  the  mental  health  programs  in  Alabama 
have  one  common  characteristic:  grossly  inade- 
quate housing.  There  is,  however,  a bright  spot 
on  the  horizon  in  Gadsden:  The  Health  Officer  of 
Etowah  County  staged  a one-man  campaign  to  get 

I adequate  space  and  facilities  for  his  mental  health 
program — and  he  succeeded!  He  has  a new,  eighty- 
two  thousand  dollar  mental  health  building 
program  underway  that  will  be  a model  for  the 
state.  Statistics  reveal  that,  in  most  instances, 
community  mental  health  programs  do  not  receive 
adequate  financial  support  from  local  resources. 
Thus,  a very  important  aspect  of  program  develop- 
ment in  the  centers  is  the  obtaining  of  local  funds 
for  expansion  and  development. 


About  7 out  of  10  Americans  now  have  some  form  of 
health  insurance,  protection  against  hospital  expense 
being  the  most  common  type,  according  to  the  publica- 
tion Patterns  of  Disease,  prepared  by  Parke,  Davis  & 
Company  for  the  medical  profession.  Next  most  com- 
mon type  is  insurance  for  surgical  expense,  followed  by 
that  for  regular  medical  expense  (which  provides  pay- 
ments for  physician  visits  involving  nonsurgical  care  in 
the  physician’s  office,  at  home,  or  in  the  hospital). 
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BUREAU  OF  LABORATORIES 
Thomas  S.  Hosty,  Ph.D.,  Director 
SPECIMENS  EXAMINED 

April  1959 

Examinations  for  diphtheria  bacilli  and  Vincent’s  54 


Agglutination  tests  635 

Typhoid  cultures  (blood,  feces  and  urine) 575 

Brucella  cultures  0 

Examinations  for  malaria 30 

Examinations  for  intestinal  parasites 4,585 

Darkfield  examinations  2 

Serologic  tests  for  syphilis  (blood 

and  spinal  fluid) 24,978 

Examinations  for  gonococci 1,663 

Examinations  for  tubercle  bacilli 4,435 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations) 306 

Water  examinations  2,186 

Milk  and  dairy  products  examinations 4,404 

Miscellaneous  examinations  1,432 


Total  45,285 

£ £ £ 

BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  SMITH,  M.  D..  Director 

CURRENT  MORBIDITY  STATISTICS 

1959 

E.  E.* 


Typhoid  and  paratyphoid 

Mar. 

0 

Apr. 

0 

Apr. 

3 

Undulant  fever  

1 

2 

1 

Meningitis  

11 

8 

9 

Scarlet  fever  

171 

252 

46 

Whooping  cough  

27 

33 

69 

Diphtheria  

0 

2 

5 

Tetanus  

1 

8 

1 

Tuberculosis  

199 

181 

181 

Tularemia  

1 

0 

1 

Amebic  dysentery  

0 

5 

4 

Malaria  

0 

0 

0 

Influenza  

219 

74 

1048 

Smallpox  

0 

0 

0 

Measles  

673 

502 

1153 

Poliomyelitis  

0 

0 

3 

Encephalitis  

2 

1 

2 

Chickenpox  

346 

177 

294 

Typhus  fever  

0 

0 

1 

Mumps  

57 

63 

226 

Cancer  

389 

559 

395 

Pellagra  

0 

0 

1 

Pneumonia  

246 

248 

271 

Svphilis  

128 

163 

175 

Chancroid  

3 

4 

7 

Gonorrhea  

326 

251 

311 

Rabies — Human  cases  

0 

0 

0 

Positive  animal  heads 

28 

24 

0 

As  reported  by  physicians  and  including  deaths  not  reported  as 
cases. 

*E.  E. — The  estimated  expectancy  represents  the  median  inci- 
dence of  the  past  nine  years. 


Age  and  sex  both  play  a role  in  the  number  of  physi- 
cian visits  paid  in  this  country,  according  to  the  current 
issue  of  Patterns  of  Disease,  prepared  by  Parke,  Davis 
& Company  for  the  medical  profession.  Women  use 
physician  services  more  frequently  than  men.  Also, 
ratio  of  physician  visits  is  highest  for  children  under 
5 years  and  for  adults  of  both  sexes  in  the  65-year  and 
over  age  group. 

The  publication  further  reveals  that  most  physician 
visits  (approximately  70%)  involve  diagnosis  and/or 
treatment  of  illness.  Of  such  visits,  two  thirds  are  re- 
lated to  chronic  and  one  third  to  acute  illnesses.  Ten 
per  cent  of  visits  are  for  general  checkup,  7%  for  im- 
munization, and  4%  for  prenatal  and  postnatal  care. 
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DEPARTMENT  OF  HEALTH 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S.,  Director 

PROVISIONAL  BIRTH  AND  DEATH  STATISTICS 
FOR  FEBRUARY  1959  AND  COMPARATIVE  DATA 


Live  Births,  Deaths, 
Fetal  Deaths, 
Infant  Deaths,  and 
Deaths  by  Cause 


Live  births  

Deaths  

Fetal  deaths  

Infant  deaths — 

under  one  month 

under  one  year 

Maternal  deaths  

Cause  of  Death 

Tuberculosis,  001-019  

Syphilis,  020-029  — 

Dysentery,  045-048  — 

Diphtheria,  055  

Whooping  cough,  056  

Meningococcal  infections,  057- 

Poliomyelitis,  080,  081 - - — 

Measles,  085  — 

Malignant  neoplasms,  140-205- 

Diabetes  mellitus,  260 

Pellagra,  281  

Vascular  lesions  of  central 

nervous  system,  330-334 

Rheumatic  fever,  400-402 

Diseases  of  the  heart,  410-443 .... 
Hypertension  with  heart 

disease,  440-443  

Diseases  of  the  arteries,  450-456 

Influenza,  480-483  

Pneumonia,  all  forms,  490-493  . 

Bronchitis,  500-502  

Appendicitis,  550-553  — 

Intestinal  obstruction  and 

hernia,  560,  561,  570 

Gastro-enteritis  and  colitis, 

under  2,  571.0,  764 

Cirrhosis  of  liver,  581 

Diseases  of  pregnancy  and 

childbirth,  640-689  _ 

Congenital  malformations^ 

750-759  

Immaturity  at  birth,  774-776  - 

Accidents,  total,  800-962 

Motor  vehicle  accidents, 

810-835,  960  

All  other  defined  causes 

Ill-defined  and  unknown 

causes,  780-793,  795  


Number 
Registered 
During 
Feb.  1959 


Rates* 

(Annual  Basis) 


f- 

O) 


6395 

3868 

2527 

25.8 

24.2 

26.4 

2361 

1438 

923 

9.5 

11.4 

8.7 

143 

62 

81 

21.9 

18.7 

18.0 

130 

60 

70 

20.3 

19.7 

21.0 

237 

91 

146 

37.1 

43.4 

31.2 

4 

3 

1 

6.1 

9.9 

7.7 

28 

11 

17 

11.3 

11.0 

10.3 

4 

4 

1.6 

5.7 

3.3 

1 

1 

0.4 

0.4 

— 

2 

2 

0.8 

0.8 

2 

2 

0.8 

1.6 

0.4 

1 

1 

0.4 

0.8 

281 

209 

72 

113.6 

107.0 

111.4 

30 

17 

13 

12.1 

13.5 

10.7 

2 

2 

0.8 

0.4 

325 

178 

147 

131.4 

151.1 

114.3 

1 

1 

0.4 

1.2 

779 

525 

254 

314.9 

384.7 

289.6 

138 

61 

77 

55.8 

71.5 

52.4 

56 

41 

15 

22.6 

29.4 

16.9 

15 

9 

6 

6.1 

26.5 

5.4 

77 

33 

44 

31.1 

71.0 

26.8 

9 

6 

3 

3.6 

6.1 

1.2 

3 

3 

1.2 

0.8 

6 

5 

1 

2.4 

3.3 

6.6 

10 

3 

7 

4.0 

5.3 

5.8 

17 

15 

2 

6.9 

4.5 

3.7 

4 

3 

1 

6.1 

9.9 

7.7 

33 

25 

8 

5.2 

5.1 

4.2 

45 

19 

26 

7.0 

5.9 

6.7 

176 

110 

66 

71.1 

72.3 

65.2 

63 

43 

20 

25.5 

23.7 

28.0 

340 

182 

158 

137.4 

161.3 

129.1 

114 

39 

75 

46.1 

55.1 

34.2 

Rates:  Birth  and  death — per  1,000  population;  Infant  deaths — 
per  1,000  live  births;  Fetal  deaths — per  1,000  deliveries;  Maternal 
deaths — per  10,000  deliveries;  Deaths  from  specified  causes — per 
100,000  population. 


Motor  vehicle  accidents  killed  36,700  and  injured 

2.825.000  on  U.  S.  highways  during  1958. 

Speed  was  blamed  for  more  than  40  per  cent  of  the 
traffic  deaths  and  injuries  in  the  U.  S.  during  1958. 

Drivers  under  25  years  of  age  were  involved  in  27 
per  cent  of  the  fatal  accidents  in  1958. 

Studies  by  The  Travelers  Insurance  Companies  show 
that  driver  error  caused  85  per  cent  of  the  highway 
accidents  in  1958. 

Automobile-bicycle  collisions  during  1958  injured 
59,300  persons. 

The  Travelers  Insurance  Companies  studies  show  that 
exceeding  the  speed  limit  caused  12,770  deaths  and 

980.000  injuries  during  1958  on  our  highways. 


Michael  Reese  Researchers  Recommend  Polio  Boosters 

— At  least  one  and  possibly  two  booster  shots  of  polio 
vaccine  at  yearly  intervals  are  desirable,  according  to 
a group  of  researchers  at  Chicago’s  Michael  Reese  Hos- 
pital. 

Writing  in  the  June  6 Journal  of  the  American  Medi- 
cal Association,  they  reported  giving  a Salk-type  polio 
vaccine  to  4,000  children  during  a five-year  period. 

In  producing  the  vaccine,  the  viruses  were  “killed” 
through  exposure  to  ultra-violet  rays. 

A study  of  the  children  showed  that  12  to  36  months 
after  they  had  received  their  first  three  shots  their 
levels  of  immunity  had  dropped  from  what  they  had 
been  immediately  after  receiving  the  shots. 

After  a booster  injection,  the  levels  reached  a higher 
level  and  fell  less  than  after  the  primary  immunization; 
after  a second  booster  there  v/as  an  even  better  response, 
the  researchers  said. 

It  seems  possible,  they  said,  that  polio  antibodies  once 
produced  are  present  for  life,  although  at  very  low 
levels,  and  that  the  host  will  display  a rapid  anamnestic 
reaction  to  either  booster  injection  or  actual  virus  ex- 
posure. 

By  anamnestic  reaction,  the  authors  mean  that  anti- 
bodies that  have  once  been  present  but  have  disappeared 
will  be  produced  by  the  body  when  it  is  “reminded”  by 
a shot  or  exposure  to  polio. 

Thus,  the  person  who  has  once  shown  antibodies  is 
probably  immune.  Nevertheless,  a persistence  of 
demonstrable  antibodies  is  to  be  preferred,  and  booster 
shots  will  help  provide  them,  the  authors  said. 

The  researchers  are  Albert  M.  Wolf,  M.  D.;  Howard 
J.  Shaughnessy,  Ph.  D.;  Martha  Janota,  M.  S.;  James  W. 
Chapman,  M.  D.;  Ruth  E.  Church,  M.  D.,  and  Mildred 
Moore,  B.  A. 
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THE  DOCTOR  AND  VOLUNTARY  HEALTH  INSURANCE 

WILLIAM  J.  RUSHTON 
Birmingham,  Alabama 


Some  years  before  the  turn  of  the  century,  the 
great  American  Poet,  Henry  Wadsworth  Longfel- 
low, in  his  poem  “The  Song  of  Hiawatha,”  wrote: 

“As  unto  the  bow  the  cord  is, 

So  unto  the  man  is  woman; 

Though  she  bends  him,  she  obeys  him, 
Though  she  draws  him,  yet  she  follows; 
Useless  each  without  the  other.” 

I can  think  of  no  more  apt  way  to  describe  the 
interdependence  of  the  medical  profession  and 
the  insurance  companies  and  associations  which 
provide  voluntary  health  insurance.  In  the  ever 
increasing  complexity  of  our  American  Society, 
the  medical  profession  and  the  voluntary  health 
insurers  both  “bend  and  draw”  each  other  in  part, 
just  as  they  both  “obey  and  follow”  each  other  in 
part.  Neither  can  secure  their  respective  positions 
without  the  other;  indeed,  neither  can  survive 
separately. 

It  is  only  in  comparatively  recent  years  that  doc- 
tors and  insurance  companies  have  begun  to  be 
conscious  of  the  fact  they  have  so  many  problems, 
and  so  many  opportunities,  in  common — problems 
that  are  capable  of  solution  only  by  the  concerted 
effort  of  doctors  and  insurance  companies,  oppor- 
tunities that  may  not  be  available  to  either,  if 
immediate  and  vigorous  effort  is  not  made  to  solve 
these  problems. 

It  takes  but  a glance  at  the  Washington  scene  to 
make  one  acutely  aware  that  we  both  must  work 
fast  and  well,  if  we  are  to  stem  the  flooding  tide 
toward  socialized  medicine  and  socialized  insur- 
ance. 

During  the  last  twenty-five  years  almost  unbe- 
lievable progress  has  been  made  in  medical  science. 
Many  diseases  that  formerly  were  inevitably  crip- 

Read  before  the  Association  in  annual  session,  Bir- 
mingham, April  10,  1959. 

The  author  is  President  of  the  Protective  Life  Insur- 
ance Company. 


pling  or  fatal  have  been  conquered.  New  tech- 
niques in  therapy  have  been  discovered  that  now 
cure  manv  other  diseases.  The  average  life  ex- 
pectancy  has  increased  greatly  and  the  American 
people  enjoy  better  health  generally  than  ever 
before.  A great  variety  of  highly  trained,  emi- 
nently skilled  specialists  and  technicians  are 
gradually  supplanting  the  old  style  family  doctor. 
And  the  horizons  of  medical  knowledge  and  tech- 
nical skill  continue  to  lift  at  an  accelerated  rate. 

This  progress  and  these  remarkable  accomplish- 
ments of  your  profession  have  of  necessity  been 
achieved  at  very  substantial  increases  in  the  cost 
of  health  care,  costs  which  are  daily  attracting 
nation-wide  attention  and  bringing  no  small 
amount  of  critical  comment  from  Congress,  state 
governments,  health  insurance  authorities,  many 
physicians — and  the  public,  the  people  who  pay 
the  bills. 

Perhaps  many  of  you  have  read  the  series  of 
articles  entitled  “Soaring  Health  Costs”  which  ap- 
peared in  the  Birmingham  Post  and  other  Scripps- 
Howard  newspapers  last  month.  The  captions  on 
some  of  the  articles  read  “Most  people  convinced 
hospital  costs  are  too  high  as  rates  zoom,”  “Doctor’s 
earnings  gain  305%  in  16  years,”  “Medical  spend- 
ing doubled  in  the  last  thirty  years.”  Articles  of 
similar  import  have  also  lately  appeared  in  U.  S. 
News  & World  Report,  Newsweek,  The  Saturday 
Evening  Post,  The  Wall  Street  Journal,  and  other 
magazines  of  national  circulation. 

Periodically  the  Bureau  of  Labor  Statistics  com- 
piles and  publishes  a Consumers’  Price  Index  using 
the  average  prices  in  1947  and  1949  as  a base  of  a 
hundred.  According  to  a recent  report  of  the 
Bureau,  the  cost  of  all  commodities  and  services 
has  increased  23.9%  and  medical  care  increased 
47%.  Of  course,  the  medical  care  factor  is  a com- 
posite figure  and  does  not  reveal  at  a glance  that, 
while  hospital  costs  have  more  than  quadrupled, 
the  physician  and  surgeon’s  fees  have,  on  the  aver- 
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age,  not  increased  as  much  as  this. 

Nevertheless,  the  average  citizen  makes  little  or 
no  effort  to  look  beneath  the  surface  and  discover 
the  revolution  that  has  taken  place  in  the  whole 
field  of  medical  care  and  its  attendant  unavoidable 
cost,  nor  does  he  discriminate  in  his  thinking 
among  the  various  items,  from  prescription 
counter  to  operating  room,  that  enter  into  his 
medical  bill.  He  seems  to  lose  sight  of  the  fact 
that  he  is  getting  a new  kind  of  medical  care,  the 
best  ever,  and  generally  blames  the  high  cost  on 
the  doctor. 

As  late  as  1941  voluntary  health  insurance  was 
comparatively  unknown  to  the  majority  of  Ameri- 
can people;  but,  in  the  eighteen  years  that  have 
followed,  it  has  experienced  a phenomenal  growth, 
and  there  are  many  good  reasons  for  this  amazing 
development. 

A major  factor  was  the  bitter  lessons  learned  in 
the  depression  years  of  the  thirties,  and  the  de- 
termination of  men  and  government  to  find  prac- 
tical ways  to  avoid  another  such  period  in  the 
future — ways  to  avoid  financial  disaster  to  families 
resulting  from  prolonged  unemployment,  ways  to 
protect  families  against  the  financial  consequences 
of  serious  illnesses. 

Employers  in  ever  increasing  numbers  began  to 
provide  health  insurance  for  their  employees,  or 
to  make  it  available  to  them  at  small  costs.  Labor 
unions  began  to  bargain  for  health  insurance  as  a 
desirable  fringe  benefit.  Some  unions  even  pro- 
vide such  benefits  through  their  own  health  and 
welfare  programs. 

The  ever  increasing  complexities  of  medical 
care,  oft  times  requiring  the  use  of  new  and  ex- 
pensive drugs,  the  use  of  new  and  expensive  equip- 
ment, the  services  of  highly  skilled  professional 
specialists,  and  the  greater  use  of  costly  hospital 
facilities  were  contributing  influences  also. 

The  impelling  necessity  of  hospitals  to  secure 
the  payment  for  their  services,  the  desire  of  doc- 
tors to  collect  their  fees,  and  their  zealousness  to 
help  preserve  the  private  practice  of  medicine  have 
led  both  to  encourage  patients  to  buy  health  in- 
surance. 

All  of  these  factors,  as  well  as  others,  have 
served  to  help  extend  voluntary  health  insurance. 
And  insurance  companies,  too,  have  been  assiduous 
in  serving  the  health  insurance  objectives  of  the 
public. 

Today  more  than  123  million  Americans  have 
some  kind  of  voluntary  health  insurance,  which 
means  that  over  70%  of  the  total  U.  S.  civilian 
population  is  covered  by  voluntary  health  insur- 
ance. It  has  been  estimated  that  more  than  $3.4 
billion  of  the  nation’s  health  bill  was  paid  last  year 
by  voluntary  health  programs,  with  more  than 


$2.6  billion  of  this  being  paid  by  insurance  com- 
panies alone.  While  hospital  expense  insurance  is 
carried  by  more  people  than  any  other  form  of 
medical  expense  coverage,  an  annually  increasing- 
ly high  percentage  of  physicians’  services  are  also 
being  financed  through  insurance  arrangements. 

During  1958,  insurance  companies  paid  more 
than  a half  billion  dollars  to  policyholders  for  re- 
imbursement for  services  of  surgeons  and  physi- 
cians; $402  million  of  this  was  for  operations  and 
fees  of  surgeons,  and  $101  million  was  for  regular 
medical  care  other  than  surgery. 

In  the  latter  part  of  1957  the  Health  Insurance 
Council  employed  National  Analysts,  Inc.,  to  con- 
duct a nation-wide  survey  of  the  pattern  of  health 
insurance  coverage.  This  study  revealed  that,  of 
those  having  some  form  of  health  insurance,  66% 
were  reported  to  have  hospital  expense  insurance; 
59%,  surgical  protection;  47%,  coverage  for  ordi- 
nary medical  expense;  18%,  major  medical  ex- 
pense protection;  and  18%,  loss  of  income  policies. 

One  important  revelation  of  this  survey  was  the 
significant  relationship  between  family  income 
and  health  insurance  coverage.  Eighty  per  cent  of 
the  individuals  from  families  with  incomes  of 
$5,000  or  more  are  protected.  Coverage  declines 
to  74%  of  individuals  in  the  $3,000-$4,999  family 
income  group,  and  to  33%  in  the  under  $3,000 
group — the  group  least  able  to  pay  for  medical 
care  in  time  of  illness. 

For  some  time,  public  interest  in  health  insur- 
ance protection  of  people  65  years  old  and  older 
has  been  gaining  momentum.  The  1957  survey 
also  brought  out  that  a total  of  35%  of  the  popu- 
lation 65-and-over  had  either  individual  or  group 
insurance  coverage.  Considering  the  consistent 
advances  insurance  companies  have  been  making 
in  this  field  in  recent  years,  it  is  estimated  that 
more  than  40%  of  our  senior  citizens  are  now 
protected  by  voluntary  health  insurance  programs. 
And  the  number  of  persons  65-and-over  obtaining 
health  insurance  coverage  each  year  is  increasing 
at  a more  rapid  rate  than  is  the  number  of  persons 
attaining  this  age. 

No  reasonable,  informed  person  would  deny  that 
the  insurance  companies  and  other  associations 
have  in  recent  years  done  a truly  remarkable  job, 
both  quantitatively  and  qualitatively,  in  providing 
health  insurance  programs.  The  ever  increasingly 
significant  and  vital  role  they  have  played  in 
financing  the  cost  of  medical  care  has  become  an 
important  segment  in  the  entire  American 
economy. 

Despite  this  remarkable  record  of  providing  and 
financing  health  care,  voluntary  health  insurance 
and  the  private  practice  of  medicine  are  not  with- 
out severe  and  formidable  critics.  We  are  in  the 
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forefront  on  the  programs  of  those  who  favor  an 
increasingly  collectivistic  state. 

Many  of  you  will  recall  the  Wagner-Murray- 
Dingell  Bill  introduced  in  Congress  in  1948,  which 
was  to  have  provided  a compulsory  cradle-to-grave 
health  plan.  It  was  defeated,  and  the  vigorous  help 
of  the  leaders  of  your  American  Medical  Associa- 
tion played  no  small  part  in  helping  to  defeat  it. 
Since  then  we  have  relaxed  but  the  proponents  of 
collectivism  have  been  as  constantly  active  as  ter- 
mites, relentless  in  their  determination  to  accom- 
plish their  purposes,  if  need  be  one  step  at  a time. 

Every  two  years  during  the  past  decade,  Con- 
gress has  amended  the  Social  Security  Act.  Bene- 
fits for  total  and  permanent  disability  are  now 
available  to  persons  over  50,  covered  under  the 
Act.  This  was  purely  an  arbitrary  limit  and  efforts 
are  now  being  made  to  eliminate  this  qualification. 
More  recent  legislation  has  added  benefits  for  de- 
pendents of  beneficiaries. 

The  Veterans  Administration  program  is  now 
providing  extensive  medical  care  for  non-service 
connected  disabilities.  A very  significant  step  in 
the  development  of  socialized  medicine  is  the  so- 
called  “Medicare  Program”  whereby  for  the  first 
time  the  Federal  Government  provides  medical 
care  for  dependent  members  of  the  Armed  Forces 
— persons  who  are  not  veterans,  nor  medically  in- 
digent, nor  recipients  of  Social  Security.  At  the 
moment  this  care  is  provided  through  civilian 
facilities;  however,  a bill  has  already  been  intro- 
duced in  Congress  to  require  beneficiaries  of  Medi- 
care to  receive  this  care  only  at  establishments 
under  Federal  control  and  from  doctors  on  the 
Federal  payroll. 

The  Forand  Bill,  which  had  serious  consideration 
at  the  last  session  of  Congress  but  failed  of  enact- 
ment, is  again  receiving  much  attention  from  or- 
ganized labor  and  many  so-called  liberal  groups. 
It  is  high  on  their  priority  list  and  would  extend 
the  Social  Security  system  further  in  the  health 
insurance  field  by  providing  for  the  payment  of 
hospital  and  nursing  home  benefits,  and  certain 
types  of  surgical  and  medical  service,  for  benefi- 
ciaries of  OASDI,  at  tremendous  cost  to  the  tax- 
payers. This  is  a very  substantial  and  constantly 
growing  part  of  the  population. 

It  has  been  estimated  that  as  early  as  10  years 
ago  the  Federal  Government  provided  71%  of  all 
hospital  beds.  It  is  also  estimated  that  10%  of  all 
active  physicians,  9%  of  dentists  and  6%  of  grad- 
uate nurses  are  employed  by  the  Federal  Govern- 
ment. 

Is  it  not  obvious  to  you  that  this  trend  leads 
inevitably  to  socialization  of  insurance,  as  well. 

If  we  are  to  stem  this  tide,  together  we  must 
educate  the  people  on  the  merits  of  the  private 
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enterprise  system  and  the  fallacies  of  socialized 
medicine  and  compulsory  health  insurance.  We 
must  function  as  a partnership  in  the  public  in- 
terest and  with  the  utmost  of  effectiveness. 

Those  of  us  engaged  in  the  business  of  selling 
health  insurance  must  sell  more  and  better  health 
insurance  protection,  and  sell  it  at  costs  that  the 
people  can  and  will  pay  for,  especially  those  in 
the  lower  income  groups. 

Every  effort  must  be  made  to  lower  the  cost  to 
the  lower  income  groups.  In  the  case  of  group 
insurance,  because  the  margins  are  so  small,  no 
substantial  reduction  in  the  premiums  can  be  made 
unless  ways  can  be  found  to  reduce  the  claims 
through  elimination  of  unnecessary  hospitalization 
and  medical  care,  and  through  lower  charges  by 
hospitals  and  physicians. 

Despite  the  fact  that  future  costs  of  health  care 
will  be  complicated  by  the  almost  daily  advances 
in  medical  science,  with  the  development  of  new 
wonder  drugs  and  new  diagnostic  and  therapeutic 
methods,  perhaps  you  will  agree  the  major  role  in 
helping  to  keep  medical  care  costs  at  a level  the 
public  can  pay  belongs  to  the  doctors. 

To  be  sure,  the  insurance  companies  must  write 
contracts  that  will  discourage  extravagance,  that 
will  discourage  the  insured  from  seeking  or  his 
doctor  from  allowing  treatment  more  than  the 
insured’s  condition  warrants.  But  it  is  the  doctor 
who  makes  the  diagnosis  and  determines  the  treat- 
ment to  follow. 

A large  segment  of  the  public,  many  politicians, 
and  particularly  the  spokesmen  for  organized 
labor,  are  saying  that  insurance  leads  to  over  utili- 
zation, over-prescription  and  to  excessive  fees  by 
physicians.  The  fee-for-service  system  is  now,  and 
will  be  increasingly  in  the  future,  under  attack  on 
the  basis  of  over-use  and  excessive  charges. 

I did  not  accept  the  invitation  of  your  President 
to  appear  before  you  for  the  purpose  of  indicting 
the  Medical  Profession.  For  emphasis,  I repeat, 
we  are  partners  in  a struggle  for  the  survival  of 
the  practice  of  medicine  and  the  providing  of 
health  insurance  under  a free  enterprise  system. 
That  struggle  being  in  crisis,  it  seems  to  me  com- 
plete candor  in  a spirit  of  warm  friendliness  is 
demanded,  and  should  not  be  misunderstood. 

It  should  be  clear  to  you  that  health  insurance 
creates  no  new  wealth.  It  is  but  a pooling  of  funds 
deposited  by  the  insureds  to  spread  the  financial 
burden  when  illness  strikes  one  of  them.  The  in- 
surer is  but  the  trustee  and  administrator  of  the 
insurance  pool,  charged  with  the  duty  of  paying 
out  the  funds  within  the  definitions  of  the  con- 
tracts. 

For  a doctor  to  charge  a higher  fee  for  service 
because  the  patient  has  insurance,  or  to  direct  his 
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admission  to  the  hospital  unnecessarily,  or  to  ad- 
vise or  permit  confinement  in  a hospital  for  a 
period  longer  than  his  condition  warrants  because 
he  is  insured,  unnecessarily  and  unconscionably 
increases  the  cost  of  health  insurance,  and  is  cer- 
tain to  provide  appealing  and  politically  effective 
argument  for  the  advocates  of  socialized  medicine; 
is  certain  to  stimulate  and  foster  “closed  panel 
plans,”  which  are  an  anathema  of  organized  medi- 
cine. 

May  I remind  you  of  the  case  history  of  the 
United  Mine  Workers  Welfare  and  Retirement 
Fund  which  last  year  paid  out  more  than  $58  mil- 
lion to  hospitals  and  doctors.  The  Fund  was  estab- 
lished during  the  1930’s  and  until  1955  allowed  its 
members  free  selection  of  doctors.  But  in  that 
year  began  limiting  the  choice  of  physicians  and 
hospitals  by  its  beneficiaries  to  panels  selected  by 
the  U.  M.  W.,  contending  that  it  had  to  do  so  to 
stop  abuses  that  were  threatening  to  bankrupt  the 
Fund. 

It  has  been  reported  in  the  press  that  both  the 
United  Steel  Workers  and  the  United  Auto  Work- 
ers are  thinking  of  scrapping  their  health  insur- 
ance connections  and  setting  up  gigantic  health 
ventures  of  their  own,  under  plans  similar  to  that 
of  the  United  Mine  Workers. 

While  the  great  majority  of  physicians  do  not 
over-prescribe,  over-utilize,  nor  over-charge  be- 
cause of  the  existence  of  insurance,  to  be  sure,  un- 
fortunately, however,  the  number  who  do  so  is 
far  too  great,  and  does  represent  a very  real  threat 
to  the  welfare  of  private  medicine  and  voluntary 
health  insurance.  Every  insurer  could  produce 
from  its  files  hundreds  of  cases  to  document  this 
statement. 

While  the  instances  of  such  abuses  experienced 
in  cases  under  major  medical  contracts  are  dis- 
tressing enough,  the  more  insidious  and  more 
serious  situation  exists  under  ordinary  medical 
plans.  When  only  a comparatively  small  increase 
over  the  customary  charge  is  made,  because  the 
amounts  are  usually  relatively  small  and  do  not 
justify  the  time  or  expense  involved  in  protesting 
to  the  doctor,  nor  in  appealing  to  your  Grievance 
Committee,  yet  in  aggregate  they  definitely  in- 
crease the  cost  of  health  insurance  and  thereby 
greatly  impair  its  value.  The  Commission  of  the 
American  Medical  Association  on  Medical  Care 
Plans  summarized  the  problem  when  it  reported: 
“Physicians  should  be  ever  mindful  of  the  moral 
responsibility  for  charging  fees  based  upon  the  in- 
trinsic value  of  services  rendered,  since  the  exist- 
ence of  insurance  should  alleviate  the  economic 
burden  of  the  individual  and  should  not  result  in 
an  increase  in  the  customary  or  reasonable 
charge.” 


On  last  December  10th,  in  New  York  City,  in  a 
symposium  on  “The  Nation’s  Needs  in  Medical 
Economics”  conducted  before  the  Life  Insurance 
Association  of  America,  Dr.  Gunnar  Gundersen, 
President  of  your  American  Medical  Association, 
said  in  part:  “I  believe  it  should  be  apparent  to 
all  physicians  that  medicine’s  most  important  chal- 
lenge now  and  in  the  future  is  to  adhere  to  the 
principle  of  charging  for  professional  services  on 
a basis  that  permits  the  insurance  industry  to  sell 
insurance  at  a price  that  people  can  afford  to  pay. 
If  this  is  not  done,  obviously  the  insurance  in- 
dustry cannot  continue  with  forward-looking,  cre- 
ative planning  in  voluntary  health  coverage.  And 
the  end  result  would  be  the  assumption  by  the 
Federal  Government  of  the  tasks  now  performed 
by  the  medicine-insurance  partnership.” 

And  again  he  said:  “Meanwhile  the  profession 
and  all  its  members  must  be  vigilant  to  see  that 
other  factors  do  not  help  raise  medical  care  costs. 
At  least  we  must  exercise  as  much  control  as 
possible  over  items  we  can  directly  influence.  We 
must  guard  especially,  for  instance,  against  the 
abuses  of  over-prescription,  over-utilization  and 
over-charging  simply  because  a patient  happens 
to  have  insurance  protection.” 

And  again:  “Now  because  physicians  are  acutely 
aware  of  the  threat  to  private  practice  and  to 
voluntary  insurance  implicit  in  rising  medical  care 
costs,  the  profession  and  the  various  medical  socie- 
ties have  experimented  with  advisory  fee  lists  to 
guide  physicians  as  to  the  propriety  of  their 
charges.  In  addition  to  that,  these  lists  are  pro- 
viding the  insurer  with  the  essential  data  that  are 
basic  to  the  design  and  underwriting  of  adequate, 
sound  insurance.  It’s  my  personal  belief  that  in 
the  near  future  more  county  and  state  medical 
societies  will  experiment  with  some  kind  of  fee 
schedules,  professional  service  index  or  relative 
value  schedules.  Perhaps,  through  these  experi- 
ments, we  can  do  much  to  help  stabilize  health 
care  costs. 

“I  want  to  assure  you  now,  gentlemen,  that  I 
have  urged  and  will  continue  to  urge  all  physicians 
and  all  organized  medical  societies  to  go  that  sec- 
ond mile  with  the  insurance  industry  in  helping 
you  to  design  and  underwrite  sound  policies.” 

The  American  Medical  Association,  I am  told, 
in  its  official  efforts  to  assist  voluntary  health  in- 
surance underwriters  to  offer  adequate,  sound  in- 
surance and  to  help  stabilize  the  cost  of  health 
care,  has  heretofore  adopted  a schedule  of  relative 
value  fees.  Certainly  its  President,  Dr.  Gunder- 
sen, has  publicly  urged  county  and  state  medical 
societies  to  experiment  with  some  kind  of  sched- 
ules of  that  character. 

Notably  among  those  that  have  done  so  is  the 
San  Joaquin  County  Society  of  California,  and  the 
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record  shows  that  97%  of  the  practicing  physicians 
in  that  area  participate  in  following  their  schedule. 

What  finer  contribution  could  your  Association 
make  toward  helping  forestall  the  on-coming  rush 
toward  socialized  medicine  than  to  begin  an  ex- 
periment with  some  kind  of  relative  value  fee 
schedule  or  professional  service  index  imme- 
diately? 

It  might  well  serve  to  help  avoid  the  spread  of 
panel  practice  such  as  is  now  followed  by  the 
United  Mine  Workers,  and  may  soon  be  instigated 
by  such  tremendous  nation-wide  organizations  as 
the  United  Auto  Workers  and  the  United  Steel 
Workers  which  have  extensive  membership  indeed 
in  this  state. 

It  might  well  help  avoid  an  extension  of  govern- 
ment interference  with  the  free  practice  of  medi- 
cine. And  it  might  help  avoid  the  imposition  of 
cost  ceilings  by  some  unsympathetic  third  party 
such  as  federal  or  state  government,  or  organized 
labor,  which  would  in  all  likelihood  be  less  realistic 
and  far  less  satisfactory  to  you  than  a schedule 
which  the  profession  itself  might  devise. 

Moreover,  it  would  be  of  tremendous  assistance 
to  insurance  underwriters  in  their  efforts  to  make 
available  thoroughly  satisfactory  voluntary  health 
insurance  at  minimum  costs. 

There  has  long  existed  a mutual  understanding 
and  unity  of  purpose  between  leaders  of  organized 
medicine  and  insurance  leaders  at  the  national 
level.  This  fine  relationship  has  existed  at  some 
state  levels,  but  unhappily  it  has  existed  altogether 
too  infrequently  at  the  local  levels,  the  grass-root 
levels,  so  to  speak,  where  medicine  and  insurance 
live  and  work. 

Altogether  too  often  there  has  been  an  almost 
complete  failure  at  the  local  level  for  hospitals, 
doctors  and  insurance  people  to  recognize  and  un- 
derstand the  problems  they  have  in  common,  con- 
sequently, a failure  to  cooperate  in  solving  the 
problem  so  vital  to  our  continued  free  existence. 

Eleven  years  ago,  with  the  encouragement  of 
your  profession,  an  important  step  was  taken  to 
remedy  this  unfortunate  situation.  For  the  pur- 
pose of  working  more  closely  with  doctors  and 
hospitals,  so  that  health  insurance  might  more 
effectively  serve  the  public,  the  Health  Insurance 
Council  was  formed.  It  is  a federation  of  eight 
trade  associations  representing  insurers  that  un- 
derwrite in  excess  of  90%  of  the  health  insurance 
carried  by  insurance  companies. 

It  has  made  spectacular  progress  in  its  so-called 
“Operation  Grass  Roots”  in  that  it  has  now  estab- 
lished committees  in  every  state  and  the  District 
of  Columbia,  except  Mississippi,  Idaho,  Utah  and 
Alaska — and  committees  are  in  the  process  of  for- 
mation in  those  states. 


Nearly  500  people  in  insurance  companies  are 
now  taking  part  in  this  concerted  effort  to  meet 
doctors  and  hospital  representatives  on  state  and 
local  levels  to  exchange  information  and  to  help  in 
the  solution  of  mutual  problems  of  the  providers 
of  health  care  services  and  the  insurers  to  serve 
the  public  interests  more  effectively. 

The  insurance  companies,  acting  through  these 
state  committees,  are  eager  to  maintain  a continu- 
ing contact  with  you  doctors  to  gain  a better  ap- 
preciation of  your  problems  and  through  joint 
study  and  effort  do  the  things  that  will  make 
voluntary  health  insurance  a more  thoroughly 
satisfactory  device  for  financing  the  costs  your 
patients  incur  when  they  are  ill. 

The  Health  Insurance  Council  has  undertaken 
two  broad  programs  intended  to  abate  some  of  the 
problems  that  the  vast  growth  of  health  insurance 
has  created  for  the  doctors  and  hospitals. 

The  first  of  these  is  a program  to  achieve  sim- 
plification and  standardization  of  claim  forms.  As 
the  number  of  your  patients  having  the  benefit  of 
health  insurance  increases,  your  load  of  paper 
work  in  connection  with  their  claims  becomes  in- 
creasingly burdensome.  To  reduce  that  burden 
and  still  secure  the  data  essential  for  payment  of 
benefits,  the  Health  Insurance  Council  has  devised 
and  adopted  simplified  uniform  claim  blanks. 
These  blanks  have  received  the  endorsement  of 
the  American  Medical  Association,  the  American 
Hospital  Association,  and  of  many  state  medical 
associations.  Moreover,  insurers  underwriting  80% 
of  the  group  insurance  and  a majority  of  the  indi- 
vidual coverage  are  now  using  them.  It  is  hoped 
you  will  find  that  these  forms  both  ease  and  reduce 
your  paper  work. 

It  would  be  helpful  if  your  Association  would 
also  endorse  these  uniform  claim  forms,  and  dis- 
seminate information  to  your  membership  and  to 
the  insurance  organizations  that  you  have  done  so. 

The  second  program  is  an  effort  to  ease  hospitals’ 
admission  and  credit  burdens.  It  is  attempting  to 
bring  into  universal  use  a system  by  which  prior 
certification  by  the  employer,  or  the  insurer  or  its 
agent,  the  hospital  is  fully  informed  as  to  the 
amount  of  insurance  benefits  to  which  the  patient 
may  be  entitled,  thereby  eliminating  the  necessity 
for  an  advance  payment  and  facilitate  the  admis- 
sion procedure. 

The  Medical  Association  of  the  State  of  Alabama 
has  a standing  Committee  on  Insurance,  I believe. 
The  Health  Insurance  Council,  too,  has  a state 
committee  in  Alabama  composed  of  well  informed, 
competent  insurance  men,  under  the  able  leader- 
ship of  Mr.  John  Galloway,  which  stands  ready 
and  is  eager  to  meet  with  any  group  from  your 
profession  to  exchange  information,  to  discuss  and 
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help  solve  problems  common  to  the  medical  pro- 
fession and  health  insurance  underwriters,  for  the 
purpose  of  enabling  both  to  serve  the  public  better 
and  thereby  help  perpetuate  the  private  enterprise 
system  that  is  so  essential  to  both. 

By  way  of  concluding  these  remarks,  I should 
like  to  quote  from  an  article  that  appeared  in  the 
American  Medical  Association  News,  written  by 
Dr.  Leonard  W.  Larsen,  Chairman  of  the  AMA 
Board  of  Trustees,  in  which  he  wrote:  “Because 
the  problems  of  the  medical  profession  with  which 
the  public  is  most  concerned  are  economic,  private 


medicine  may  well  stand  or  fall  depending  on  the 
success  of  voluntary  health  insurance.  . . . Without 
private  medicine,  there  would  be  no  need  for 
voluntary  health  insurance;  and  without  voluntary 
health  insurance  in  today’s  interdependent  society, 
there  could  be  no  private  medical  practice.  Be- 
cause we  are  convinced  that  the  American  people 
can  get  the  best  health  care  only  if  medicine  is  a 
free  and  private  profession,  it  behooves  every 
thoughtful,  ethical  physician  to  support  and  en- 
courage the  further  rapid  expansion  and  improve- 
ment of  voluntary  health  insurance  of  all  kinds.” 


THE  DIAGNOSTIC  VALUE  OF  INTRAVENOUS 
CHOLANGIOGRAPHY  IN  BILIARY  TRACT  DISORDERS 
AND  ACUTE  ABDOMINAL  CONDITIONS 

H.  STEPHEN  WEENS,  M.  D. 

Atlanta,  Georgia 


The  introduction  of  cholecystography  by  Gra- 
ham and  Cole* 1  lead  to  one  of  the  most  significant 
advances  of  modern  medicine.  In  present  day 
medical  practice  this  method  has  become  so  firmly 
established  that  few  physicians  would  attempt  to 
diagnose  gallbladder  disease  without  recourse  to 
this  radiologic  procedure.  From  the  very  begin- 
ning, the  need  was  often  felt  to  extend  contrast 
visualization  of  the  gallbladder  to  that  of  the  hepa- 
tic and  common  duct  system.  By  certain  modi- 
fications of  oral  cholecystography,  this  is  indeed 
feasible.  However,  in  the  presence  of  a non-func- 
tioning gallbladder,  visualization  of  the  bile  ducts 
is  usually  unsatisfactory,  both  from  the  standpoint 
of  radiologic  quality  and  regularity. 

Further  progress  in  the  diagnosis  of  biliary  tract 
disorders  was  made  in  1953  by  the  introduction  of 
intravenous  cholangiography  which  became  pos- 
sible by  the  development  of  a new  contrast  agent, 
iodipamide,  commonly  known  as  Cholografin.2 
This  contrast  medium  intravenously  administered 
is  excreted  by  the  liver  in  sufficiently  high  con- 
centration to  render  the  intra-  and  extrahepatic 
biliary  ducts  radiopaque.  Soon  after  the  introduc- 
tion of  intravenous  cholangiography  it  was  postu- 
lated and  subsequently  confirmed  that  this  method 
would  afford  a better  and  more  regular  visualiza- 
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tion  of  the  hepatic  and  common  duct  systems  than 
previously  obtained  by  cholecystography. 

Though  intravenous  cholangiography  has  found 
widespread  application  to  the  diagnosis  of  a large 
variety  of  biliary  tract  disorders,  its  indications 
and  limitations  remain  often  poorly  defined.  For 
this  reason  it  appears  desirable  to  attempt  a brief 
appraisal  of  the  diagnostic  usefulness  of  this 
method.  Admittedly  there  are  still  many  unknown 
factors  in  the  mode  of  excretion  of  this  contrast 
agent.  Nevertheless,  a large  body  of  information 
has  now  accumulated.  Data  of  this  type,  as  well 
as  experience  in  our  own  institution,  shall  be  the 
basis  of  this  presentation. 

For  the  purpose  of  discussion,  the  diagnostic 
value  of  intravenous  cholangiography  shall  be 
assessed  in  the  following  order: 

(1)  Application  of  intravenous  cholangiography 
to  the  routine  study  of  biliary  tract  disorders. 

(2)  Intravenous  cholangiography  in  the  evalua- 
tion of  the  postcholecystectomy  patient. 

(3)  The  use  of  intravenous  cholangiography  in 
the  diagnosis  of  acute  cholecystitis,  a field  which 
has  been  of  particular  interest  to  our  department 
at  Emory  University. 

APPLICATION  OF  INTRAVENOUS  CHOLANGIOGRAPHY 
TO  THE  ROUTINE  STUDY  OF  BILIARY  TRACT  DISORDERS 

Oral  cholecystography  is  a well  accepted  and 
thoroughly  proved  diagnostic  method  in  the  study 
of  gallbladder  disease.  There  has  been  much  prog- 
ress in  the  design  of  oral  contrast  media  which 
make  it  possible  to  perform  this  procedure  with  a 
minimum  of  undesirable  side  reactions.  The 
safety  and  diagnostic  accuracy  of  cholecystog- 
raphy has  been  well  documented.  Within  certain 
limitations  both  cholecystography  and  intravenous 
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cholangiography  depend  upon  a satisfactory  ex- 
cretory mechanism  of  the  liver,  though  the  level  of 
liver  function  required  for  successful  performance 
of  the  two  methods  may  differ.  There  are,  how- 
ever, certain  fundamental  differences  between 
oral  cholecystography  and  intravenous  cholangiog- 
raphy. In  conventional  oral  cholecystography  the 
contrast  medium  is  concentrated  by  the  gallblad- 
der mucosa  and  visualization  of  the  gallbladder 
depends  largely  upon  this  concentrating  ability. 
With  intravenous  cholangiography  gallbladder 
opacification  occurs  passively  as  the  liver  bile  is 
already  radiopaque  as  it  enters  the  gallbladder. 
This  certainly  applies  to  the  first  few  hours  follow- 
ing injection  of  the  intravenous  compound,  though 
thereafter  the  action  of  the  gallbladder  mucosa 
contributes  to  further  intensification  of  the  gall- 
bladder shadow. 

Experience  has  shown  that  in  many  instances  in 
which  the  gallbladder  fails  to  opacify  on  oral 
cholecystography  visualization  may  still  succeed 
on  intravenous  cholangiography.  Depending  upon 
the  type  of  biliary  disorder  under  study,  this  may 
occur  in  one-third  to  one-half  of  all  individuals 
with  non-filling  of  the  gallbladder  on  cholecystog- 
raphy.3-4 For  instance,  Hardie5 *  examined  58  pa- 
tients with  intravenous  cholangiography  following 
unsuccessful  cholecystography.  In  27  of  these  pa- 
tients the  gallbladder  filled  on  intravenous  cho- 
langiography and  in  20  cases  stones  could  be  dem- 
onstrated. 

From  our  observations  we  feel  strongly  that 
cholecystography  should  remain  our  basic  method 
of  examination  in  gallbladder  disease  as  it  is  a 
simple  and  safe  procedure.  It  should  be  supple- 
mented, however,  by  intravenous  cholangiography 
in  those  instances  in  which  the  gallbladder  fails  to 
opacify.  There  is  sufficient  evidence  that  in  this 
manner  the  positive  diagnosis  of  biliary  tract 
stones  will  become  more  precise. 

There  are  many  patients  in  whom  special  atten- 
tion to  the  appearance  of  the  biliary  duct  system 
is  required.  Contrast  visualization  of  the  bile 
ducts  obtained  on  intravenous  cholangiography  is 
from  the  radiologic  viewpoint  inferior  to  that  of 
operative  or  T tube  cholangiography.  Neverthe- 


3. Wise,  R.  E.;  Johnston,  D.  O.,  and  Salzman,  F.  A.: 
Intravenous  cholangiographic  diagnosis  of  partial  ob- 
struction of  common  bile  duct,  Radiology  68:  507,  1957. 

4.  Kremens,  V.;  Berger,  S.  M.,  and  Cohn,  E.  M.:  Com- 
parison of  rapid  intravenously  and  orally  administered 
contrast  mediums  for  routine  gall-bladder  study,  New 
England  J.  Med.  254:  705,  1956. 

5.  Hardie,  R.  W.  W.,  and  Israelski,  M.:  Intravenous 
cholangio-cholecystography  with  “Biligrafin.”  Its  value 
as  compared  with  oral  contrast  method,  Brit.  M.  J.  2. 

779,  1956. 
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less,  there  are  many  instances  in  which  intraven- 
ous cholangiography  will  uncover  stone  formation 
in  the  duct  system  prior  to  operative  procedures. 

Duct  visualization  is  often  interfered  with  by 
overlying  gas  shadows  or  intestinal  contents  and 
tomography  has  therefore  been  widely  applied  to 
this  examination.  It  has  been  shown  that  in  clinical 
practice  tomography  of  the  bile  ducts  is  a valuable 
adjunct  procedure  as  it  will  be  useful  in  about 
one-third  of  all  examinations.0 

INTRAVENOUS  CHOLANGIOGRAPHY  IN  THE  STUDY  OF 
THE  POSTCHOLECYSTECTOMY  PATIENT 

In  20  to  40  per  cent  of  patients  following  chole- 
cystectomy upper  abdominal  symptoms  of  various 
types  and  degree  persist,  recur  or  develop.7  This 
group  of  symptoms  has  been  collectively  described 
as  the  postcholecystectomy  syndrome  but  has  also 
been  recorded  under  such  terms  as  cystic  stump 
dilatation  and  inflammation,  re-formed  gallblad- 
der, cystic  duct  lithiasis  and  biliary  dyskinesia. 
This  syndrome  of  discomfort  and  pain  has  also 
been  attributed  to  associated  hepatitis,  cholangitis 
and  pancreatitis,  as  well  as  to  pathologic  changes 
of  the  cystic  duct  and  sphincter  of  Oddi.  Some  of 
these  pathophysiologic  mechanisms  are  still  poorly 
understood  and  subject  to  controversy  as  far  as 
correlation  with  clinical  symptoms  is  concerned. 

Intravenous  cholangiography  has  made  signifi- 
cant contributions  to  the  clinical  evaluation  of  the 
postcholecystectomy  patient  as  it  has  permitted 
visualization  of  the  bile  ducts  heretofore  not  af- 
forded. There  remain  many  divergent  opinions 
concerning  the  size  of  the  normal  common  duct 
in  the  non-cholecystectomy  patient.  Studies  on 
normal  individuals  in  our  own  department  re- 
vealed diameters  from  two  to  seven  millimeters, 
the  cross  section  of  the  common  duct  becoming 
larger  with  advancing  age.s  In  the  postcholecys- 
tectomy patient  dilatation  of  the  common  duct  may 
take  place.  Wise  and  his  associates3  noted  dilata- 
tion of  the  common  duct  up  to  15  mm.  in  asymp- 
tomatic cholecystectomy  patients.  Dilatation  ex- 
ceeding this  value  proved  to  be  indicative  of  ob- 
struction. 

In  addition  to  morphologic  observations,  certain 
functional  abnormalities  may  be  utilized  in  the 
detection  of  bile  duct  disorders.  Normally  in  the 
postcholecystectomy  patient  the  common  bile  duct 
will  attain  maximum  opacification  in  from  20  to 


6.  Cabanis,  H.  W.:  Die  Indikationen  fuer  Tomographie 
in  Cholangiographie.  Fortschr.  a.  d.  Geb.  d.  Roentgenstr. 
87:  465,  1957. 

7.  Feldman,  M.:  The  postcholecystectomy  syndrome, 
with  special  reference  to  the  cystic  duct  remnant,  Gas- 
troenterology 34:  239,  1958. 

8.  Weens,  H.  S.;  Meadors,  J.  L.,  and  Reid,  W.  A.:  Intra- 
venous Cholangiography,  J.  M.  A.  Georgia  44:  391,  1955. 
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40  minutes  following  injection  of  the  intravenous 
contrast  medium.  Thereafter  the  density  of  the 
bile  duct  will  gradually  diminish.  Prolonged 
opacification  of  the  bile  ducts  may  be  considered 
as  evidence  of  an  obstructive  process  in  the  post- 
cholecystectomy patient.3 

Many  pharmacodynamic  tests  have  been  applied 
to  the  study  of  biliary  duct  disorders  in  the  post- 
cholecystectomy patient  but  cannot  be  regarded 
as  well  established  at  the  present  time. 

Other  observations  of  importance  in  the  post- 
cholecystectomy patient  are  the  demonstration  of 
biliary  calculi  as  well  as  strictures  and  deformities 
of  the  duct  system.  Calculi  should  be  sought  for 
not  only  in  the  common  duct  but  also  in  the  hepatic 
duct  and  remnants  of  the  cystic  duct.  It  is  presently 
not  firmly  established  whether  dilatation  of  the 
cystic  duct  remnant  or  so-called  re-formed  gall- 
bladder per  se  can  be  recognized  as  cause  of  pain 
syndromes  in  patients  following  cholecystectomy. 

INTRAVENOUS  CHOLANGIOGRAPHY  IN  THE  DIAGNOSIS 
OF  ACUTE  CHOLECYSTITIS 

Of  considerable  interest  to  our  department  has 
been  the  application  of  intravenous  cholangiog- 
raphy to  the  study  of  acute  cholecystitis  and  its 
differentiation  from  other  acute  abdominal  dis- 
orders. For  several  years  now  intravenous  cho- 
langiography has  been  performed  in  our  depart- 
ment in  an  unselected  group  of  patients  with  acute 
cholecystitis  and  acute  pancreatitis.  In  addition 
to  this  group  of  patients,  there  were  many  indi- 
viduals examined  who  subsequently  proved  to 
suffer  from  other  acute  illnesses  such  as  peptic 
ulcer,  pneumonia  and  dissecting  aneurysm. 

A detailed  analysis  of  intravenous  cholangiog- 
raphy in  the  study  of  acute  abdominal  disorders 
emphasizing  some  of  its  pitfalls  and  limitations 
has  been  presented  elsewhere.9  Only  the  salient 
features  of  our  findings  will  be  presented  here. 

The  large  majority  of  our  patients  were  exam- 
ined during  the  first  three  days  of  their  acute  ill- 
ness and  many  of  the  patients  were  referred 
directly  from  the  Emergency  Clinic  to  the  Depart- 
ment of  Radiology.  The  procedure  was  carried 
out  in  the  usual  manner  with  follow-up  roentgeno- 
grams taken  for  a period  of  up  to  two  hours.  More 
recently,  in  selected  cases,  examination  up  to  four 
hours  following  injection  of  the  contrast  medium 
has  been  employed. 

In  the  acutely  ill  patient  the  differential  diag- 
nosis between  cholecystitis  and  pancreatitis  is 
often  most  difficult.  This  differentiation  of  acute 
cholecystitis  from  acute  pancreatitis  is,  however, 

9.  Johnson,  H.  C.,  Jr.;  Minor,  B.  D.;  Thompson,  J.  A., 
and  Weens,  H.  S.:  Diagnostic  value  of  intravenous  cho- 
langiography during  acute  cholecystitis  and  acute  pan- 
creatitis, New  England  J.  Med.  260:  158,  1959. 


not  an  academic  problem.  The  two  clinical  entities 
may  be  indistinguishable  from  each  other,  even 
if  well  accepted  laboratory  tests,  such  as  the  serum 
amylases  determination,  are  performed.  It  is  ex- 
ceedingly important  to  recognize  acute  cholecys- 
titis as  early  surgical  exploration  is  often  carried 
out  in  these  patients.  On  the  other  hand,  conserva- 
tive therapy  in  acute  pancreatitis  is  known  to 
lead  to  lower  mortality  and  morbidity  rates. 

In  the  large  majority  of  patients  with  acute 
cholecystitis,  obstruction  of  the  cystic  duct  is  the 
causative  pathologic  mechanism.  Demonstration 
of  cystic  duct  obstruction  was  therefore  the  objec- 
tive of  our  diagnostic  investigation  in  this  group 
of  patients.  On  intravenous  cholangiography  four 
distinct  patterns  were  recognized. 

PATTERN  I.  OPACIFICATION  OF  THE  BILIARY  DUCTS 
WITHOUT  ENSUING  GALLBLADDER  OPACIFICATION 

In  our  studies  on  acutely  ill  patients  this  pattern 
proved  to  be  specific  for  acute  cholecystitis  or 
acute  cystic  duct  obstruction.  It  could  be  demon- 
strated in  nearly  half  of  our  patients  with  acute 
cholecystitis.  So  far  we  have  not  observed  this 
excretion  pattern  in  any  other  acute  abdominal 
entity.  Conceivably  we  will  encounter  in  the 
future  patients  with  chronic  cystic  duct  obstruc- 
tion (not  associated  with  acute  gallbladder  dis- 
ease) who  may  demonstrate  this  pattern  in  the 
presence  of  other  acute  abdominal  illnesses.  We 
believe,  however,  that  such  an  event  should  occur 
only  very  rarely. 

PATTERN  II.  OPACIFICATION  OF  THE 
GALLBLADDER  AND  BILIARY  DUCTS 

This  pattern  precluded  in  our  series  the  presence 
of  cholecystitis  as  it  ruled  out  the  presence  of 
cystic  duct  obstruction.  Pattern  I was  also  ob- 
served in  65  per  cent  of  patients  with  pancreatitis. 
This  high  incidence  of  gallbladder  opacification 
in  patients  with  acute  pancreatitis  is  clinically 
exceedingly  valuable.  Patients  with  acute  pan- 
creatitis are  difficult  to  differentiate  from  those 
with  acute  cholecystitis  which  may  lead  not  un- 
commonly to  unnecessary  surgical  exploration. 
Oral  cholecystography  is  generally  an  unsatisfac- 
tory diagnostic  procedure  in  these  patients  as  the 
contrast  medium  is  poorly  accepted  by  the  acutely 
sick. 

PATTERN  III.  GALLBLADDER  OPACIFICATION 
WITHOUT  DUCT  VISUALIZATION 

This  pattern  is  very  rarely  encountered.  We  be- 
lieve that  in  this  instance,  because  of  impaired 
hepatic  function,  the  bile  in  the  duct  system  does 
not  contain  sufficient  contrast  agent  to  render  it 
radiopaque.  Nevertheless  the  gallbladder,  espe- 
cially if  examined  after  four  hours,  appears  opaque 
due  to  its  ability  to  concentrate  the  contrast 
medium.  Pattern  III  has  the  same  significance  as 
Pattern  II.  It  rules  out  cystic  duct  obstruction. 
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PATTERN  IV.  ABSENT  OPACIFICATION  OF  BOTH  THE 
GALLBLADDER  AND  BILIARY  DUCT  SYSTEM 

This  pattern  was  observed  in  slightly  less  than 
half  of  all  patients  studied.  It  should  be  interpreted 
as  non-contributory  to  the  diagnosis  and  is  pre- 
sumably the  result  of  temporary  or  permanent 


Figure  1 


suppression  of  hepatic  function.  In  Figure  1 our 
findings  are  diagrammatically  presented. 

In  the  practice  of  our  hospital,  intravenous 
cholangiography  in  the  diagnosis  of  acute  chole- 
cystitis has  found  an  increasing  number  of  grateful 
supporters.  On  many  occasions  the  procedure 
proved  to  be  decisive  in  the  management  of  the 
patient  and  on  repeated  occasions  surgical  errors 
could  be  prevented.  For  this  reason  intravenous 
cholangiography  is  now  almost  routinely  employed 
in  all  patients  suspected  of  having  acute  cholecys- 
titis. In  this  manner  intravenous  cholangiography 
has  made  an  important  contribution  to  the  differ- 
ential diagnosis  of  acute  upper  abdominal  illnesses. 

SUMMARY  AND  CONCLUSIONS 

Intravenous  cholangiography  has  greatly  im- 
proved our  accuracy  in  the  diagnosis  of  chronic 
and  acute  biliary  disorders.  In  chronic  gallbladder 
disease,  intravenous  cholangiography  has  made  it 
possible  to  positively  identify  cholelithiasis  in  an 
increasing  number  of  patients.  At  the  same  time, 
stone  formation  in  the  bile  duct  system  has  been 
recognized  with  greater  frequency. 

Intravenous  cholangiography  has  made  impor- 
tant contributions  to  the  study  of  the  postcholecys- 
tectomy patient  providing  information  concerning 
morphologic  and  functional  changes  of  the  bile 
duct  system  follow  operation. 

Finally,  intravenous  cholangiography  has  made 
the  diagnosis  of  acute  cholecystitis  more  precise 
and  aided  in  its  differentiation  from  other  acute 
abdominal  disorders. 

The  method  has  certain  well  defined  limitations 
with  which  the  examining  clinician  must  be  fully 
acquainted.  At  the  same  time,  intravenous  cholan- 
giography offers  many  diagnostic  possibilities 
which  are  often  not  utilized  to  fullest  extent. 


Zoonoses — The  average  American  is  estimated  to  con- 
sume 3 servings  of  infected  pork  a year,  according  to  a 
leading  medical  publication. 

Thus  trichinosis,  a disease  due  to  infestation  of  pork 
by  trichinae,  becomes  a major  public  health  problem. 
There  is  no  specific  treatment  but  the  disease  can  be 
prevented  simply  by  cooking  pork  at  140  degrees  F.  at 
least  30  minutes  per  pound. 

This  is  just  one  facet  of  what  the  medical  profession 
calls  zoonoses — diseases  of  the  lower  animals  transmis- 
sible to  man.  Zoonoses  is  the  subject  of  the  latest  issue 
of  Patterns  of  Disease,  published  by  Parke,  Davis  & 
Company  for  the  medical  profession. 

Patterns  reports  there  are  87  zoonoses.  Of  these,  49 
are  known  to  occur  in  the  southern  United  States,  and 
46  in  the  state  of  Texas  alone. 

The  publication  focuses  primarily  on  new  medical  in- 
formation available  on  zoonoses.  Rabies  virus,  for  in- 
stance, was  isolated  from  bats  for  the  first  time  in  1953 
in  Florida.  Since  then,  more  than  175  cases  have  been 
reported  from  19  widely  scattered  states.  Other  ani- 
mals which  serve  as  “reservoirs  of  rabies  infection” 
include  the  dog,  fox,  cat,  wolf  and  skunk,  Patterns  re- 
ports. The  greatest  danger  here  is  for  children.  Those 
under  15  accounted  for  more  than  50%  of  all  human 
rabies  deaths  between  1944  and  1954. 

Parrot  fever  (psittacosis)  has  been  found  to  be  caused, 
in  part,  by  a “new  health  hazard — the  turkey,”  Patterns 
continues.  Parrots  and  parakeets  are  probably  the  most 
common  source  of  this  disease  among  humans,  but  in- 
fections have  also  been  traced  to  pigeons,  ducks,  chick- 
ens, turkeys,  canaries,  sea  gulls,  egrets  and  “road  run- 
ners.” In  Texas  in  the  year  1954  there  were  201  cases 
of  psittacosis  with  190  cases  attributed  to  the  dressing 
of  turkeys,  Patterns  reports.  In  Wisconsin  there  were 
22  cases  at  a single  turkey-processing  plant  in  1956. 

Another  of  the  zoonoses,  undulant  fever  (brucellosis), 
has  been  found — contrary  to  popular  belief — to  be  “not 
just  a rural  problem,”  Patterns  notes.  A total  of  41% 
of  reported  cases  in  one  comprehensive  study  was  in 
urban  areas.  Incidence  of  this  disease  is  higher  among 
veterinarians  than  among  any  other  occupational  group 
— about  283  per  100,000  practitioners.  Farmers  account 
for  36%  of  undulant  fever  cases;  packing  plant  work- 
ers, 27%;  housewives,  11%;  students  and  children,  8%; 
veterinarians,  6%;  and  all  others,  11%. 

The  Cooperative  State-Federal  Brucellosis  Program 
has  brought  about  a drop  in  the  incidence  of  the  dis- 
ease among  cattle  from  about  10%  in  1935  to  less  than 
2%  in  1957.  Since  1940  the  human  case  rate  for  undulant 
fever  in  those  areas  certified  as  brucellosis-free  has  been 
one  third  the  rate  in  noncertified  areas. 

In  the  case  of  murine  typhus,  a disease  transmitted 
from  rats  to  man  by  the  bite  of  rat  fleas,  the  impact  of 
the  DDT  Typhus  Control  Program  has  been  “striking,” 
Patterns  reports.  In  1944,  just  before  the  program  be- 
gan, there  were  5,401  reported  cases.  This  was  reduced 
to  113  cases  by  1957,  the  last  year  for  which  figures  are 
available. 

Several  of  the  diseases  transmitted  from  animals  to 
man  follow  marked  seasonal  patterns,  the  publication 
reports.  Undulant  fever  and  Rocky  Mountain  spotted 
fever  occur  predominantly  in  spring  and  summer. 
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PRURITUS  VULVAE 

J.  DONALD  WOODRUFF,  M.  D. 
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Pruritus  vulvae  is  one  of  the  most  common  and 
neglected  symptoms  in  medicine.  Wharton1  states 
that  “Pruritus  is  one  of  the  commonest  complaints 
of  men  and  women.”  As  a result  of  the  fre- 
quency of  this  complaint,  examination  is  often 
cursory  and  thus  the  patient  with  more  serious 
pathology  is  often  neglected.  This  situation  is 
probably  one  of  the  main  reasons  for  the  delay 
between  onset  of  symptoms  and  institution  of 
therapy  in  malignancy.  Hawson  and  Montgomery2 
have  found  that  this  delay  is  longer  for  carcinoma 
of  the  vulva  than  it  is  for  any  other  primary  malig- 
nancy in  the  genital  canal,  namely,  17  months. 
These  statistics  are  particularly  damning  in  face 
of  the  fact  that  this  area  is  easily  studied  and 
biopsied. 

Although  it  is  often  baffling  and  intractable, 
recognition  of  the  numerous  irritants  to  which  the 
area  is  exposed,  and  knowledge  of  the  tissue  in- 
volved, will  reduce  the  number  of  idiopathic  cases. 
Since  the  area  is  kept  constantly  moist  by  normal 
secretions  and  excretions,  it  is  common  for  the 
tissue  to  become  macerated.  To  add  to  the  prob- 
lem, tight  fitting  clothing  often  produces  chafing, 
especially  when  special  protection  is  necessary  at 
the  time  of  menses.  To  these  and  other  irritants 
must  be  added  a certain  amount  of  change  related 
to  hormonal  activity.  Vaginal  secretions  from 
sensitive  prepubertal  and  postmenopausal  vaginal 
mucosa,  growth  of  hair  and  deposit  of  fat  at 
puberty,  and  cyclic  secretion  of  the  specialized 
apocrine  glands  may  play  roles  in  some  of  the 
more  non-specific  conditions.  It  is  small  wonder, 
in  view  of  the  above  “normal”  factors,  that  itching 
occurs  commonly  in  the  vulvar  and  perineal  areas 
in  the  absence  of  any  specific  pathology. 

IDIOPATHIC 

Many  of  the  cases  of  idiopathic  pruritus  or  those 
situations  of  unknown  origin  may  be  related  to 
one  or  another  of  the  above  mentioned  routinely 
present  irritants.  In  other  cases,  a psychologic 
cause  is  invoked  as  the  origin  of  the  condition. 
How  commonly  the  latter  exists  is  a very  difficult 
question  to  answer.  Often  by  the  time  the  physi- 
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cian  sees  the  patient  she  has  become  a nervous 
wreck,  either  because  of  the  pruritus  or  because  of 
some  situation  which  produced  the  pruritus.  As  to 
the  lesion  itself,  it  is  difficult  to  say  whether  an 
actual  lesion  existed  at  the  onset  of  the  symptoma- 
tology since  the  whole  vulva  may  be  an  excoriated, 
erythematous  mass  of  edematous  tissue.  Imme- 
diate measures  must  be  taken  to  alleviate  the  situ- 
ation. Phenobarbital  is  a great  adjunct  to  any 
local  therapy  and  will  often  give  the  patient  some 
rest  at  least.  Antihistamines  also  provide  relief, 
especially  when  added  to  local  cortisone  therapy. 
Common  antipruritic  ointments  may  be  used  in 
place  of  cortisone  preparations,  carbonis  detergens 
with  1%  phenol  being  a favorite.  Anhydrous  lano- 
lin with  1 to  2%  phenol  is  also  often  soothing.  If 
the  edema  is  great,  25%  Burrow’s  solution  on  wads 
of  cotton  between  the  lips  of  the  labia  is  useful. 
After  the  subsiding  of  the  initial  reaction,  the  pa- 
tient may  have  persistent  or  recurrent  bouts  of 
pruritus.  In  these  cases,  if  local  and  systemic 
therapy  fails,  nerve  block  by  alcohol  injection  may 
be  tried. 

DERMATOLOGIC  DISEASE 

In  spite  of  the  apparent  frequency  of  the  so- 
called  idiopathic  pruritus,  the  area  is  subjected  to 
a variety  of  dermatologic  diseases,  some  of  which 
are  almost  exclusively  recognized  on  the  vulva. 
Among  the  most  common  lesions  is  intertrigo.  The 
persistent  moisture,  the  folds  of  tissue  in  almost 
constant  apposition,  and  the  tight  fitting  clothing 
to  enhance  the  irritation  associated  with  persistent 
activity  add  up  to  an  ideal  situation  for  the  devel- 
opment of  pruritus.  In  the  chronic  phase  of  this 
dermatitis,  the  reddened,  moist,  macerated  fissures, 
usually  noted  in  the  creases  of  the  thighs  and  outer 
folds  of  the  labia,  begin  to  show  thickening  and 
hyperkeratosis  along  the  edges.  Not  too  uncom- 
monly a diagnosis  of  leukoplakia  is  made  under 
these  circumstances,  although  this  condition  bears 
no  relationship  to  the  true  premalignant  disease. 
Of  major  importance  in  the  treatment  of  intertrigo 
is  the  use  of  drying  powder  and  light,  loose  cotton 
under  clothing.  Since  the  patients  are  frequently 
obese,  diet  is  an  important  adjunct  to  any  local 
therapy. 

Of  the  many  other  skin  diseases  which  poten- 
tially may  affect  the  vulva,  allergic  dermatitis  has 
become  more  prevalent  in  the  past  decade.  This 
is  related  largely  to  the  increase  in  use  of  more 
plastics  in  clothing  and  a variety  of  new  medica- 
tions, particularly  the  antibiotics.  Reactions  to 
the  latter  may  be  related  to  sensitivity  or  to  the 
elimination  of  normal  organisms  by  the  medica- 
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tion  so  that  fungi  and  trichomonads  are  allowed 
to  multiply  with  the  resultant  local  infection.  To 
these  recent  additions  to  the  list  of  allergens,  there 
are  the  more  common  offenders  such  as  powders, 
deodorants,  nail  polish,  and  a variety  of  other  ma- 
terials which  may  come  in  contact  with  the  vulvar 
skin.  Reactions  to  food  with  urticaria  are  of  course 
well  known  and  may  affect  the  external  genitalia. 
However,  generally  speaking,  these  hypersensi- 
tivities are  reflected  in  a more  generalized  erup- 
tion. Although  the  lesion  may  have  been  specific 
at  the  time  of  origin,  either  in  the  form  of  small 
vesicles  with  surrounding  erythema  or  urticarial 
rash,  often  the  scratching  has  eliminated  most  of 
the  identifying  features  and  a series  of  linear 
excoriations  with  superficial  ulcerations  make  up 
the  resultant  dermatitis.  Therefore  much  of  the 
diagnosis  depends  on  history  and  careful  survey  of 
the  rest  of  the  body.  These  lesions  respond  to  the 
antihistamines  and  local  cortisone  ointment.  If 
trichomonas  or  fungus  infection  does  play  a part, 
it  must,  of  course,  be  treated  specifically. 

VAGINAL  INFECTION 

Not  uncommonly,  pruritus  vulvae  is  secondary 
to  vaginal  discharge,  and  investigation  and  therapy 
limited  to  the  external  genitalia  alone  will  not 
answer  these  problems.  In  children  vaginal  weep- 
ing is  usually  related  to  irritations  of  the  thin, 
sensitive  vaginal  epithelium.  Twenty-five  years 
ago  gonococcal  vulvovaginitis  was  a common  af- 
fliction in  the  dispensary,  and  was  a chronic  un- 
solved problem  until  Lewis3  recognized  the  rela- 
tion of  this  disease  to  the  physiology  of  the  genital 
canal.  With  this  recognition  and  the  subsequent 
therapy  by  use  of  estrogens,  first  systemically  and 
then  locally,4  the  problem  of  the  treatment  for 
gonococcal  vulvovaginitis  was  eliminated.  Of 
course  today  the  antibiotics  have  largely  super- 
seded estrogens  as  the  treatment  of  choice  for 
gonococcal  infections.  However,  the  principle  is 
still  much  in  vogue.  For  the  occasional  non-spe- 
cific vaginitis  in  the  prepubertal  child  and  for  the 
rather  common  postmenopausal  vaginitis,  local 
estrogens  are  still  the  treatment  of  choice.  Several 
creams  and  suppositories  are  now  produced  for 
intravaginal  use,  and  treatment  for  2 to  3 weeks 
affords  great  relief.  It  must  be  emphasized  that 
thorough  examination  must  precede  the  institu- 
tion of  therapy.  Occasionally  in  the  child  a foreign 
body  in  the  vagina  or  a rare  tumor  of  the  region 
can  produce  a watery  irritating  discharge,  and 
commonly  in  the  postmenopausal  patient,  carci- 
noma of  the  uterus  may  be  heralded  by  such  a 
local  irritation. 


3.  Lewis,  R.  M.:  Am.  J.  Obst.  and  Gynec.  26:  593,  1933. 

4.  Woodruff,  J.  D.,  and  TeLinde,  R.  W.:  Treatment 
of  Gonococcal  Vaginitis  in  Children  with  Diethylstil- 
bestrol,  South.  M.  J.  35:  389,  1942. 


In  the  adult  menstruating  woman,  these  vaginal 
infections  are  more  specific,  but  the  focus  of  at- 
tention for  the  patient  is  frequently  still  the  vulva. 
It  is  not  too  uncommon  to  see  the  vulva  so  erythe- 
matous and  edematous  that  the  patient  is  almost 
unable  to  walk  or  sit  with  any  comfort.  These 
reactions  are  most  frequently  the  results  of  tricho- 
monas and  fungus  infestations  of  the  vaginal  canal. 
The  actual  mode  of  entry  of  these  organisms  into 
the  vagina  is  not  specifically  known.  It  is  recog- 
nized, however,  that  the  trichomonas  frequently 
is  found  in  the  vagina  in  the  absence  of  any  evi- 
dence of  irritation,  and  by  the  same  token  there 
are  unquestioned  non-pathogenic  fungi.  Although 
pathogenic  strains  of  fungi  are  recognized,  and 
varieties  of  trichomonads  which  can  be  differ- 
entiated by  their  growth  characteristics  have  been 
isolated,  there  are  still  factors  of  these  infesta- 
tions, particularly  of  the  trichomonas-associated 
vaginitis,  about  which  little  is  known.  It  has  been 
noted  that  with  many  of  these  infections  the  pH 
of  vaginal  secretion  has  increased  well  above  the 
normal  4.5  to  5.0.  By  the  same  token  a majority 
of  the  cases  can  be  treated,  at  least  symptomatic- 
ally,  by  reestablishing  this  normal  acidity.  The 
methodology  varies  greatly  from  the  use  of  acid 
douches  to  the  actual  introduction  of  acidifying 
materials,  such  as  B.  lactose  or  compressed  lactic 
acid  producing  organisms,  into  the  vagina.  Today 
attention  has  turned  to  a variety  of  trichomono- 
cidal  agents.  There  are  sufficient  numbers  on  the 
market  or  being  given  therapeutic  trials  to  allow 
each  of  us  to  use  a different  agent.  No  specific 
product  will  be  recommended.  However,  two  facts 
should  be  emphasized.  Foci  of  infection  should 
be  investigated,  both  those  in  patient  and  in  spouse. 
Trichomonads  may  be  found  in  the  routine  vaginal 
smear  when  there  is  no  evidence  of  infection.  It 
is  apparent  that  these  organisms  are  harbored  in 
the  endocervical  glands,  as  well  as  possibly  Skene’s 
and  Bartholin’s  glands.  Cauterization  of  the  endo- 
cervix  or  Skene’s  glands  may  eliminate  the  com- 
mon recurrences.  The  husband  may  also  be  a 
focus,  usually  from  the  prostate,  although  there 
are  no  clinical  symptoms.  Consequently,  protec- 
tion is  necessary  during  the  period  of  active  ther- 
apy and  some  attempt  at  treatment  of  the  male, 
poor  though  it  may  be,  should  be  instituted. 
Finally,  it  is  important  to  continue  treatment  per- 
sistently for  a minimum  of  3 weeks,  and  then  pre- 
and  postmenstrually  for  at  least  3 months.  Even 
with  this  thorough  regimen,  recurrences  must  be 
expected  and  then  therapy  may  be  changed. 

Pruritus  may  be  the  first  symptom  of  a systemic 
disease.  The  commonest  of  these  is  diabetes.  The 
vulva  presents  a very  specific  picture  in  the  acute 
phase.  The  labia  minora  and  majora  are  fiery 
red,  the  edges  of  the  area  being  usually  very  well 
demarcated.  In  the  chronic  phase  the  tissue  may 
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become  rather  grayish  red  and  appear  almost  like 
the  atrophic  changes  so  commonly  seen  in  the 
postmenopausal  patient  except  that  the  tissue  is 
not  atrophic  but  rather  slightly  edematous  with 
normal  architecture.  Itching  may  also  be  associated 
with  hepatitis,  certain  endocrine  abnormalities 
such  as  hyperthyroidism  and  pituitary  cachexia, 
and  local  manifestations  of  lymphoma.  These  lat- 
ter are  all  relatively  rare,  whereas  diabetic  vul- 
vitis is  common.  It  must  be  remembered  that 
fungus  infections  are  frequently  associated  with 
diabetes  and  must  be  treated  along  with  the  dia- 
betes to  obtain  the  best  results. 

OTHER  INFECTIONS 

There  are  certain  specific  infections  of  the  vulva 
which  do  not  usually  produce  itching  as  a primary 
complaint,  but  which  may  become  persistently  irri- 
tating in  their  chronic  phases.  Although  chan- 
croid and  syphilis  most  commonly  are  indigenous 
to  the  perineal  area,  the  primary  lesions  leave  little 
local  evidence  of  their  presence.  Such  is  not  the 
case  in  granuloma  and  lymphogranuloma  inguin- 
ale. Both  of  these  lesions  frequently  produce  dis- 
tortion of  the  external  genitalia  with  resultant 
pruritus.  Of  even  more  importance  is  the  fact 
that  these  chronic  irritative  lesions  may  lead  to 
carcinoma.  In  ten  of  fifty  cancers  of  the  vulva 
seen  at  The  Johns  Hopkins  Hospital  in  twenty 
years,  five  were  preceded  by  granuloma  inguinale 
and  five  by  lymphogranulomatous5  disease.  Fur- 
thermore, it  is  almost  impossible  to  distinguish  the 
benign  lesion  from  its  malignant  counterpart,  and 
only  by  biopsy  of  these  persistent  chronic  condi- 
tions may  the  diagnosis  be  established.  Finally, 
condylomata  acuminata,  warty  lesions  of  the  vulva 
of  virus  origin,  are  pruritic  and  the  patient  is  often 
unaware  of  the  presence  of  the  lesion  until  she 
begins  to  scratch  from  its  irritation.  Although 
podophyllin  usually  causes  disappearance  of  the 
lesions,  it  is  not  the  panacea  in  all  cases.  It  is 
important  to  follow  these  cases  since,  on  occasion, 
these  tumors  may  eventuate  in  carcinoma.  Al- 
though this  outcome  is  rare  in  this  country  where 
the  patient,  if  not  the  doctor,  is  anxious  to  be  rid 
of  her  problem,  the  same  is  not  true  elsewhere. 
Clarkwood  and  Shippel6  report  eight  of  twelve 
cases  of  carcinoma  of  the  vulva  in  South  Africa 
as  having  arisen  in  condylomatous  lesions. 

LEUKOPLAKIA 

One  of  the  most  perplexing  and  confused  sub- 
jects in  gynecology  is  that  of  leukoplakia  of  the 
vulva.  A majority  of  the  lesions  on  the  vulva 

5.  Salzstein,  S.  L.;  Woodruff,  J.  D.,  and  Novak,  E.  R.: 
Postgranulomatous  Carcinoma  of  the  Vulva,  Obst.  and 
Gynec.  7:  80,  1956. 

6.  Clarkwood,  G.  P.,  and  Shippel,  S.  S.:  Benign  Papil- 

loma of  the  Vulva  Changing  into  Malignant,  South 
African  M.  J.  27,  149,  1953. 


which  appear  white  have  been  called  leukoplakia 
at  one  time  or  another.  The  principal  problem 
hinges  around  the  malignant  potential  of  these  le- 
sions. If  a condition  precedes  cancer  in  a tangible 
percentage  of  the  cases,  it  is  then  of  major  impor- 
tance to  eliminate  the  lesion.  The  converse  of  this 
statement  is  obviously  true.  It  is  apparent  that  all 
whitish  lesions  of  the  external  genitalia  are  not 
premalignant.  However,  it  is  true  that  the  hyper- 
trophic, overactive  lesion  known  as  true  “leuko- 
plakia” does  precede  carcinoma  in  possibly  ten  or 
more  percent  of  the  cases.  The  more  common 
picture  on  the  vulva  is  that  of  atrophy,  called 
atrophic  leukoplakia  by  Taussig7  and  lichen  scler- 
osis et  atrophicus  by  the  dermatologist.  Minor 
degrees  of  this  change  are  frequently  seen  in  the 
postmenopausal  patient.  As  a result  of  the  fre- 
quency of  these  minor  changes,  the  statement  has 
been  made  that  this  atrophic  condition,  which  also 
produces  white,  hyperkeratotic  areas  on  the  vulva, 
is  never  followed  by  the  development  of  malig- 
nancy. Nothing  could  be  farther  from  the  truth, 
for  although  the  malignant  potential  is  low  in 
comparison  with  that  of  the  true  hypertrophic 
variety,  if  the  itching  persists  with  the  concomi- 
tant excoriation,  malignancy  will  develop  in  an 
occasional  case.  It  therefore  behooves  the  physi- 
cian to  examine  carefully  the  itching  lesion  re- 
gardless of  its  apparent  innocence  and  if  there  is 
an  elevated  thick  whitish  patch  this  should  be 
biopsied.  If  no  such  specific  lesion  is  noted,  it  is 
still  imperative  that  everything  be  done  that  is 
possible  to  alleviate  the  symptom  and  that  follow- 
up of  these  lesions  be  strongly  advocated. 

MALIGNANCY 

Finally,  the  true  malignancy  of  the  vulva  is  a 
pruritic  lesion.  In  more  than  90%  of  the  cases, 
itching  and  irritation  are  the  presenting  com- 
plaints. As  noted  previously,  the  commonplace 
nature  of  this  symptom  is  undoubtedly  the  reason 
for  the  delay  in  making  specific  diagnoses  and  in- 
stituting treatment  in  this  variety  of  pelvic  malig- 
nancy. Although  carcinoma  of  the  vulva  makes 
up  only  about  4%  of  the  primary  malignancies  of 
the  genital  canal,  nevertheless,  recognizing  that 
it  occurs  commonly  in  the  elderly  patient,  and  that 
surgery,  the  only  adequate  type  of  therapy,  is 
rather  extensive,  the  physician  should  make  every 
effort  to  study  pruritic  lesions  of  the  vulva  thor- 
oughly. The  simplicity  and  success  of  the  local 
surgical  therapy  for  pre-invasive  lesions  are  evi- 
denced by  the  followup  of  fourteen  such  cases 
without  recurrence  to  date.s 


7.  Taussig,  F.  J.:  Leukoplakic  Vulvitis  and  Cancer 
of  the  Vulva,  Am.  J.  Obst.  and  Gynec.  18:  472,  1929. 

8.  Woodruff,  J.  D.,  and  Hildebrandt,  E.  E.:  Carcinoma 
in  Situ  of  the  Vulva,  Obst.  and  Gynec.  12:  414,  1958. 
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CONCLUSIONS 

In  conclusion  I would  like  to  stress  two  points: 

1.  Any  lesion  which  is  persistently  pruritic 
should  be  treated  vigorously  toward  the  elimina- 
tion of  the  lesion  and  symptom.  It  seems  quite 
possible  that  any  lesion,  if  irritative  for  a long 


enough  period  of  time,  might  eventuate  in  cancer. 

2.  Any  specific  lesion  should  be  studied  thor- 
oughly and  biopsied  if  any  suspicious  areas,  such 
as  ulcerations  that  do  not  heal,  persistent  condylo- 
mata,  or  elevated  white  spots,  exist. 


DIAGNOSIS  AND  TREATMENT  OF  MANDIBULAR 

JOINT  REACTIONS 

JAMES  B.  COSTEN,  M.  D. 

St.  Louis,  Mo. 


Identification  of  the  mandibular  joint  syn- 
drome* 1 as  a symptom  complex  involved  sorting 
out  its  qualities  from  the  maze  of  known  reactions 
of  fifth  nerve  pain. 

This  search  began  when  enormous  interest  in 
otolaryngology  was  centered  about  the  sphenoidal 
sinus  and  its  problems.  Similarity  in  distribution 
of  ear  and  vertex  pain  directed  attention  to  the 
temporomandibular  joint. 

The  otolaryngologist,  once  interested,  found 
many  such  cases  because  of  the  location  of  symp- 
toms. The  neurosurgeon  welcomed  proof  of  such 
a secondary  neuralgia  to  explain  the  origin  of  pain 
reactions  which  were  clearly  not  tic  douloureux. 

The  sphenoidal  sinus  has  not  been  declassified 
as  unimportant.  Its  position  of  interest  was  simply 
scaled  down  to  a secondary  place  by  increased 
knowledge  of  allergy,  nasal  physiology  and  anti- 
biotics. 

Otalgia,  vertex  pain,  glossodynia,2  and  varieties 
of  trismus3  which  activate  the  mechanism  are 
clearly  established  in  diagnosis  of  the  symptom 
complex. 

A majority  of  dental  groups  showed  marked 
enthusiasm  for  this  syndrome,  some  parts  of  which 
have  appeared  years  ago  in  the  dental  literature.  It 
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was  refused  by  others  because  of  disagreement 
with  the  anatomical  reasoning,  or  because  of  mis- 
understanding of  the  purport  and  meaning  of  the 
study. 

There  is  general  acceptance,  however,  of  the 
origins  of  painful  reflexes  as  follows:  1.  Abnor- 

mal condyle  movement  producing  sensory  irrita- 
tion of  branches  of  the  auriculotemporal  nerve 
which  distribute  to  the  capsule  of  the  joint;  2. 
Direct  trauma  to  the  chorda  tympani4  nerve  which 
passes  along  the  medial  wall  of  the  glenoid  fossa; 
and  3.  Direct  trauma  to  the  retrocondylar  pad,5 
known  to  contain  sensory  elements.  In  addition 
to  pain  in  these  distributions,  reflex  pain  occurs  in 
the  lingual  nerve  with  typical  glossodynia.  Once 
pain  is  initiated,  reflex  contraction  of  the  masseter 
group  of  muscles  perpetuated  the  trismus  cycle  by 
producing  further  impingement.  Much  confusion 
could  be  avoided  in  correct  evaluation  of  cases 
suspected  of  mandibular  joint  involvement  if  the 
following  simple  classification  were  kept  in  mind. 
The  groups  overlap  in  many  cases. 

The  commonest  source  of  diagnostic  error  is  a 
hidden  cause  of  sensory  stimulation  which  is  un- 
recognized; or  a conversion  neurosis  case  who 
clings  to  the  original  symptoms,  refusing  to  admit 
improvement  after  treatment,  dental  or  direct,  has 
been  applied.  The  common  error  is  to  repeat  treat- 
ment on  the  basis  of  positive  local  findings  when 
no  improvement  has  been  gained. 

CLASS i 

Temporary,  with  otalgia  and  trismus  effects, 
simple  origin: 

— ulcerated  teeth 

— excessive  yawn  and  condyle  subluxation 

— stretch  of  jaws  under  anesthesia 

— blow  on  chin 


4.  Costen,  James  B.;  Clare,  M.  H.,  and  Bishop,  G.  H.: 
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— gripping  of  jaw  during  extreme  pain 
— parotitis,  early  parotid  tumors 
— furuncle  or  cellulitis  of  external  ear  canal 
— quinzy 

— injection  of  local  anesthesia  preceding  dental 
treatment 

— tetanus 

Treatment  of  diseases  of  the  temporomandibular 
joint  embraces  everything  from  removal  of  a 
single  source  of  trismus  to  surgical  attack  upon 
the  joint  itself.  If  an  accidental  movement  of  the 
lower  jaw,  such  as  a blow  to  the  jaw  or  a yawn, 
produces  enough  irritation  within  the  joint,  tris- 
mus and  otalgia  ensue.  The  treatment  is  external 
elastic  splinting,  local  heat  and  sedative  drugs.  If 
the  origin  is  an  abscessed  tooth  or  infection  of  the 
ear  canal,  removal  of  these  sources  is  the  solution. 

Overclosure  of  jaws  with  compression  of  eusta- 
chian  tubes  proved  to  be  the  only  factor  in  “deaf- 
ness.” This  was  a subjective  reaction  of  the  patient 
and  not  substantiated  by  audiometric  tests.  The 
responsibility  of  the  otologist  is  to  oppose  strongly 
any  advice  that  promises  that  change  of  occlusion 
will  benefit  hearing. 

Case  1.:  Mrs.  G.  McC.,  age  73.  When  examined  on 

9-12-58  this  patient  described  attacks  of  “catching”  of 
the  jaw,  constant  radiating  pains  to  the  left  ear  and 
deep  soreness  in  the  left  side  of  the  throat.  This  dis- 
comfort extended  behind  the  left  side  of  the  soft  palate 
as  if  a chronic  infection  were  present.  She  frequently 
asked  her  physician  to  apply  strong  solutions  to  the  area 
behind  the  palate  on  the  left  side. 

Examination  showed  crepitus  in  both  mandibular 
joints,  the  left  extremely  tender  to  palpation.  No  mas- 
seter  tremor.  Films  showed  flattening  of  the  right  con- 
dyle, the  glenoid  fossa  also  flattened  to  conform  to  the 
shape  of  the  condyle,  and  joint  spaces  narrowed  on  the 
right  side.  All  left  joint  structures  normal  in  appear- 
ance. Occlusion  was  perfectly  balanced  by  recent  den- 
tal restorations. 

Elastic  splinting  of  the  jaw  was  started,  using  2 mm. 
cork  within  the  right  side  during  the  half  hour  treat- 
ments. She  reported  much  improvement  on  9-15-58 
and  requested  removal  of  a tonsil  fragment  from  the 
left  side  of  the  throat.  This  was  done  at  St.  Luke’s 
Hospital  on  9-22-58.  During  the  surgery  an  elongated 
styloid  process  was  found,  embedded  in  scar  tissue  and 
fixed  to  tissue  near  the  base  of  her  tongue.  This  was 
exposed,  and  2 cm.  of  the  process  amputated.  Even  be- 
fore the  soreness  left  her  throat  most  of  her  original 
pains  were  gone.  When  seen  two  months  later  she  was 
symptom  free. 

This  case  was  selected  as  an  example  of  Class  I 
in  which  the  remote  cause  of  trismus  and  pain, 
elongated  styloid  process,6  was  discovered,  almost 
by  accident.  Hydrocortisone  injection  of  the  joint 
was  not  clearly  indicated;  use  of  elastic  splinting 
was  quite  helpful;  and  occlusal  restoration  had 


6.  Eagle,  Watt  W.:  Elongated  styloid  process,  Arch. 
Otolaryng.  67:  172-176  (February)  1958. 
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removed  some  of  the  symptoms.  Complete  relief 
was  not  accomplished  until  the  source  of  pain  and 
trismus  was  removed. 

CLASS  II 

Semi-permanent,  recurrent,  with  pain  effects 
and  structural  changes: 

— fracture  of  the  jaw 

— intermittent  trismus  from  third  molar  impac- 
tion 

— abnormal  joint  relations  in  development  of 
asymmetric  jaws 

— erosion  of  condyle,  meniscus,  and  tubercle,  as 
a malocclusion  effect 

— sharing  general  osteoporosis 

If  the  joint  changes  are  secondary  to  long  stand- 
ing malocclusion  and  improper  action  of  the  con- 
dyle, irreversible  changes  in  the  meniscus,  carti- 
lage and  bone  structures  of  the  joint  occur.  These 
tissues  cannot  be  improved,  but  restoration  of  bal- 
anced occlusion  usually  removes  the  source  of 
stress  and  damage,  so  that  pain  and  trismus  are  re- 
lieved. 

So  many  cases  of  this  group  improve  on  splint- 
ing of  the  jaw,  concurrent  with  injection  of  the 
joint  with  hydrocortisone,  that  restoration  of  occlu- 
sion becomes  optional.  Interruption  of  the  trismus 
cycle  thus  produces  such  comfort  that  no  other 
treatment  is  necessary,  unless  grossly  bad  action 
of  the  condyle  continues  the  irritative  reflex  and 
a pain  sequence  again  ensues. 

Examples  selected  from  this  class,  in  which 
occlusal  restoration  has  failed,  or  succeeded  tem- 
porarily, respond  to  resection  of  the  meniscus  and 
retrocondylar  pad.  The  meniscus  is  usually  found 
to  be  deformed,  rough  with  dense  adhesions,  or 
impacted  upon  exotoses  of  the  condylar  head.  The 
retrocondylar  pad,  bearing  sensory  elements,  is 
resected  along  with  the  meniscus.  Pain  is  relieved 
but  excursion  of  the  condyle  is  usually  neither  re- 
stricted nor  improved  by  the  procedure. 

Case  2.:  Mrs.  N.  L.,  age  29.  This  patient  gave  a his- 

tory of  a blow  on  the  chin  at  age  10,  severe  enough  to 
knock  her  out.  At  age  19,  while  chewing  gum,  she  had 
a painful  snap  of  the  jaw  and  since  then  felt  crepitus  in 
both  joints  on  chewing.  Left  sided  otalgia  and  attacks 
of  trismus  increased  since  1957.  Injections  of  Hydeltra 
into  the  joint  were  made  in  January  and  July  of  1958, 
with  temporary  relief. 

When  examined  on  9-12-58,  mouth  opening  was 
limited  to  about  2 cm.  between  the  incisors.  Palpation 
of  the  joints  was  difficult  but  revealed  extreme  tender- 
ness, both  sides.  X-rays  showed  angular  deformity  of 
left  condyle,  increased  density  and  fixation  on  the  left. 
The  right  joint  was  normal,  except  for  wide  excursion 
on  opening.  She  was  started  on  elastic  splinting  of  the 
jaw  and,  when  reviewed  10-21-58,  she  could  open  the 
jaw  widely,  but  still  had  otalgia  on  the  left  side. 

On  10-22-58  surgical  exploration  of  the  left  joint  re- 
vealed a scarred  mass  replacing  the  meniscus  and  retro- 
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condylar  pad.  The  eroded  and  jagged  upper  condyle 
surface  was  removed,  amounting  to  partial  condylec- 
tomy.  She  was  discharged  on  11-1-58,  free  of  pain,  with 
mild  sideward  shift  of  jaw  action.  The  use  of  elastic 
splinting  was  continued,  using  the  cork  within  the  oper- 
ated side.  When  seen  two  weeks  later  there  was  marked 
improvement  of  all  symptoms. 

This  case  is  borderline  between  Class  II  and 
Class  IV.  Although  some  ankylosis  had  occurred, 
she  was  restricted  from  wide  opening  by  pain  more 
than  by  structural  change.  This  was  proved  by 
wide  opening  of  the  jaw  after  three  weeks  of 
elastic  splinting,  an  excellent  experiment  in  dem- 
onstrating the  pain  origin  of  trismus. 


Fig.  1:  This  type  of  elastic  chin  support  is  the  most 
practical  for  “splinting”  the  mandible,  in  controlling 
painful  movement  of  the  condyle.  Change  from  the 
condyle’s  habitual  rest  position  is  made  by  interposing 
a small  cork  disc  between  teeth  opposite  the  painful 
side,  or  bilaterally  if  both  sides  are  affected.  (A  & B) 

The  size  illustrated  may  be  used  for  the  average  head, 
adding  V2  inch  to  both  vertical  and  horizontal  loops  for 
large,  and  using  V2  inch  less  for  smaller  size  ranges.  The 
supports  are  best  produced  in  hospital  linen  rooms.  The 
material  is  3 inch  Natural  Color  Elastic,  Style  No.  3746, 
produced  by  United  Elastic  Corp.,  Stuart  Division, 
Stuart,  Virginia. 

Hydrocortisone  injection,  usually  25  mg.,  is  made  with 
mouth  open,  directly  into  the  synovial  space  of  the  joint. 
Skin  and  capsule  are  prepared  with  novocaine.  (C) 

CLASS  III 

Semi-permanent,  recurrent,  with  or  without 
joint  pathology: 

— bona  fide  pain  effects  relieved  by  occlusal 
restoration,  but  retained  by  patient  as  a con- 
version neurosis 

— hysterical  trismus  with  no  joint  changes 

— pain  effects,  tiring  of  jaws,  inability  to  tolerate 
dentures,  based  on  masseter  tremor 

During  the  study  of  a group  of  cases  unimproved 
after  dentistry,  masseter  muscle  tremor,7  an  ob- 


scure muscle  reaction  with  psychogenic  implica- 
tions was  identified  as  important  in  the  etiology 
of  these  unimproved  cases.  Ordinarily  tremor  has 
been  associated  with  fear,  shock,  and  neurologic 
changes.  Apart  from  these  conditions  it  had 
usually  been  unnoticed  when  the  mandibular  joint 
syndrome  was  studied.  The  pathogenesis  is  not 
clear,  neurological  examination  being  negative. 

Since  emotional  overlay  is  a large  factor  in  this 
condition,  psychotherapy  appears  to  hold  promise 
in  treatment.  Meanwhile,  in  spite  of  the  failure 
of  treatments  directed  to  jaw  structures,  the  pa- 
tients, without  exception,  are  relieved  by  passive 
support,  simple  elastic  splinting  of  the  jaw  and 
masseter  muscle  group.  Short  half-hour  periods 
are  more  effective  and  more  restful  than  longer 
ones.  A few  have  shown  improvement  on  tran- 
quilizing  drugs,  small  doses  being  given  along  with 
other  measures. 

The  most  difficult  and  deceptive  group,  these 
patients  refuse  to  accept  their  unfortunate  status. 
They  will  receive  a careful  study  and  faithful 
explanation  of  the  case  and  appear  to  understand 
the  problem.  After  a prolonged  absence  in  which 
many  procedures  have  been  tried,  they  return  for 
an  explanation  of  “treatment”  failures. 

CLASS  IV 

Permanent,  developing  ankylosis: 

— arthritic  pain  effects,  subsiding  as  ankylosis 
increases 

— fibrosis  after  fracture  of  head  of  condyle  or 
tympanic  plate 

— fibrosis  and  osteitis  after  mastoiditis,  a de- 
layed effect  of  one  year  or  more 

— foreign  body,  as  bullet  injury 

— fibrosis  of  internal  pterygoid  or  masseter 
fascia  after  dental  anesthesia  (injection),  and 
after  parotid  abscess. 

When  excursion  is  restricted,  partially  or  com- 
pletely as  in  ankylosis,  amputation  of  the  condyle 
is  done.  All  fibrous  scarring  about  the  joint  and 
coronoid  process  is  resected.  When  matted  and 
firm,  removal  of  the  coronoid  process  is  sometimes 
necessary  before  free  movement  of  the  lower  jaw 
is  obtained.  When  a partial  or  limited  condylar 
resection  is  anticipated,  the  trouble-free  endaural 
incision8  is  used  to  expose  the  joint.  Incision  an- 
terior to  the  auricle  and  along  the  zygoma  may 
be  readily  used  for  more  extensive  exposure  of  the 
ramus. 

Unnecessary  surgery  on  one  or  both  joints  has 
converted  some  patients  belonging  to  the  neurosis 
group,  Class  III,  into  mutilations  of  Class  IV. 


7.  Costen,  James  B.:  Masseter  muscle  tremor:  An  8.  Rongetti,  J.  R.:  Meniscectomy:  A new  approach  to 
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SUMMARY 

It  is  not  necessary  to  revamp  our  reasoning  as 
to  why  the  mandibular  joint  syndrome  occurs.  The 
findings  are  mainly  objective  and  obvious. 

It  is  extremely  important  to  apply  direct  mea- 
sures to  the  joint  action,  such  as  elastic  splinting 
of  the  jaw  and  injection  of  steroid  substances. 
These  should  be  used  routinely,  over  long  periods, 
even  in  the  presence  of  suspected  neuroses. 

Four  general  categories  have  been  mentioned. 
In  all  groups  the  complex  interaction  of  neuro- 
muscular cycles  requires  the  use  of  measures  which 
remove  the  source  of  trouble,  and  still  leave  jaw 
function. 

Relief  of  pain  is  primary  in  all  treatment,  but 
as  in  no  other  joint  in  the  body,  further  ankylosis 
must  not  be  implemented  in  the  course  of  treat- 
ment. 

3720  Washington  Blvd. 


Chest  Blow  May  Start  Arrested  Heart — A fast  blow  on 
the  chest  may  start  a heart  beating  after  it  has  suddenly 
stopped,  an  Oregon  physician  said  recently. 

Writing  in  the  July  11  Journal  of  the  American  Medi- 
cal Association,  Dr.  John  T.  Brandenburg,  Medford,  re- 
ported a case  of  cardiac  arrest — in  which  the  heart  sud- 
denly stops  for  no  apparent  reason — that  was  treated  by 
three  strong  blows  on  the  left  side  of  the  chest. 

The  most  frequently  reported  means  of  treating  cardi- 
ac arrest  is  by  opening  the  chest  and  massaging  the 
heart.  However,  this  must  be  done  within  four  min- 
utes. If  the  brain  is  without  blood  for  more  than  four 
minutes,  irreparable  damage  will  occur. 

Dr.  Brandenburg’s  patient  was  a 64-year-old  man  who 
suffered  a heart  attack  on  the  golf  course.  Shortly 
after  he  arrived  at  the  hospital,  he  suddenly  announced 
that  he  was  “passing  out.” 

No  pulse  could  be  felt  and  heart  tones  that  had  been 
clearly  heard  a minute  before  were  absent.  “A  diagno- 
sis of  death  due  to  cardiac  arrest  was  made  and  thoughts 
of  immediate  thoracotomy  were  entertained,”  Dr. 
Brandenburg  said. 

However,  he  remembered  that  other  doctors  had  ad- 
vised chest  blows,  and  he  struck  three  blows  with  his 
clenched  fist. 

“Just  after  the  third  blow,  to  my  delighted  surprise,” 
Dr.  Brandenburg  said,  “a  strong,  but  very  irregular  pulse 
was  felt  which  soon  became  regular.” 

The  total  period  of  cardiac  arrest  was  less  than  one 
minute.  About  10  seconds  after  the  return  of  his  pulse, 
the  patient  regained  consciousness  with  the  comment, 
“I  must  have  passed  out.” 

The  patient  was  treated  routinely  and  recovered  un- 
eventfully. 

Dr.  Brandenburg  recommended  that  a chest  blow  first 
be  tried  in  cases  of  cardiac  arrest.  If  there  is  not  an 
immediate  response,  other  methods  should  then  be  tried. 


Child-Feeding  Tips  Offered  in  Today's  Health — Be- 
tween the  ages  of  one  and  three,  children  frequently 
turn  from  “eager  eaters”  to  “negligent  nibblers.” 

Although  this  is  a fairly  normal  occurrence,  many 
mothers  become  anxious  and  upset,  complicating  the 
problem  further. 

Some  tips  on  handling  the  situation  were  given  by  two 
Jacksonville,  Fla.,  pediatricians,  Drs.  Cornelia  M.  and 
Hugh  A.  Carithers,  in  the  July  Today’s  Health,  pub- 
lished by  the  American  Medical  Association. 

“During  the  first  year  of  life,  babies  usually  triple 
their  birth  weight;  during  the  second  year,  a gain  of 
about  five  pounds  is  average,”  the  doctors  said.  “More- 
over, this  relatively  small  weight  gain,  as  compared  to 
the  first  year,  is  never  steady. 

“For  two  or  even  three  months  at  a time  the  weight 
may  be  stationary.  During  these  lulls  in  growth,  the 
appetite  wanes  and  not  only  does  the  child  need  little 
food,  he  wants  little.” 

In  addition,  the  youngster  has  reached  the  “negative 
stage,”  in  which  he  is  developing  a will  of  his  own. 

In  most  cases,  children  will  select  what  they  need  and 
want  if  left  alone  over  a period  of  time.  However,  the 
mother  must  still  provide  the  opportunity  for  the  eating 
of  a balanced  diet. 

The  doctors  suggested  that  the  mother  watch  the 
trend  of  the  child’s  appetite  and  serve  his  plate  accord- 
ingly. This  will  cut  down  on  waste  and  spare  her 
nerves. 

If  the  trend  is  toward  milk  and  away  from  vegetables, 
for  example,  only  small  amounts  of  the  latter  are  pro- 
vided,” the  doctors  said. 

If  the  child  goes  on  a “milk  holiday,”  the  best  policy  is 
to  use  abundant  milk  on  cereals,  soups,  sauces  and  oth- 
er foods,  and  not  urge  that  it  be  drunk. 

The  doctors  also  suggested  the  following: 

— As  the  child  learns  to  feed  himself,  he  should  use  a 
shorthandled  spoon.  Thick  sticky  foods  such  as  pota- 
toes and  cereal  are  more  likely  to  make  “the  precarious 
journey  successfully  from  plate  to  mouth.” 

— The  time  to  introduce  coarse  foods  can  be  deter- 
mined by  watching  chewing  motions  made  by  the  baby. 
When  good,  strong  chomping  motions  are  made,  some 
coarse  foods  (toast  or  crackers)  may  be  enjoyed. 

— Children’s  food  should  be  well  seasoned,  although 
not  too  highly.  It  should  be  attractively  served. 

— Color  influences  youngsters  in  their  choice  of  food. 
It  has  been  noted  that  children  are  more  likely  to  eat 
bland  potato  or  celery  soup  if  it  is  colored  red  with  a 
vegetable  dye  than  if  it  is  served  in  its  natural  state. 
Beets  are  often  more  popular  than  cauliflower. 


At  one  time  more  than  99%  of  the  cases  of  Rocky 
Mountain  spotted  fever  occurred  in  the  Mountain  and 
Pacific  States.  But  now  the  incidence  of  the  disease  in 
these  areas  has  declined  markedly,  and  the  ailment  is 
increasingly  prevalent  in  the  South  Atlantic  states.  It 
has  been  known  to  occur  in  Long  Island,  New  York, 
since  1912,  according  to  the  current  edition  of  Patterns 
of  Disease,  published  by  Parke,  Davis  & Company  for 
the  medical  profession. 
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Arctic  Called  Place  to  Live,  Work — Summertime  ex- 
cursions across  the  Greenland  ice  cap  may  someday  be 
no  more  dangerous  than  camping  in  the  Sierras,  an 
Army  physician  has  predicted. 

“Those  who  pioneered  the  West  found  the  Sierras  al- 
most impenetrable,  but  today  city  dwellers,  without 
batting  an  eyelash,  spend  happy  and  unconcerned  weeks 
camping  there,”  according  to  Capt.  Alan  D.  Matzger. 

Someday,  the  frozen  regions  of  the  world  will  be 
similarly  treated.  However,  much  must  first  be  learned 
about  the  regions  and  their  effect  on  man’s  health. 

Captain  Matzger,  who  is  stationed  at  the  U.  S.  Army 
Medical  Research  Laboratory,  Ft.  Knox,  Ky.,  is  spending 
the  summer  in  Greenland,  providing  medical  support 
for  army  engineers  near  Thule. 

In  a guest  editorial  in  the  July  Archives  of  Internal 
Medicine,  published  by  the  American  Medical  Associa- 
tion, Captain  Matzger  noted  that  many  people  are  al- 
ready living  and  working  in  the  arctic  regions.  They 
are  no  different  from  persons  living  in  the  United  States, 
Australia  or  France,  and  their  lives  are  no  more  dan- 
gerous. 

“Just  as  we  have  learned  that  it  is  safer  to  cross  an 
intersection  when  the  light  is  green,  they  have  their 
‘homely’  safety  precepts,”  Captain  Matzger  said. 

They  know  that  they  cannot  take  needless  chances; 
that  they  must  be  prepared  to  be  isolated  whenever 
they  leave  their  communities.  Following  such  rules  be- 
comes second  nature. 

Life  in  the  frozen  regions  of  the  world  is  “most  em- 
phatically not  a struggle  for  existence.  Fruitful,  mean- 
ingful important  work  has  been  done,  is  being  done  and 
will  be  done,”  he  said. 

The  commercial  possibilities  are  already  being  devel- 
oped. Oil  and  uranium  is  being  exploited  in  the  Ca- 
nadian subarctic.  Sealing  and  codfishing  industries 
have  been  established.  Denmark  has  begun  encourag- 
ing vacations  in  Greenland  for  its  citizens.  Other  is- 
lands will  become  popular  as  vacation  spots. 

Before  the  areas  can  be  fully  developed,  many  ques- 
tions of  a fundamental  nature  must  be  answered,  he 
said.  They  include:  What  are  the  dietary  caloric  re- 

quirements? What  factors  aggravate  the  production  of 
frostbite?  What  is  the  effect  of  extreme  cold  on  disease- 
causing  organisms  and  on  various  diseases  themselves? 

How  can  the  public  health  problems  of  water  and 
sewage  be  solved?  What  happens  when  man  does  not 
have  the  normal  day-night  cycle  of  the  temperate  re- 
gions? 

“There  is  some  germ  of  the  pioneer  in  most  of  us  yet. 
Here  is  probably  the  last  geographic  frontier.  . . . Some- 
one will  take  advantage  of  it;  we  will  have  to  know 
about  it,”  Captain  Matzger  concluded. 


Nearly  2,000  persons  from  all  over  the  world  will 
gather  in  Chicago  Aug.  29-Sept.  4 for  the  second  World 
Conference  on  Medical  Education. 

The  conference,  sponsored  by  the  World  Medical  As- 
sociation, will  be  attended  by  medical  educators  from 
50  countries.  Other  sponsoring  groups  are  the  World 
Health  Organization,  the  Council  for  International  Or- 
ganizations of  Medical  Sciences,  and  the  International 
Association  of  Universities. 

The  Palmer  House  will  be  the  place  of  meeting. 


Loss  of  Memory  Afflicts  Thousands  Every  Year — If 

you  ever  encounter  an  amnesia  victim,  the  best  thing  to 
do  is  to  take  him  to  the  nearest  hospital  for  immediate 
medical  and  psychiatric  treatment. 

This  is  the  advice  of  Dr.  Gloria  Bentinck,  clinical  di- 
rector of  psychiatry  at  San  Francisco  Hospital,  who 
treats  25  to  35  amnesia  victims  a year.  She  is  quoted 
in  an  article  in  the  July  Today’s  Health,  published  by 
the  American  Medical  Association. 

You  should  never  try  to  treat  a person  with  loss  of 
memory  yourself.  The  earlier  he  receives  psychiatric 
care,  the  better,  according  to  Dr.  Bentinck. 

The  Today’s  Health  article  pointed  out  that  amnesia 
is  “more  than  a tired  vehicle  for  grade  B movies;”  it  is 
a frightening  reality  to  thousands  of  persons  each  year. 

Amnesia  is  the  functional  disturbance  or  loss  of  mem- 
ory. It  may  be  general,  with  complete  loss  of  recall,  or 
partial,  with  the  forgetfulness  of  only  certain  ideas, 
names,  words,  events,  people,  and  their  associations. 

It  has  been  described  as  the  “shell  shock  of  civil  life,” 
the  article  said.  It  is  frequently  encountered  on  the 
battlefield,  where  soldiers  see  more  horrors  than  they 
can  bear  to  remember. 

Unfeigned  amnesia  of  psychic  origin  is  not  common- 
place. When  it  comes,  the  malady  usually  disappears 
in  a few  days  or  a week,  even  without  treatment.  Fre- 
quently such  victims  can  be  hypnotized  and  made  to 
relive  incidents  from  their  pasts  which  may  offer  clues 
to  their  identity. 

One  of  the  most  severe  forms  is  known  as  fugue, 
which  almost  always  reflects  the  presence  of  a deep- 
seated  psychoneurosis  or  a constitutional  inability  to 
face  reality,  the  article  said.  However,  even  normally 
sound  and  well-adjusted  persons — if  the  stress  is  sud- 
den or  reaches  an  unbearable  degree — can  take  refuge 
in  temporary  amnesia,  which  does  not  always  indicate 
immaturity  or  emotional  inadequacy,  the  article  said. 

Amnesia  can  appear  following  physical  damage  to 
the  brain.  It  may  be  a symptom  of  organic  disease, 
such  as  tumors  or  abscesses  in  the  head.  Asphyxia  may 
cause  temporary  forgetfulness,  as  may  sedatives,  anes- 
thetics, and  alcohol.  The  degenerative  changes  of  old 
age  may  also  produce  amnesia. 

Each  year  some  20,000  amnesia  cases  are  reported  by 
police,  hospitals,  and  public  welfare  agencies,  the  arti- 
cle said.  Of  these,  more  than  half  may  be  faked  or  pre- 
tended. The  term  amnesia  is  used  frequently  to  describe 
cases  where  persons,  disappearing  from  their  homes,  lat- 
er reappear  and  claim  complete  loss  of  memory  for  any 
events  connected  with  the  disappearance.  It  may  be 
only  an  excuse  or  may  be  a way  of  finding  relief  from 
an  unpleasant  situation. 

But  whatever  the  cause,  the  amnesia  victim  needs 
medical  and  psychiatric  aid. 

The  article  was  written  by  Stanley  S.  Jacobs,  San 
Francisco. 


Cars  that  did  not  have  the  right  of  way  injured  608, h 
400  and  killed  3,890  persons  on  U.  S.  highways  in  1958. 


There  were  24,830  pedestrians  injured  crossing  inter- 
sections with  the  signal  in  their  favor  during  1958  in 
the  United  States. 


In  1958,  more  than  49  per  cent  of  the  traffic  injuries 
resulted  from  weekend  accidents. 
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Dr.  L.  L.  HILL  HONORED 

The  Society  for  Vascular  Surgery  has  added 
new  luster  to  the  memory  of  Dr.  L.  L.  Hill  of 
Montgomery,  one  of  Alabama’s  great  physicians 
and  the  first  surgeon  in  America  to  suture  the 
human  heart  successfully.  Dr.  Hill  (1862-1946) 
was  honored  posthumously  with  a plaque  com- 
memorating his  “pioneering  contributions”  to 
cardiovascular  surgery. 

The  plaque  was  accepted  by  Dr.  Hill’s  son, 
United  States  Senator  Lister  Hill. 

In  accepting  the  plaque  honoring  his  father, 
Senator  Hill  recalled  that  in  1902  Dr.  Hill  accom- 
plished a medical  “first”  in  this  country  when  he 
successfully  sutured  the  knife-pierced  heart  of  a 
13-year-old  Negro  boy.  This  milestone  in  Ameri- 
can surgery  took  place  in  Montgomery  on  a kitchen 
table  in  a crude  wooden  shack  under  the  flickering 
light  of  two  kerosene  lamps. 

Although  Dr.  Hill  enjoyed  outstanding  success 
in  his  professional  field,  he  is  remembered  today 
equally  well  as  a warm  and  understanding  human 
being. 

His  philosophy  in  this  regard  is  set  forth  in  Dr. 
Hill’s  own  words  delivered  at  a banquet  in  Mont- 
gomery in  1932  commemorating  his  fiftieth  year 
of  practice.  Said  Dr.  Hill  at  this  time:  “I  care  not 
what  a man’s  mental  endowments  are  nor  what 
his  professional  attainments  may  be,  unless  he  is 
true  to  his  ideals,  and  has  the  approval,  the  sym- 
pathy of  his  fellows,  his  life  is  a failure,  for  the 
dominant  and  triumphant  tone  of  life  is  love.” 

At  this  same  banquet,  Dr.  Rudolph  Matas  of  New 
Orleans,  himself  a famous  American  in  surgery, 
demonstrated  Dr.  Hill’s  success  in  following  this 
philosophy  when  he  said:  “We  who  love  him  for 
what  he  is  to  us  personally  and  professionally  hail 
the  advent  of  his  golden  jubilee  with  the  acclaim 
that  is  due  to  the  prize  winner  in  the  race  of  life’s 
noble  achievements.” 

Dr.  Hill  was  graduated  at  19  from  New  York 
University  Medical  School.  The  following  year 
he  was  graduated  from  Jefferson  Medical  College 
in  Philadelphia,  after  which  he  spent  a year  at 
Wyeth’s  New  York  Polyclinic  School,  and  then 
studied  for  some  months  under  Joseph  Lister  at 


King’s  College  Hospital  in  London.  In  1881  after 
his  graduation  in  New  York,  he  was  admitted  to 
the  practice  of  medicine  in  Alabama.  He  died  in 
1946  after  ministering  to  the  sick  and  suffering  in 
his  home  state  for  more  than  60  years. 

MEDICAL  PROGRESS  ASSEMBLY 
Birmingham,  September  13-15 

One  of  the  South’s  largest  and  most  comprehen- 
sive postgraduate  medical  assemblies  will  be  con- 
ducted in  Birmingham,  September  13-15,  1959. 

Some  4,000  leading  Southern  physicians  have 
been  invited  to  the  second  annual  Medical  Prog- 
ress Assembly  which  will  feature  a speaking 
faculty  comprised  of  16  nationally  recognized  phy- 
sicians in  various  specialties. 

The  Assembly  will  be  presented  by  the  Birming- 
ham Academy  of  Medicine  and  will  be  held  in  the 
Dinkler-Tutwiler  Hotel. 

Hundreds  of  physicians  from  the  southeast  took 
part  in  the  Assembly  last  year  and  both  the  speak- 
ing faculty  and  subjects,  as  well  as  the  exhibits, 
have  been  expanded  this  year. 

The  serious  and  scientific  programs  will  blend 
with  fellowship  and  social  activities.  There  will 
be  special  programs  for  wives  of  physicians  who 
attend  the  Assembly. 

Registration  will  open  Sunday,  September  13  at 
the  Tutwiler  and  again  at  8 a.m.  on  September  14. 
A reception  and  social  function  are  scheduled  for 
Sunday  evening.  An  advance  registration  fee  of 
$15.00  has  been  set  to  facilitate  registration  and 
save  time  upon  arrival.  Checks  may  be  sent  to 
Medical  Progress  Assembly,  P.  O.  Box  2591,  Bir- 
mingham 2,  Alabama. 

The  American  Academy  of  General  Practice  has 
approved  the  Assembly  for  12  hours  of  Category  I 
credit.  Each  of  the  speakers  was  chosen  because 
of  his  recognized  abilities  and  contributions  to 
modern  medicine. 

Main  speakers  and  their  subjects  will  be: 

Dr.  C.  Paul  Hodgkinson,  Henry  Ford  Hospital, 
Detroit,  Michigan,  “Obstetrical  Hemorrhage”;  Dr. 
Ed  S.  Stafford,  Johns  Hopkins  University,  “Diver- 
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ticulitis  of  the  Colon,  Surgical  or  Medical?”;  Dr. 
Edward  D.  Freis,  Veterans  Administration  Hos- 
pital, Washington,  D.  C.,  “The  Treatment  of  Hyper- 
tension with  Antihypertensive  Drugs”;  Dr.  I.  Snap- 
per, Beth-El  Hospital,  Brooklyn,  New  York,  “The 
Diagnostic  Treasures  of  Empirical  Medicine.” 

Speakers  will  also  include:  Dr.  Earle  B.  Ma- 

honey, University  of  Rochester  School  of  Medicine, 
Rochester,  New  York,  “Diagnosis  and  Management 
of  Constrictive  Pericarditis”;  Dr.  Howard  F.  Pol- 
ley,  Mayo  Clinic,  “The  Management  of  Rheumatoid 
Arthritis”;  Dr.  Benjamin  Felson,  University  of 
Cincinnati,  Cincinnati,  Ohio,  “Some  Roentgen 
Signs  of  the  Acute  Abdomen”  and  Dr.  Curtis  P. 
Artiz,  University  of  Mississippi,  “Management  of 
Thermal  Burns.” 

Doctors  will  also  hear  discussions  from  the  fol- 
lowing: Dr.  Richard  Bing,  Washington  Univer- 

sity, St.  Louis,  Missouri,  “Changing  Concepts  of 
Coronary  Heart  Disease  and  Coronary  Circula- 
tion”; Dr.  A.  Edward  Maumenee,  Johns  Hopkins 
University,  “Ocular  Manifestations  of  Systemic 
Diseases”;  and  Dr.  H.  H.  Bradshaw,  Bowman  Gray 
School  of  Medicine,  Winston  Salem,  North  Caro- 
lina, “Surgical  Management  of  the  Patient  with 
Incurable  Cancer.” 

In  addition,  talks  will  be  made  by  Dr.  R.  Gordon 
Douglas,  Cornell  Medical  School,  New  York,  “A 
Conservative  Approach  to  Gynecologic  Surgery”; 
Dr.  William  B.  Bean,  State  University  of  Iowa, 
“Useful  Lessons  From  Rare  Diseases”;  Dr.  Jack 
Lapides,  University  of  Michigan  School  of  Medi- 
cine, Ann  Arbor,  Michigan,  “Fluid  and  Electrolyte 
Balance”;  and  Dr.  Stewart  Wolf,  University  of 
Oklahoma  School  of  Medicine,  “An  Evaluation  of 
the  Pertinence  of  Life  Situations  and  Emotions  to 
Cardiovascular  Symptoms  and  Disease.” 


BLOOD  CHOLESTEROL  LOWERED 
WITH  NICOTINIC  ACID 

Prompt  and  sustained  reduction  of  blood  cho- 
lesterol levels  has  been  obtained  in  hypercholes- 
teremic  patients  treated  with  large  doses  of  nico- 
tinic acid,  according  to  Drs.  William  B.  Parsons, 
Jr.,  and  John  H.  Flinn,  of  the  Department  of  In- 
ternal Medicine,  Jackson  Clinic,  in  Madison,  Wis- 
consin. 

Drs.  Parsons  and  Flinn  reported,  in  a scientific 
exhibit  at  the  108th  annual  convention  of  the 
American  Medical  Association,  that  nicotinic  acid 
is  an  effective  and  practical  agent  for  the  reduc- 
tion of  elevated  levels  of  blood  cholesterol,  par- 
ticularly the  beta-lipoprotein  fraction. 

The  lowering  of  blood  cholesterol  is  believed  to 
be  a factor  in  preventing  or  arresting  atheroscle- 
rosis. There  is  increasing  evidence  that  the  occur- 
rence of  atherosclerosis  can  be  associated  with 


hypercholesteremia  and  elevated  ratios  of  beta- 
lipoprotein  to  alpha-lipoprotein  cholesterol. 

Drs.  Parsons  and  Flinn  reported  on  the  effect  of 
nicotinic  acid  on  44  patients  over  a period  of  56 
weeks.  Patients  were  given  3 gm.  of  nicotinic  acid 
daily,  in  divided  doses,  for  a period  of  12  weeks, 
after  which  dosage  was  tailored  to  meet  the  re- 
sponse of  the  individual. 

After  30  weeks,  nicotinamide  was  substituted  for 
nicotinic  acid.  After  12  weeks  with  nicotinamide, 
nicotinic  acid  therapy  was  resumed  in  the  form 
of  capsules  containing  nicotinic  acid  supplemented 
with  B complex  vitamins  (Vastran  Forte,  Warn- 
pole  Laboratories) . B complex  is  combined  with 
nicotinic  acid  to  prevent  the  vitamin  imbalance 
which  sometimes  occurs  when  nicotinic  acid  is 
administered  alone. 

Patients  were  not  under  any  dietary  restrictions, 
with  one  exception,  during  the  term  of  treatment. 

The  side  effects  which  often  occur  after  inges- 
tion of  nicotinic  acid  (flushing  and  pruritus)  were 
found  to  subside  within  the  first  week  of  therapy 
in  nearly  all  cases. 

Drs.  Parsons  and  Flinn  observed  no  serious  toxic 
effects  attributable  to  nicotinic  acid. 

The  Wisconsin  investigators  also  pointed  out 
that  the  mechanism  by  which  nicotinic  acid  pro- 
duces a reduction  in  cholesterol  remains  obscure. 

Significantly,  they  found  that  the  substitution 
of  nicotinamide  in  equal  dosage  after  prolonged 
nicotinic  acid  therapy  was  followed  with  a prompt 
return  of  blood  cholesterol  to  pretreatment  levels 
in  every  patient. 

The  apparent  failure  of  nicotinamide  may  pro- 
vide a clue  to  the  mechanism  of  action  because  of 
the  slight  chemical  differences  between  the  two 
drugs. 

The  physicians  stress  that  study  for  a much 
longer  period  (5  to  10  years)  will  be  required  to 
determine  whether  this  form  of  therapy  for  hyper- 
cholesteremia will  prevent  or  retard  the  progres- 
sion of  atherosclerosis  in  humans  as  it  does  in 
laboratory  animals. 

This  study  was  supported  by  grants  from  the 
National  Heart  Institute,  American  Heart  Associ- 
ation, Wisconsin  Heart  Association,  and  Wampole 
Laboratories. 


NEXT  ANNUAL  SESSION 
MOBILE 

APRIL  21,  22,  23,  1960 
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(Concluded) 

T was  on  Feb.  19,  1875,  as  I stated  in  last 
month’s  Journal,  that  the  Governor  of  Ala- 
bama signed  the  act  making  the  State  Medical 
Association  the  State  Board  of  Health.  That  act 
also  made  county  medical  societies  county  boards 
of  health,  and  it  was  in  this  provision  that  the 
only  significant  change  in  Dr.  Cochran’s  plan  was 
made  in  later  years.  By  act  of  the  Legislature  ap- 
proved Sept.  29,  1919,  the  board  of  censors  of  the 
county  medical  society  was  constituted  the  county 
board  of  health  rather  than  the  society  as  a whole. 

When  the  Governor  had  signed  the  act  creating 
a general  system  of  boards  of  health  for  Alabama, 
the  Association  adopted  a resolution  at  its  1875 
session  to  the  effect  that  it  accepted  for  itself  and 
for  the  county  medical  societies  the  provisions  of 
the  act,  and  that  it  and  they  would  endeavor  to 
discharge  the  duties  assigned  in  good  and  with 
earnest  purpose  to  be  of  service  to  the  people  of 
Alabama. 

Concurrently  and  by  ordinance  of  the  Associa- 
tion, a State  Committee  of  Public  Health  of  five 
members  of  the  Association  was  created  to  dis- 
charge the  health  functions  of  the  organization. 
In  1877  this  body,  with  the  original  board,  became 
one,  and  that  is  as  we  know  it  now — 10  physicians 
serving  in  three  capacities:  as  a State  Board  of 
Censors,  as  a State  Board  of  Medical  Examiners, 
and  as  a State  Committee  of  Public  Health — and 
of  the  latter  the  Governor  is  ex  officio  chairman. 

Some  have  considered  our  organization  to  be 
complex,  and  it  must  be  to  a degree,  for,  as  I have 
said,  it  is  more  than  a purely  scientific  body.  Were 
our  organization  merely  for  mutual  benefit  and 
scientific  advancement  it  would  be  constituted  like 
all  other  state  medical  associations,  but  since  it  is 
a legal  body  endowed  with  public  health  functions 
its  machinery  must  be  of  a different  kind.  Indeed 
it  must  be  akin  to  a legislature. 

The  legislature  of  the  Association  is  a unicameral 
body  that  meets  on  the  last  day  of  the  Association’s 
annual  session,  and  is  composed  of  delegates  and 
counsellors — delegates  representing  county  medi- 


cal societies  and  distributed  on  the  basis  of  civilian 
population  per  county;  counsellors  chosen  by  con- 
gressional districts  and  allocated  according  to  the 
number  of  members  of  county  medical  societies 
in  each  district.  These  are  they  who  represent  you 
and  annually  receive  and  act  upon  the  report  of 
the  State  Board  of  Censors,  acting  in  its  three 
capacities. 

All  this  was  conceived  by  the  intellectual  ma- 
chine that  was  Jerome  Cochran,  whose  foresight 
continues  to  be  a marvel  to  those  who  reflect  upon 
his  accomplishments.  Plan  a medical  and  public 
health  organization  that  will  meet  conditions  80 
years  hence  and  you  will  have  attained  what  Dr. 
Cochran  achieved  more  than  four-score  years  ago. 
Surely  he  “conceived  and  heroically  and  success- 
fully executed  a plan  of  organization  that,  for  wis- 
dom of  conception,  for  logical  arrangement,  and 
for  completeness  of  detail  challenges  the  world 
for  a superior.” 

In  the  last  analysis  the  attainments  of  one’s  life 
are  not  measured  in  terms  of  material  wealth  ac- 
cumulated but  in  benefits  conferred  on  one’s  fellow 
man.  Gaged  by  such  standard,  Dr.  Cochran’s 
monument  is  an  imperishable  one  in  that  through 
the  structure  he  built  “health  work  can  be  done 
more  cheaply  because  it  is  pursued  as  an  incidental 
function  of  an  already  existing  organization;  and 
more  efficiently  because  all  medical  men  are  vir- 
tually engaged  in  the  endeavor  according  to  their 
opportunity  and  capacity.” 

Men  do  not  always  labor  in  vain  but,  as  someone 
has  so  strikingly  said,  are  “like  the  great  luminary 
that  in  its  meridian  splendor  warms  the  earth,  then 
sinks  beyond  the  western  horizon,  yet  still  gilds 
the  heavens  with  its  parting  rays  and  burnishes 
with  its  golden  hues  the  western  sky.  The  noble 
deeds  and  worthy  acts  and  noble  achievements  of 
great  men  are  not  lost — the  fruits  and  benefits  of 
their  labors  live  after  them  to  gladden,  instruct 
and  illuminate  the  world.” 

QahjtjA) 
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Planning  Meeting  Report 

Twenty-three  members  of  the  State  Medical  As- 
sociation met  in  Montgomery  on  June  20-21  and 
drew  up  a program  for  the  coming  year. 

On  hand  to  assist  the  bureau  chiefs  and  com- 
mittee chairmen  in  formulating  a program  for  the 
Association  for  1959-60  were:  Dr.  William  R.  Car- 
ter, President;  Dr.  J.  A.  Brantley,  Vice-President, 
Southeastern  Division;  Dr.  E.  L.  Strandell,  Vice- 
President,  Southwestern  Division;  Dr.  William  E. 
White,  Vice-President,  Northeastern  Division;  Dr. 
Douglas  L.  Cannon,  Secretary;  Dr.  E.  V.  Caldwell, 
Chairman,  State  Board  of  Censors,  and  Dr.  D.  G. 
Gill,  Secretary  of  the  State  Board  of  Censors. 

At  the  opening  session  of  the  third  annual  gen- 
eral planning  meeting  Saturday  afternoon  Presi- 
dent Carter  introduced  Richard  Nelson,  Field  Rep- 
resentative of  the  American  Medical  Association, 
who  spoke  on  A.  M.  A.’s  new  aging  program. 

Mr.  Nelson  pointed  out  that  there  are  today  more 
than  15  million  Americans  over  sixty-five  years 
of  age,  and  that  this  group  is  increasing  numeri- 
cally and  percentage-wise  yearly.  He  said: 

“This  group  creates  a problem  for  us,  perhaps  the 
greatest  problem  facing  us  today.  There  is  a need,  but 
how  great  is  that  need?  We  cannot  set  it  aside  or,  on 
the  other  hand,  assume  that  all  people  become  finan- 
cially destitute  on  their  sixty-fifth  birthday. 

“Adequate  solutions  are  needed.  There  are  those,  like 
Aime  Forand,  who  would  offer  solutions  without 
measuring  the  problem  and  who,  therefore,  would  miss 
the  mark  completely.  The  Forand  Bill,  H.  R.  4700,  pro- 
poses to  offer  hospital  and  medical  care  to  social  security 
recipients.  However,  this  group  represents  only  2 out 
of  3 of  those  over  sixty-five.  No  provision  is  made  for 
the  other  one-third. 

“The  first  step  that  needs  to  be  taken  is  to  measure 
the  problem  and  determine  how  big  and  severe  it  really 
is.  Second,  what  are  the  incomes  and  resources  of  this 
group?  Third,  what  needs  exist,  to  what  degree,  and 
how  many  people  are  involved?  Fourth,  what  are  their 
health  needs  and  to  what  extent  are  they  being  met? 
Fifth,  what  social  and  recreational  facilities  are  avail- 
able to  them?  Sixth,  what  job  opportunities  still  exist 
for  them? 

“In  terms  of  physical  facilities,  what  are  available, 
needed,  and  proposed  for  our  senior  citizens?  To  what 
extent  are  prepaid  plans  available  to  this  group?  And 
do  they  want  this  type  of  coverage? 

“After  having  determined  the  real,  rather  than  imag- 
ined, size  of  the  problem,  we  can  proceed  to  offer  sound 
programs  to  solve  the  problems  that  really  do  exist,  and 
not  offer  political  panaceas. 


“We  need  to  keep  in  mind  that  by  fighting  national 
legislation,  such  as  the  Forand  Bill,  we  are  only  borrow- 
ing time.  The  real,  effective  and  appropriate  solutions 
must  come  from  the  communities,  counties  and  states. 
You  are  in  a position  to  provide  sound  leadership  for 
these  answers  in  Alabama. 

“This  brings  me  to  my  second  point  and  that  is  na- 
tional legislation.  In  years  past  you  here  in  Alabama, 
as  well  as  in  other  states,  have  done  a good  job  in  this 
field  of  activity,  but  we  need  to  do  an  even  better  job. 

“Historically,  we  have  seen  the  eras  of  vote  buying, 
mink  coats,  mass  letter  campaigns,  big  businesses,  big 
railroads,  big  agriculture,  and  big  labor.  Today,  I be- 
lieve we  are  coming  into  a new  era,  which  is  the  era  of 
the  sound,  friendly  advisor  speaking  as  competent  local 
leaders. 

“Each  Congressman  has  friends  back  home  who  know 
what  the  sentiment  of  the  people  is;  what  is  good  legis- 
lation for  the  area;  and  how  to  get  him  reelected.  Con- 
gressmen respond  to  these  people;  in  fact,  they  seek 
them  out.  A few  words  of  advice  from  these  people  can 
and  do  outweigh  mass  campaigns  of  mimeographed  ‘let- 
ters to  Congress.’ 

“Doctors,  as  intelligent,  educated  and  experienced  citi- 
zens of  the  congressional  district,  need  more  and  more 
to  become  a part  of  this  advisory  team  that  is  close  to 
the  congressman.  As  a goal  we  should  have  six  or  eight 
in  each  congressional  district. 

“Congressman  Mills  is  getting  600  letters  a day  favor- 
ing the  Forand  Bill.  This  is  a rate  greater  than  if  every 
doctor  in  the  United  States  were  to  write  Congressman 
Mills  once  during  the  year  opposing  such  legislation. 
But  he  is  only  one  Congressman  out  of  the  436,  not  to 
mention  the  ninety-eight  Senators.  American  Medical 
Association  members  account  for  only  1/10  of  one  per 
cent  of  our  total  population.  But,  you  have  friends! 
Let’s  get  them  in  on  this  job.” 

In  concluding,  Mr.  Nelson  said  that  the  idea  of 
a general  planning  meeting  is  one  that  should  be 
adopted  by  other  states,  for  it  allows  a state 
medical  society  to  co-ordinate  its  yearly  activities 
fully  into  a workable  program. 

Following  Mr.  Nelson’s  speech,  the  members 
then  adjourned  to  their  respective  bureaus  to  hear 
committee  chairmen  give  their  reports  and  to 
formulize  plans  for  the  coming  year. 

The  bureau  reports  are  as  follows: 

BUREAU  OF  ADMINISTRATION 

The  work  session  of  the  Bureau  of  Administra- 
tion was  attended  by  Dr.  J.  P.  Collier,  Advisory 
Committee  member;  Dr.  J.  O.  Morgan,  Chairman, 
Committee  on  Insurance;  Dr.  J.  W.  Donald,  Chair- 
man, Committee  on  Medical  Education  and  Hos- 
pitals; Dr.  D.  E.  Owensby,  Chairman,  Committee 
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on  A.  M.  E.  F.;  and  Dr.  E.  M.  Moore,  Chairman, 
Committee  on  A.  M.  A.  Program  Evaluation. 

COMMITTEE  REPORTS 

Committee  on  Insurance — Dr.  J.  O.  Morgan,  Chair- 
man. 

The  committee  is  continuing  to  exert  its  efforts 
to  make  available  satisfactory  health,  accident  and 
professional  liability  insurance  for  the  members 
of  the  Association.  It  is  also  working  with  the 
Health  Insurance  Council  in  an  effort  to  obtain 
the  adoption  of  simplified  claim  forms  by  the  in- 
surance companies. 

Certain  changes  are  to  be  made  in  our  Associa- 
tion insurance  plans  and  these  changes  will  be- 
come effective  early  this  fall.  These  changes  were 
approved  at  the  last  annual  meeting  of  the  Associa- 
tion. 

We  feel  that  a greater  participation  in  these 
plans  by  our  members  is  one  of  the  greatest  needs. 
Efforts  are  being  made  to  accomplish  this. 

The  number  of  law  suits  against  doctors  is  in- 
creasing every  year  throughout  the  country  and 
Alabama  is  not  exempt,  although  we  have  been 
rather  fortunate  so  far.  Our  Association’s  profes- 
sional liability  insurance  plan  offers  better  cover- 
age and  is  about  25%  cheaper  than  can  be  obtained 
elsewhere.  Even  with  this,  the  participation  is 
quite  low. 

The  majority  of  county  societies  have  appointed 
insurance  committees  but  unfortunately  most  of 
them  are  not  active.  We  believe  the  county  in- 
surance committees  can  be  of  great  aid  to  doctors 
who  are  sued  and  can  be  very  valuable  in  stopping 
threatened  suits. 

Committee  on  A.  M.  A.  Program  Evaluation— Dr. 
E.  M.  Moore,  Chairman. 

The  only  proposed  program  still  under  discus- 
sion by  our  committee  is  the  report  of  the  A.  M.  A. 
Committee  on  Medical  Practice  regarding  a Rela- 
tive Value  Schedule.  A.  M.  A.  emphasizes  that 
the  need  for  such  study  is  apparent  in  the  light  of 

current  developments;  and  further  states  that  if 
medicine  does  not  undertake  this  activity,  it  may 
be  done  by  others  who  are  much  less  qualified. 
However,  in  view  of  the  fact  that  there  is  a great 
deal  of  controversy  on  the  subject  at  the  present 
time,  the  committee  has  tabled  the  proposed  pro- 
gram in  order  to  give  more  time  for  study  and 
thought  on  the  problem.  The  central  office  was 
requested  to  supply  each  member  with  a copy  of 
any  articles  which  discuss  Relative  Value  Sched- 
ules. It  was  the  consensus  that  this  program  be 
pursued  and  evaluated  in  some  other  states  before 
taking  positive  action  in  Alabama. 


Committee  on  Medical  Education  and  Hospitals — 
Dr.  J.  W.  Donald,  Chairman. 

Proposed  program: 

1.  Continuation  of  the  Medical  Center  Section 
in  the  Journal  of  The  Medical  Association  of  the 
State  of  Alabama. 

2.  Publish  monthly  in  the  State  Journal  a calen- 
dar of  events  of  medical  meetings  in  the  state  and 
surrounding  area. 

3.  Urge  County  Medical  Societies  to  support 
Career  Day  in  the  local  schools  and  to  designate 
one  or  more  of  their  members  to  address  the  ap- 
propriate school  classes  concerning  careers  in 
medicine. 

4.  Development  of  an  article  concerning  the 
Medical  College  and  something  of  the  type  of  ap- 
plicant the  Medical  College  is  interested  in. 

5.  Consideration  of  ways  and  means  to  stimulate 
interest  in  Medical  Education  Week. 

6.  Consideration  of  a plan  whereby  the  Medical 
College  of  Alabama  would  sponsor  an  annual 
seminar  which  would  be  attractive  and  educational 
to  the  various  groups  of  physicians  in  the  state. 
This  could  be  arranged  by  the  different  depart- 
ments in  the  Medical  School  and  it  would  give  the 
physicians  in  the  state  an  opportunity  to  visit  the 
Medical  School  facilities,  etc.  This  should  stimu- 
late interest  in  the  school  and  also  be  beneficial 
to  the  physicians  who  attend. 

7.  Consideration  of  a program  to  emphasize  to 
the  people  of  the  state  the  importance  of  safety 
belts  in  automobiles. 

Journal  Report 

In  1958  paid  advertising  space  in  the  Journal 
was  increased  24.12%  over  1957,  and  for  the  first 
seven  months  of  1959  there  has  been  an  increase 
of  9%  over  the  like  period  of  1958.  Financially, 
the  Journal  is  in  a sound  position. 

One  new  section,  “Around  The  State,”  has  been 
added  to  the  format  of  the  Journal. 

BUREAU  OF  MEDICAL  SERVICE 

In  the  Bureau  of  Medical  Service  work  session 
were  Dr.  John  W.  Simpson,  Advisory  Committee 
member;  Dr.  J.  H.  French,  Chairman,  Committee 
on  Maternal  and  Child  Health;  Dr.  Paul  Nickerson, 
Chairman,  Committee  on  Rural  Health;  Dr.  A.  I. 
Chenoweth,  Chairman,  Disaster  Committee;  Dr. 
R.  C.  Berson,  Chairman,  Committee  on  Indigent 
Care;  Dr.  Otis  Jordan,  Chairman,  Committee  on 
Tuberculosis  and  Chronic  Pulmonary  Diseases;  Dr. 
J.  J.  Kirschenfeld,  Chairman,  Committee  on 
Aging,  and  Dr.  B.  S.  Shook,  Sr.,  Chairman,  Com- 
mittee on  Space  Medicine. 
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COMMITTEE  REPORTS 

Committee  on  Maternal  and  Child  Health — Dr.  J. 
H.  French,  Chairman. 

Physicians  should  have  better  reports  on  death 
certificates  and  should  be  encouraged  to  be  more 
accurate  in  filling  them  out. 

Recommends  establishment  of  premature  cen- 
ters. 

Recommends  that  more  attention  be  given  the 
newborn  by  insurance  companies. 

Recommends  establishment  of  poison  control 
centers  and  that  all  available  information  be  pub- 
lished in  the  Journal  of  the  Association. 

The  committee  would  like  to  get  vital  statistics 
data  to  all  physicians  in  the  state;  the  best  and 
most  effective  way  to  do  this  is  to  have  it  published 
periodically  in  the  Journal  of  the  Association. 

Maternal  Section : Maternal  mortality  studies  in 
Alabama  still  show  too  many  preventable  deaths. 
A continuing  study  of  maternal  deaths  is  being 
carried  on.  Questionnaires  have  been  sent  to  each 
doctor  signing  a death  certificate  involving  a 
woman  recently  pregnant.  Of  thirty  such  deaths 
reported  this  year,  we  have  received  replies  from 
50  per  cent  of  the  doctors  as  a result  of  the  first 
letter  alone. 

The  data  obtained  are  available  to  any  group  on 
a state  or  county  level  that  is  interested  in  helping 
to  reduce  such  mortality. 

We  wish  to  point  out  that  for  each  preventable 
death  there  are  many  near  deaths  from  infection, 
hemorrhage,  toxemia  and  anesthesia.  Only  con- 
stant supervision  of  the  obstetric  patient  and 
preparation  for  emergencies  can  reduce  our  mor- 
tality rate. 

Pediatric  Section : We  are  interested  in  anything 
promoting  the  welfare  of  children.  We  are  espe- 
cially interested  in  promoting  the  establishment 
of  premature  centers  in  three  or  four  locations. 

We  wish  to  promote  interest  in  problems  sur- 
rounding the  newborn  infant  and  also  those  of 
the  adolescent. 

A survey  of  the  state  by  a committee  of  the 
Alabama  branch  of  the  American  Academy  of 
Pediatrics  has  recently  been  done.  We  endorse 
this  type  study. 

In  the  field  of  insurance,  it  is  recommended  that 
an  effort  be  made  to  have  the  insurance  companies 
give  more  consideration  to  pediatrics. 

Committee  on  Rural  Health — Dr.  Paul  Nickerson, 
Chairman. 

The  committee  feels  that  one  of  the  most  impor- 
tant things  it  should  do  is  to  find  out  which  mem- 
bers in  each  county  would  be  interested  in  taking 
on  the  responsibility  of  the  study  and  solution  of 


community  and  school  health  problems. 

Dr.  Nickerson  stated  that  information  on  poison 
control  was  being  developed  by  his  committee  and 
that  this  information  will  be  made  available  to  the 
Academy  of  Pediatrics. 

Disaster  Committee — Dr.  A.  I.  Chenoweth,  Chair- 
man. 

The  committee  feels  that  a tremendous  amount 
of  work  has  been  done  by  this  committee,  but  that 
it  was  most  important  that  the  physicians  in  the 
state  be  oriented  as  to  their  position  in  case  of  a 
disaster. 

Proposes  that  organization  on  the  local  level  be 
continued  and  emphasis  be  brought  out  in  different 
meetings  (specialty  groups,  etc.) . 

Contact  Civil  Defense  and  Red  Cross  to  deter- 
mine their  present  set  up  for  dealing  with  disaster. 
Many  plans  have  been  made,  but  there  is  still  a 
great  deal  of  confusion  and  lack  of  understanding 
which  can  be  avoided  only  by  repeated  efforts  to 
present  the  information  to  physicians. 

Set  up  channels  of  contact  with  Red  Cross  and 
Civil  Defense  and  make  this  information  available 
to  physicians,  perhaps  best  through  publication  in 
the  Journal  of  the  Association. 

Committee  on  Indigent  Care — Dr.  R.  C.  Berson, 
Chairman. 

The  problem  of  indigent  care  remains  very 
serious  and  continued  work  by  this  committee  and 
the  whole  medical  profession  of  the  state  is  im- 
perative for  its  solution. 

The  committee  recommends  that  the  Association 
urge  the  Department  of  Pensions  and  Security  to 
establish  a program  to  finance  the  hospital  care  of 
the  acute  illnesses  and  severe  accidents  of  its 
clients  on  as  adequate  a basis  as  funds  permit.  It 
also  recommends  that  the  Department  of  Pensions 
and  Security  work  out  with  the  Department  of 
Health  and  the  State  Medical  Association  proper 
arrangements  for  the  administration  of  such  a 
program. 

The  Legislature  has  appropriated  $250,000  for 
the  medical  care  of  the  indigent  this  year.  This  is 
an  increase  of  $150,000  over  the  first  appropriation. 

Committee  on  Tuberculosis  and  Chronic  Pulmon- 
ary Diseases — Dr.  Otis  Jordan,  Chairman. 

The  committee  wishes  to  stress  the  fact  that 
tuberculosis  is  not  going  away  as  fast  as  people 
think. 

Rather  than  have  an  indiscriminate  mass  x-ray 
we  should  confine  our  x-ray  surveys  to  the  lower 
income  group. 

Tuberculin  tests  should  be  continued. 

The  committee  feels  that  it  is  still  important  to 
consider  having  a law  passed  to  make  acutely  in- 
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fectious  patients  remain  in  the  hospital  until  re- 
leased by  the  hospital  staff. 

It  was  brought  out  in  the  discussion  that  physi- 
cians could  avoid  much  difficulty  if  they  recalled 
that  each  patient  sent  to  a sanatorium  presents  an 
individual  case,  and  that  no  definite  prediction 
should  be  made  to  the  patient  as  to  the  time  of 
his  recovery. 

There  should  be  some  program  whereby  our 
medical  students,  interns  and  residents  could  be- 
come better  acquainted  with  the  facilities  and 
treatment  necessary  for  a patient  with  tubercu- 
losis. 

The  increasing  necessity  for  the  sensitivity  test 
makes  it  imperative  that  a state  laboratory  be 
established  for  making  such  determination. 

The  committee  wishes  to  state  that  the  State 
Medical  Association  supported  the  appropriation 
for  the  district  sanatoria.  This  appropriation  has 
already  been  obtained. 

The  committee  recommends  that  more  research 
on  pulmonary  diseases  be  encouraged. 

The  committee  expresses  itself  in  favor  of  rou- 
tine x-ray  or  tuberculin  tests  on  hospital  admis- 
sions. 

Committee  On  Aging — Dr.  J.  J.  Kirschenfeld, 
Chairman. 

Aims  of  the  committee: 

1.  To  acquaint  the  physicians  of  the  state  with 
the  problem. 

2.  To  encourage  Hhe  State  Health  Department 
to  continue  upgrading  nursing  homes  and  working 
toward  the  establishment  of  at  least  one  good 
nursing  home  in  each  county,  preferably  in  associ- 
ation with  the  county  hospital  or  some  general 
hospital. 

3.  To  encourage  widespread  extension  of  volun- 
tary hospital  insurance  for  the  aged. 

4.  To  act  in  advisory  capacity  to  the  various  and 
numerous  social  and  state  agencies  working  with 
the  aged. 

5.  To  help  formulate  a program  of  medical  aid 
to  the  indigent  aged. 

6.  To  work  closely  with  the  A.  M.  A.  Committee 
on  Aging. 

Program  for  the  coming  year: 

1.  To  continue  the  educational  program  for  the 
general  practitioners  of  this  state.  It  is  planned 
to  devote  the  November  issue  of  the  Journal  of 
the  Association  to  the  problems  of  aging.  In  addi- 
tion, it  is  planned  to  compile  a registry  of  social 
services  for  the  aged  to  be  supplied  to  each  physi- 
cian in  the  state.  This  registry  will  include  a list- 
ing of  the  various  state,  religious,  fraternal  and 


other  agencies  that  can  extend  help  to  the  aged  in 
any  field.  A physician  will  then  be  able  to  call 
upon  these  when  needed. 

2.  The  committee  will  continue  working  with 
the  State  Department  of  Pensions  and  Security 
and  the  voluntary  insurance  agencies. 

3.  The  committee  will  continue  to  be  repre- 
sented at  various  meetings  of  other  committees 
working  with  the  aging  problem. 

4.  The  committee  plans  to  organize  a state  joint 
council  on  medical  services  sometime  this  year. 

5.  The  committee  has  been,  and  will  continue 
to  be,  in  close  consultation  with  the  State  Health 
Department  in  regard  to  improving  the  nursing 
home  situation  and  extending  the  Chronic  Disease 
in  Aging  Program. 

6.  The  committee  will  continue  to  act  as  a clear- 
ing house  and  coordinator  for  medical  action  in 
the  field  of  aging  in  Alabama. 

7.  The  committee  will  try  to  stimulate  a more 
realistic  attitude  toward  aging  on  the  part  of  the 
public. 

Committee  on  Space  Medicine — Dr.  B.  S.  Shook, 
Sr.,  Chairman. 

The  objectives  of  the  committee  for  the  year  1960 
are  to: 

1.  Pursue  an  active  educational  program 
throughout  the  state. 

2.  Conduct  a survey  to  determine  the  extent  of 
interest  in  this  area  of  medicine  in  the  practicing 
physicians  of  Alabama. 

3.  Provide  for  one  or  more  competent  speakers 
in  this  field  of  medicine  as  part  of  the  program 
of  the  Association  in  April  1960,  if  the  proposal  is 
acceptable  to  the  officers  and  governing  body. 

£ & £ 

It  was  the  feeling  of  all  the  committees  that  each 
committee  chairman  should  make  reports  periodi- 
cally for  publication  in  the  Journal  of  the  Associa- 
tion. 

BUREAU  OF  PUBLIC  RELATIONS 

Meeting  to  formulate  the  program  of  the  Bureau 
of  Public  Relations  were  Dr.  J.  A.  Brantley,  sub- 
stituting for  Dr.  J.  O.  Finney,  Advisory  Committee 
member;  Dr.  J.  Michaelson,  Chairman,  Committee 
on  Public  Relations;  Dr.  M.  Vaun  Adams,  Chair- 
man, Committee  on  Legislation;  and  Dr.  O.  Em- 
finger,  Chairman,  Committee  on  Veterans  Affairs. 

COMMITTEE  REPORTS 

Committee  on  Public  Relations — Dr.  J.  Michael- 
son, Chairman. 

Current  Projects: 

1.  Physician  Placement. 
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2.  Speakers  Bureau. 

3.  Medical  Assistants  Courses. 

4.  Preparation  of  TV  Spot  Announcements. 

5.  Radio  Tapes. 

6.  Emergency  Call  Systems. 

7.  Fair  Exhibits. 

8.  William  Crawford  Gorgas  Award. 

9.  Liaison  with  Bar,  Dentists  and  Pharmacists. 

10.  Public  Relations  Institutes. 

11.  Indoctrination  of  New  Association  Members. 

12.  Public  Safety  Program. 

13.  Essay  Contest. 

14.  Annual  Conference  on  Athletic  Injuries. 

15.  P.  R.  Notes  to  Auxiliary. 

16.  Press  Relations. 

17.  Medical  Reporter  Award. 

18.  “Your  Health”  Articles. 

19.  Food  Faddism. 

In  spite  of  the  fact  that  we  had  the  largest  repre- 
sentation that  we  have  ever  had  at  the  annual 
session  in  Birmingham,  and  an  unusually  well- 
attended  business  session  on  Saturday  morning, 
there  were  some  people  at  the  meeting  who  later 
expressed  dissatisfaction  and  were  disgruntled  be- 
cause they  were  not  aware  of  the  many  aspects  of 
the  Association  business  that  was  transacted.  Even 
though  it  is  impossible  to  please  everyone,  yet  the 
committee  feels  that  as  long  as  there  are  dis- 
gruntled people  in  our  Association,  we  do  have 
a problem  of  education  and  interprofessional  rela- 
tions confronting  us  in  our  Association.  When 
young  men  attending  our  annual  session  go  away 
saying  that  they  will  never  waste  their  time  by 
attending  another  session  because  they  had  no 
voice  in  the  affairs,  and  did  not  feel  that  they  had 
been  offered  a chance  to  vote  on  the  issues,  then 
we  have  a problem  that  needs  correction.  Many 
suggestions  for  alleviating  this  problem  have  been 
advanced,  some  of  which  are  as  follows: 

1.  Better  indoctrination  program. 

2.  More  information  concerning  the  workings 
of  the  Association  to  be  mailed  out  with  the  Hand- 
book of  the  Delegates  and  Counsellors. 

3.  Institute  a reference  committee  to  handle 
questions  and  problems. 

4.  Institute  a nominating  committee. 

Committee  on  Legislation — Dr.  M.  Vaun  Adams, 
Chairman. 

The  package  of  four  bills  that  were  approved  by 
the  committee  has  passed  the  House  and  have  been 
sent  to  the  Senate. 

The  Naturopathy  Bill  has  also  been  passed  by 
the  House  and  has  been  referred  to  the  Senate. 

The  Scholarship  Bill  is  now  in  the  Ways  and 
Means  Committee  of  the  House  and  a companion 
bill  is  on  the  calendar  of  the  Finance  and  Taxation 
Committee  of  the  Senate. 


The  proposed  State  Budget  would  include  these 
funds  so  we  believe  that  this  bill  will  pass  without 
any  difficulty. 

An  appropriation  bill  giving  a small  appropria- 
tion, probably  $2,500.00,  to  start  off  the  Healing 
Arts  Board  and  the  Basic  Science  Board  will  be 
written  and  introduced  by  Rep.  Tom  Bevill  at  the 
proper  time. 

The  Medical  Examiners  Bill  was  only  studied 
briefly  by  the  Interim  Committee  and  I seriously 
doubt  if  any  determined  effort  will  be  made  to 
force  this  through.  Brooks  Bishop  has  just  written 
Dr.  Rehling,  State  Toxicologist,  requesting  an  ap- 
pointment with  members  of  the  legislative  com- 
mittee to  go  over  some  of  the  details  of  this  bill. 

A bill  to  require  compulsory  polio  vaccination 
in  school  children,  the  details  of  which  I do  not 
have,  has  been  introduced  in  the  House. 

Two  bills  on  mental  health  have  been  intro- 
duced. Copies  of  both  will  be  received  shortly. 
Another  bill,  one  on  blood  labeling,  has  been  intro- 
duced. Further  comment  will  be  made  later. 

Committee  on  Veterans  Affairs — Dr.  O.  Emfinger, 
Chairman. 

The  committee  proposes: 

1.  To  continue  distribution  of  literature  that  is 
pertinent  to  the  care  of  veterans  by  the  Veterans 
Administration  as  it  has  been  doing  during  the  past 
year. 

2.  To  recommend  that  the  State  Medical  Associ- 
ation adopt  recommendations  regarding  curtail- 
ment of  Veterans  Administration  care  for  non- 
service-connected illnesses.  These  could  be  mod- 
eled after  the  recommendations  of  the  Maryland 
State  Society,  but  with  modifications.  (The  Mary- 
land resolution  is  as  follows:  1.  Limit  federal 
medical  care  of  all  veterans  to  service-connected 
disabilities.  2.  Have  veterans  with  service-con- 
nected disabilities  cared  for  by  the  Armed  Forces 
Hospitals  or  by  local  civilian  hospitals  on  a home- 
town care  basis.  U.  S.  Public  Health  Service  hos- 
pitals might  also  be  used  to  a limited  extent.  3.  If 
and  when  Number  1 and  Number  2 are  accom- 
plished, a study  be  made  from  the  state  level  as 
to  the  disposition  of  the  Veterans  Administration 
hospital  facilities.  Consideration  should  be  given 
to  turning  them  over  to  the  states,  possibly  as 
hospitals  for  tuberculosis  and  neuropsychiatric 
patients.  In  explanation  of  the  above,  it  is  pointed 
out  that  85%  or  more  of  the  cases  cared  for  in 
Veterans  Administration  Hospitals  are  non-serv- 
ice-connected cases.  Several  national  administra- 
tions have  stated  there  is  no  more  reason  for  a 
veteran  getting  free  medical  service  than  any  other 
citizen,  unless  his  disability  is  service  connected.) 
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Legislative  Bills  Pending 

As  this  issue  of  the  Journal  goes  to  press,  a legis- 
lative act  creating  a State  Licensing  Board  for  the 
Healing  Arts  has  passed  the  House  and  the  Senate 
and  is  awaiting  Governor  Patterson’s  signature, 
which  can  occur  on  August  25  when  the  regular 
session  of  the  Legislature  reconvenes. 

This  bill,  the  second  in  a series  of  four  bills 
approved  by  the  Medical  Association’s  Committee 
on  Legislation,  is  printed  here  to  help  acquaint 
you  with  the  various  phases  of  it.  The  bill,  entitled 
H.  B.  150  and  S.  B.  75,  states: 

a bill 

TO  BE  ENTITLED 

AN  ACT 

To  provide  for  the  issuance,  suspension,  revocation, 
and  renewal  of  licenses  and  certificates  of  registration 
of  all  persons  admitted  to  or  engaged  in  the  practice  of 
the  healing  arts  or  any  branch  thereof  in  the  State  of 
Alabama;  creating  a State  Licensing  Board  for  the  Heal- 
ing Arts  to  administer  the  act  and  to  assist  in  the  en- 
forcement of  other  regulatory  laws;  providing  for  its 
organization,  officers,  jurisdiction,  powers  and  duties; 
prescribing  procedures  and  grounds  governing  the  issu- 
ance, suspension,  revocation,  or  renewal  of  such  licenses 
and  certificates  of  registration;  imposing  fees  and 
charges;  making  appropriations;  and  prescribing  penal- 
ties. 

BE  IT  ENACTED  BY  THE  LEGISLATURE  OF  ALABAMA: 

Section  1.  Board  Created — Composition. — There  is 
hereby  created  a board  to  be  known  as  the  “State 
Licensing  Board  for  the  Healing  Arts,”  composed  of 
the  secretary  of  state,  the  attorney  general  and  the 
state  superintendent  of  education.  Such  board  shall 
select  three  persons  who  are  not  practicing  the  healing 
arts  or  any  branch  thereof,  and  who  do  not  have  a degree 
in  the  healing  arts  or  any  branch  thereof,  and  shall 
submit  the  names  of  such  persons  to  the  Governor,  and 
the  Governor  shall  select  one  of  such  persons  to  be  the 
executive  officer  of  the  board.  Such  officer  shall  make 
and  enter  a bond  for  the  faithful  performance  of  his 
duties  in  an  amount  to  be  fixed  by  the  board,  and  said 
bond  shall  be  entered  into  with  a surety  company 
authorized  to  do  business  in  the  State  of  Alabama.  The 
said  bond  shall  be  filed  in  the  office  of  the  secretary  of 
state  after  having  been  approved  by  the  board  and  the 
premium  on  said  bond  shall  be  paid  out  of  the  funds 
of  the  board. 

Section  2.  Scope  of  Powers. — The  board  as  above 
constituted  shall  have  exclusive  power  and  authority  to 
issue  all  licenses  or  duplicates  of  licenses  authorizing 
the  licensee  to  practice  the  healing  arts,  as  defined 
herein,  in  the  State  of  Alabama,  and  for  the  purposes 
of  this  act,  practice  of  the  healing  arts  is  defined  as 
offering  or  undertaking  to  diagnose,  treat,  operate  on, 
or  prescribe  for  any  human  pain,  injury,  disease,  de- 
formity, or  physical  or  mental  condition,  provided  that 
nothing  in  this  act  shall  be  construed  as  applying  to 
dentists,  pharmacists,  nurses,  midwives,  shoe-fitters  or 
salesman,  barbers,  cosmeticians,  Christian  Scientists, 
dispensing  opticians  or  optometrists,  or  clinical  psycholo- 
gists practicing  within  the  limits  of  their  respective 
callings;  nor  to  the  sale,  manufacture,  or  advertising  of 
drugs,  medicines,  appliances  for  the  prevention  or  relief 
of  foot  ailments  or  discomforts,  household  remedies, 
chemicals,  and  household  preparations,  provided  that 
the  vendor,  maker  or  advertiser  refrains  from  any  at- 


tempt to  diagnose. 

Section  3.  Certificates  of  Qualification  Issued  by 
Other  Boards. — It  shall  be  the  duty  of  the  State  Board 
of  Medical  Examiners  and  the  State  Board  of  Chiro- 
practic Examiners,  and  the  branch  board  issuing  cer- 
tificates of  qualification  in  reference  to  those  persons 
proposing  to  practice  osteopathy  or  chiropody,  to  issue 
certificates  of  qualification  to  the  State  Licensing  Board 
for  the  Healing  Arts,  certifying  each  applicant  for  a 
license  who  has  successfully  passed  the  examination 
given  by  any  of  said  boards  or  whose  application  for 
license  or  certificate  of  qualification  by  reciprocity  has 
been  acted  upon  favorably  by  any  of  said  boards. 

Section  4.  Certification  of  Reciprocity  Applications. — 
A licensee  of  any  branch  of  the  healing  arts  who  seeks 
to  be  licensed  in  another  state  by  reciprocity  on  the 
basis  of  his  Alabama  license  shall  have  his  application 
therefor  certified  by  the  board  of  the  particular  branch 
of  the  healing  arts  in  which  he  is  licensed  and  approved 
by  the  State  Licensing  Board  for  the  Healing  Arts.  The 
fee  for  this  certificate  shall  be  ten  dollars  ($10.00)  and 
shall  be  paid  to  the  board  of  the  particular  branch  of 
the  healing  arts  in  which  said  applicant  is  licensed. 

Section  5.  Duplicate  Licenses — Change  of  Name. — A 
licensee  of  any  branch  of  the  healing  arts  whose  license 
has  been  lost  or  destroyed  may  make  application  to  the 
board  of  that  particular  branch  of  the  healing  arts  for 
a new  certificate  of  qualification.  Such  application  shall 
be  accompanied  by  an  affidavit  setting  out  the  facts 
concerning  the  loss  or  destruction  of  the  license.  Any 
licensee  of  any  branch  of  the  healing  arts  whose  name 
is  changed  by  marriage  or  court  order  may  surrender 
his  or  her  license  and  apply  to  the  board  of  that  particu- 
lar branch  of  the  healing  arts  for  a new  certificate  of 
qualification.  The  fee  for  any  new  certificate  of  quali- 
fication shall  be  ten  dollars  ($10.00)  payable  to  the  board 
issuing  such  certificate.  The  State  Licensing  Board  for 
the  Healing  Arts  shall  issue  a new  license  upon  such  cer- 
tificate of  qualification  at  no  additional  charge. 

Section  6.  Powers  of  Examining  Boards. — Nothing  in 
this  act  shall  be  construed  as  modifying,  limiting,  or  in 
any  way  or  manner  affecting  the  rights  of  the  boards 
regulating  the  various  branches  of  the  healing  arts,  as 
defined  herein,  to  examine  applicants  for  licenses,  or  for 
certificates  of  qualification,  or  to  consider  and  act  upon 
applications  for  licenses  by  reciprocity,  submitted  to 
such  boards  under  the  law  applicable  thereto.  However, 
none  of  such  boards  shall  issue  licenses  or  certificates 
of  qualification  to  any  applicant  who  successfully  passes 
the  examination  or  whose  application  for  a license  by 
reciprocity  is  approved,  but  such  board  shall  issue  a cer- 
tificate of  qualification  for  each  applicant  to  the  State 
Licensing  Board  for  the  Healing  Arts  for  licensing  as 
provided  herein. 

Section  7.  Application  for  License  on  Certificate  of 
Qualification. — When  any  applicant  for  a license  to  prac- 
tice the  healing  arts,  as  defined  herein,  or  any  branch 
thereof,  has  complied  fully  with  all  the  requirements 
of  the  law  regulating  the  practice  of  any  specified 
branch  of  the  healing  arts,  including  all  requirements 
of  the  basic  science  law,  if  the  same  are  applicable  by 
law  to  such  branch  of  the  healing  arts,  the  board  in 
that  particular  branch  of  the  healing  arts  shall  issue  a 
certificate  of  qualification  to  the  State  Licensing  Board 
for  the  Healing  Arts,  certifying  the  qualification  of  such 
person  as  provided  in  Section  3,  and  thereafter  such 
applicant  may  apply  to  the  State  Licensing  Board  for  the 
Healing  Arts  for  a license  to  practice  the  particular 
branch  of  the  healing  arts  for  which  such  certificate 
indicates  his  qualification.  If  the  board  finds  that  the 
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applicant  is  of  good  moral  character,  and  has  been  duly 
certified  by  a branch  board  as  provided  in  Section  3 
hereof,  the  board  shall  issue  to  such  applicant  a license 
unless  it  appears  to  the  board  that  there  is  other  good 
and  reasonable  cause  for  refusing  to  issue  such  license, 
it  being  the  purpose  and  intent  of  this  act  to  give  the 
State  Licensing  Board  for  the  Healing  Arts  an  overall 
supervision,  discretion  and  judgment  with  respect  to 
the  issuance  of  licenses  authorizing  the  licensee  to 
practice  the  healing  arts  or  any  branch  thereof  within 
the  State  of  Alabama.  The  State  Licensing  Board  for 
the  Healing  Arts  shall  have  the  power,  and  it  shall  be 
its  duty,  to  inspect  and  determine  for  itself,  and  in  the 
interest  of  the  state,  that  each  and  every  certificate  of 
qualification  issued  by  any  board  authorized  by  law  to 
receive  applications,  conduct  examinations  and  make 
preliminary  determination  of  the  qualification  of  any 
applicant  for  a license  to  practice  the  healing  arts,  or 
any  branch  thereof,  was  lawfully  issued  by  such  board 
and  truly  and  correctly  certifies  all  the  facts  therein 
contained. 

Each  application  for  a license  filed  with  the  State 
Licensing  Board  for  the  Healing  Arts  shall  be  on  forms 
prescribed  by  said  board,  and  shall  be  accompanied  by 
a fee  of  ten  dollars  ($10.00). 

Section  8.  Issuance  of  License. — Upon  the  filing  of  an 
application  in  proper  form,  if  the  board  satisfy  itself 
that  all  requirements  of  this  act  have  been  met,  and 
that  such  application  should  be  granted  in  the  interest 
of  public  welfare,  it  shall  forthwith  issue  to  the  applicant 
a license  of  a size  and  artistic  design  to  be  determined 
by  the  board. 

Every  such  license  issued  by  the  board  shall  be  dated 
and  be  numbered  in  the  order  of  issuance,  and  shall  be 
signed  by  the  Executive  Officer  of  the  State  Licensing 
Board  for  the  Healing  Arts,  and  by  the  chairman  or 
other  presiding  officer  of  the  state  board  charged  with 
the  duty  by  law  of  issuing  certificates  of  qualification, 
provided  that  no  such  license  shall  require  signatures 
of  the  State  Board  of  Examiners  in  the  Basic  Sciences. 

Practitioners  of  the  healing  arts,  as  defined  herein, 
who  are  duly  and  lawfully  authorized  on  the  effective 
date  of  this  act  to  practice  the  healing  arts,  or  any 
branch  thereof,  and  all  persons  lawfully  authorized  on 
or  after  January  1,  1960  under  Section  21  of  that  certain 
act  of  the  legislature  creating  the  State  Board  of  Chiro- 
practic Examiners  to  practice  chiropractic  in  this  state 
shall  be  issued  a license  by  said  board  to  practice  the 
healing  arts  upon  making  application  to  said  board. 

Section  9.  Denial  of  License — Refund  of  Application 
Fee. — In  the  event  the  State  Licensing  Board  for  the 
Healing  Arts  determines  that  the  application  of  any 
person  for  a license  should  be  denied,  the  board  shall 
promptly,  upon  reaching  its  decision,  notify  the  appli- 
cant of  its  action,  and  such  notice  shall  contain  the 
reason  for  the  board’s  denial  of  the  application.  In  all 
cases  where  an  application  is  denied,  the  board  is  em- 
powered to  decide  if  the  fee  of  ten  dollars  ($10.00)  which 
accompanied  the  application  for  license  should  be  re- 
funded, and  no  applicant  shall  have  the  right  to  recover 
any  part  of  such  fee  accompanying  his  application  for 
license,  the  board  being  empowered  to  retain  all  of  said 
fee  in  order  to  reimburse  the  state  for  expenses  incident 
to  an  investigation  of  the  applicant  and  the  credentials 
certified  to  the  State  Licensing  Board  for  the  Healing 
Arts. 

Section  10.  Notice  of  Actions  Affecting  Licenses — 
Annual  Directory  of  Licensees. — The  State  Licensing 
Board  for  the  Healing  Arts  shall  notify  the  boards  of 
the  various  branches  of  the  healing  arts  of  the  issuance 


of  each  license  affecting  each  individual  board,  the  rev- 
ocation or  suspension  thereof,  the  reinstatement  there- 
of, or  any  other  action  affecting  the  status  of  such 
licensees,  and  the  boards  of  the  various  branches  of  the 
healing  arts  shall  likewise  notify  the  State  Licensing 
Board  for  the  Healing  Arts  of  any  suspension  or  revo- 
cation of  any  license  by  such  boards.  The  State  Licensing 
Board  for  the  Healing  Arts  shall  publish  annually  a 
directory  listing  all  persons  licensed  to  practice  any 
branch  of  the  healing  arts  in  Alabama. 

Section  11.  Application  for  Annual  Registration. — 
Every  person  licensed  to  practice  any  branch  of  the 
healing  arts  in  the  State  of  Alabama  shall  on  or  before 
the  31st  day  of  December  of  each  succeeding  year  apply 
to  the  board  for  a certificate  of  registration  which  shall 
be  effective  during  the  next  calendar  year.  All  new 
licenses  issued  by  the  State  Licensing  Board  for  the 
Healing  Arts,  upon  application  and  payment  of  the 
registration  fee  hereafter  provided,  shall  be  registered 
by  the  board  at  the  time  of  issuance  and  a certificate 
of  registration,  which  shall  be  effective  until  and  in- 
cluding the  following  December  31st,  shall  be  issued  to 
the  licensee.  Each  application  shall  be  made  on  a form 
to  be  furnished  by  the  board.  Such  application  shall 
give  the  applicant’s  name  in  full,  his  address,  the  date 
and  number  of  the  license  issued  to  such  applicant  for 
the  practice  of  the  healing  arts  or  any  branch  thereof, 
and  such  other  facts  as  shall  tend  to  identify  the  appli- 
cant for  registration  and  his  license  as  the  board  shall 
deem  necessary.  Each  applicant  for  registration  shall 
submit  with  his  application  a check  or  cash  in  the 
amount  of  five  dollars  ($5.00)  as  a registration  fee; 
provided,  that  the  registration  fee  for  a period  of  less 
than  six  (6)  months  shall  be  two  dollars  and  fifty  cents 
($2.50).  When  any  licensee  shall  fail  to  register  and 
pay  the  annual  registration  fee  within  thirty  (30)  days 
after  registration  become  due,  as  provided  in  this  sec- 
tion, the  license  of  such  person  shall  be  automatically 
revoked  without  further  notice  or  hearing;  provided, 
that  any  person  whose  license  is  automatically  revoked 
as  provided  herein  may  make  application  in  writing  to 
the  State  Licensing  Board  for  the  Healing  Arts  for  the 
reinstatement  of  such  license  and  the  board  shall  rein- 
state such  license  upon  the  payment  of  all  past  due 
renewal  fees,  and  upon  the  further  payment  of  the  sum 
of  ten  dollars  ($10.00). 

Section  12.  Certificate  of  Registration — Change  of 
Address  of  Registrant. — Upon  due  application  therefor, 
by  a licensee  of  the  State  Licensing  Board  for  the  Heal- 
ing Arts,  and  upon  the  payment  of  fees  required  to  be 
paid  by  this  act,  the  board  shall  issue  to  such  applicant 
a certificate  of  registration  signed  by  the  Executive 
Officer  of  the  board,  which  certificate  shall  recite  that 
such  person  is  duly  registered  for  the  year  specified. 

Such  certificate  of  registration  shall  contain  the  name 
of  the  person  to  whom  it  is  issued,  the  address  of  the 
person,  the  branch  of  the  healing  arts  in  which  he  is 
licensed  to  practice,  the  date  and  number  of  the  license, 
and  such  other  information  as  the  board  shall  deem 
advisable. 

If  any  registrant  shall  change  his  address  during  the 
year  for  which  any  certificate  of  registration  shall  have 
been  issued  by  the  board,  such  registrant  shall,  within 
fifteen  (15)  days  thereafter,  notify  the  board  of  such 
change,  whereupon  the  board  shall  issue  to  such  regis- 
trant, without  additional  fee,  a duplicate  registration 
certificate  for  such  new  location. 

Section  13.  Affidavit  of  Retirement. — Any  person 
licensed  to  practice  the  healing  arts  or  any  branch 
thereof  in  this  state,  who  has  retired  or  may  hereafter 
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retire  from  such  practice,  shall  not  be  required  to  regis- 
ter as  required  by  this  act,  provided  such  person  shall 
file  with  the  State  Licensing  Board  for  the  Healing  Arts 
an  affidavit  on  a form  to  be  furnished  by  the  board, 
which  affidavit  shall  state  the  date  on  which  said  per- 
son retired  from  such  practice  and  such  other  facts  as 
shall  tend  to  verify  such  retirement  as  the  board  shall 
deem  necessary;  provided,  that  if  such  person  thereafter 
re-engages  in  the  practice  of  the  healing  arts  or  any 
branch  thereof,  such  person  shall  register  with  the 
State  Licensing  Board  for  the  Healing  Arts,  as  provided 
by  this  act. 

Section  14.  Licensees  in  Armed  Forces  or  Public 
Health  Service. — Any  person  licensed  to  practice  a heal- 
ing art  or  any  branch  thereof  in  this  state  who  is  a com- 
missioned officer  in  the  Medical  Corps  of  the  Army,  the 
Navy,  the  Air  Force,  or  the  Public  Health  Service  of 
the  United  States,  shall  not  be  required  to  register  as 
provided  for  in  this  act;  provided,  that  when  such  per- 
son resigns  or  is  honorably  discharged  from  one  of  the 
aforementioned  services  and  engages  in  the  practice  of 
a healing  art  or  any  branch  thereof  in  this  state,  such 
person  shall  register  with  the  State  Licensing  Board  for 
the  Healing  Arts  as  provided  for  in  this  act. 

Section  15.  Display  of  Registration  Certificate — 
Signs  and  Stationery. — Every  person  registered  to  prac- 
tice the  healing  arts,  as  defined  herein,  or  any  branch 
thereof,  under  this  act  shall  keep  his  certificate  of 
registration  displayed  in  a conspicuous  place  in  the 
office  or  place  in  which  he  practices;  and  in  addition, 
he  shall  keep  placed  in  a conspicuous  location  at  the 
entrance  of  his  office  a sign  in  intelligible  lettering  not 
less  than  one  (1)  inch  in  height,  containing  the  name 
of  such  person,  immediately  followed  by  the  recognized 
abbreviation  indicating  the  professional  degree,  if  any, 
held  by  such  person,  and  containing  immediately  below 
the  person’s  name,  in  equal  size  lettering,  the  word  or 
words  “Medicine,”  “Surgery,”  or  “Medicine  and  Sur- 
gery,” for  practitioners  of  medicine  and  surgery;  “Osteo- 
path” or  “Osteopathic  Physician”  for  practitioners  of 
osteopathy;  “Chiropractor”  for  practitioners  of  chiro- 
practic; “Chiropodist”  for  practitioners  of  chiropody; 
provided,  however,  that  any  recognized  specialist  in  any 
branch  of  the  healing  arts,  which  special  field  is  recog- 
nized by  the  State  Licensing  Board  for  the  Healing  Arts, 
may  substitute  the  specialist  designation  for  the  words 
indicated  hereinabove. 

Section  16.  Registration  Requirements — Relationship 
to  Other  Laws. — No  provision  of  this  act  shall  be  con- 
strued as  repealing  any  other  law  with  reference  to  the 
requirements  regulating  the  practice  of  the  healing  arts, 
or  any  branch  thereof,  except  insofar  as  the  same  may 
conflict  with  the  provisions  of  this  act.  It  is  the  purpose 
of  this  act  to  vest  exclusively  in  the  State  Licensing 
Board  for  the  Healing  Arts  the  power  to  issue  all  li- 
censes and  certificates  of  registration  to  practice  the 
healing  arts  as  defined  in  this  act. 

Any  person  who  receives  a license  to  practice  the  heal- 
ing arts,  or  any  branch  thereof,  shall  within  ten  (10) 
days  after  locating  in  a county  file  said  license  in  the 
office  of  the  judge  of  probate  of  such  county  for  record, 
and  should  said  practitioner  of  the  healing  arts,  or  any 
branch  thereof,  remove  his  residence  to  another  county 
he  shall  within  said  time  have  his  license  rerecorded 
in  that  county. 

Section  17.  Fees  Collected  by  Board. — No  fee  for  the 
issuance  of  licenses  to  practice  the  healing  arts  or  any 
branch  thereof  shall  be  collected  except  by  the  State 
Licensing  Board  for  the  Healing  Arts.  The  fees  for  cer- 
tificates of  annual  registration  required  by  the  State 


Licensing  Board  for  the  Healing  Arts  shall  be  in  addi- 
tion to  any  annual  registration  fees  required  by  law  to 
be  paid  to  the  boards  regulating  the  various  branches 
of  the  healing  arts.  The  boards  regulating  the  various 
branches  of  the  healing  arts  shall  continue  to  collect  fees 
for  examinations,  certificates  of  qualification,  annual 
registration  fees,  and  such  other  fees  as  are  authorized 
by  law  or  as  are  provided  by  the  statutes  creating  such 
boards. 

Section  18.  Receipts  and  Expenses  of  Board. — All 
money,  funds  and  other  receipts  received  by  the  board 
shall  be  deposited  in  a depository  which  shall  be  a bank 
within  this  state  designated  by  the  board.  Such  funds 
shall  be  expended  for  carrying  out  the  purposes  of  this 
act  and  may  be  withdrawn  on  order  of  the  Executive 
Officer  of  the  board.  All  such  money  and  funds  and 
other  receipts  are  hereby  appropriated  for  the  use  of 
the  board  for  the  necessary  and  proper  expenses  of  the 
board  and  for  carrying  out  the  purposes  of  this  act.  The 
accounts  of  the  board  shall  be  examined  annually  by 
the  office  of  the  Chief  Examiner  of  Public  Accounts. 

Section  19.  Compensation  of  Board  Members. — Pay- 
ment of  Expenses. — No  member  of  the  State  Licensing 
Board  for  the  Healing  Arts  shall  be  paid  any  additional 
compensation  for  services  rendered  as  members  of  such 
board,  but  all  necessary  and  legitimate  expenses  in- 
curred by  the  members  of  the  board  shall  be  paid  out 
of  the  funds  of  the  board  upon  order  of  the  Executive 
Officer. 

Expenses  of  the  members  of  the  board  and  other 
necessary  disbursements  shall  be  paid  out  of  the  funds 
of  the  board  by  check  or  draft  drawn  by  the  Executive 
Officer  of  the  board. 

Section  20.  Concurrent  Enforcement  Powers. — The 
State  Licensing  Board  for  the  Healing  Arts,  in  addition 
to  the  powers  and  duties  vested  in  it  by  the  foregoing 
sections  of  this  act  with  respect  to  licensing  and  regis- 
tration of  practitioners  of  the  various  branches  of  the 
healing  arts,  shall  have  the  power  and  duty  to  enforce 
the  provisions  of  all  regulatory  laws  now  in  force  and 
designed  to  prevent  unlawful  practices  of  the  healing 
arts  within  the  state,  but  this  power  of  enforcement 
shall  not  be  exclusive  in  the  State  Licensing  Board  for 
the  Healing  Arts,  but  shall  be  concurrent  with  the 
power  now  vested  in  the  branch  examining  boards 
authorized  to  enforce  compliance  with  the  various  laws 
regulating  the  practice  of  the  healing  arts,  and  nothing 
in  this  act  shall  be  construed  as  limiting  or  repealing 
the  power  of  the  various  examining  boards  to  police  and 
prosecute,  in  the  manner  provided  by  law,  violations  of 
any  such  regulatory  statutes. 

Section  21.  Grounds  for  Suspension  or  Revocation  of 
License. — The  State  Licensing  Board  for  the  Healing 
Arts  shall  have  the  power  and  it  is  its  duty  to  suspend 
for  a specified  time,  to  be  determined  in  the  discretion 
of  the  board,  or  revoke  any  license  to  practice  the  heal- 
ing arts  or  any  branch  thereof  in  the  State  of  Alabama 
whenever  the  licensee  shall  be  found  guilty  of  any  of 
the  following  acts  or  offenses: 

(1)  Fraud  in  procuring  a license; 

(2)  Immoral,  unprofessional,  or  dishonorable  con- 
duct; 

(3)  Habitual  intoxication  or  addiction  to  the  use  of 
drugs; 

(4)  Conviction  of  a felony; 

(5)  Use  of  untruthful  or  improbable  statements,  or 
flamboyant  or  extravagant  claims  concerning  such 
licensee’s  professional  excellence  or  abilities; 
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(6)  Distribution  of  intoxicating  liquors  or  drugs  for 
any  other  than  lawful  purposes; 

(7)  Wilful  or  repeated  violations  of  any  of  the  pro- 
visions of  this  act; 

(8)  Conviction  for  any  violation  of  federal  or  state 
narcotic  or  barbiturate  law; 

(9)  Unlawful  invasion  of  the  field  of  practice  of  any 
profession  where  license  is  required  by  this  act  when 
the  licensee  is  not  licensed  to  practice  such  profession. 

(10)  Solicitation  of  professional  patronage  by  any 
means  whatsoever;  provided  that  nothing  herein  shall 
be  construed  to  prohibit  a practitioner  of  the  healing 
arts  from  inserting  in  a newspaper  or  other  publication 
of  general  distribution  an  announcement  or  notice  of 
(1)  his  entering  into  practice  at  a specific  location,  (2) 
his  change  of  address,  (3)  his  formation  of  a new  part- 
nership or  other  business  association;  such  notice  or 
announcement  shall  be  conservative  in  nature  and  shall 
state  only  the  name  of  the  practitioner,  his  address  or 
new  address,  the  names  of  his  associates  or  partners,  his 
former  associates  or  partners,  and  the  branch  of  the 
healing  arts  and  his  specialties;  provided  further  that 
nothing  herein  shall  be  construed  to  prohibit  the  use 
by  practitioners  of  the  healing  arts  of  professional  busi- 
ness cards  stating  the  practitioner’s  name,  professional 
partners  or  associates,  telephone  number,  branch  of  the 
healing  arts  practiced  and  specialties; 

(11)  Receipt  of  fees  on  the  assurance  that  a mani- 
festly incurable  disease  can  be  permanently  cured; 

(12)  Division  of  fees  or  agreeing  to  split  or  divide 
the  fees  received  for  professional  services  with  any 
person  for  bringing  or  referring  a patient; 

(13)  Performing,  procuring,  or  aiding  and  abetting 
in  the  performance  of  a criminal  abortion; 

(14)  Wilful  betrayal  of  a professional  secret; 

(15)  Making  use  of  any  advertising  statements  of  a 
character  tending  to  deceive  or  mislead  the  public; 

(16)  Advertising  prices  for  professional  services; 

(17)  Advertising  by  the  use  of  hand  bills,  posters, 
circulars,  cards,  neon,  or  other  electric  signs,  radio, 
television,  newspapers,  or  any  kind  of  written  publica- 
tion; provided,  however,  that  notwithstanding  contrary 
provisions  in  laws  pertaining  to  any  particular  branch 
of  the  healing  arts,  licensees  hereunder  may  be  permit- 
ted to  insert  their  names,  their  specialties,  if  any,  ad- 
dresses, and  announcements  of  clinics,  together  with 
the  names  of  staff  members  of  such  clinic,  in  the  official 
publications  of  the  licensees’  professions,  but  this  shall 
not  authorize  any  such  insertions  in  publications  in- 
tended for  distribution  or  actually  distributed  to  the 
general  public.  Such  insertions  herein  authorized  shall 
not  in  any  way  be  reproduced  for  or  distributed  to  the 
general  public.  Nothing  herein  shall  be  construed  to 
prohibit  institutional  advertising  or  institutional  public 
relations  by  any  state,  county,  or  district  association 
composed  of  members  of  the  healing  arts  or  any  branch 
thereof.  The  term  “institutional  advertising”  or  “insti- 
tutional public  relations”  as  used  is  intended  to  mean 
advertising  or  public  relations  promoting  the  healing 
arts  or  any  branch  thereof  in  general,  but  may  not  in- 
clude the  names  of  individual  practitioners  or  any  per- 
sonal identification  of  said  practitioners  by  photograph, 
telephone  number,  address,  name,  or  otherwise.  Nothing 
herein  shall  be  construed  to  prohibit  a practitioner  of 
the  healing  arts  from  allowing  or  causing  his  name, 
address  and  telephone  number  to  be  inserted  in  the 
classified  section  of  a telephone  directory  under  a 
classification  denoting  said  practitioner’s  branch  of  the 


healing  arts  and  also  his  specialty  or  specialties  within 
said  branch,  but  practitioners  of  the  healing  arts  shall 
not  cause  or  allow  said  listings  so  inserted  to  appear  in 
large  or  boldface  type  more  prominent  than  ordinary 
listings; 

(18)  Advertising  any  free  professional  services  or 
free  examinations; 

(19)  Offering  discounts  or  inducements  to  prospec- 
tive patients  by  means  of  coupons  or  otherwise  to  per- 
form professional  services  during  any  period  of  time 
for  a lesser  or  more  attractive  price; 

(20)  Advertising  to  guarantee  any  professional  serv- 
ice or  to  perform  any  operation  painlessly; 

(21)  Advertising  any  price  or  prices  of  corrective 
devices  or  services; 

(22)  Continuing  to  practice  after  suspension  or  revo- 
cation of  certificate  or  qualification  by  the  appropriate 
examining  board; 

(23)  The  board  may  also  suspend  or  revoke  the 
license  of  a licensee  found  to  be  mentally  incompetent 
to  a degree  and  of  a character  which  renders  the  licensee 
unsafe  or  unreliable  as  a practitioner. 

Section  22.  Procedure  for  Suspension  or  Revocation. 
— In  all  proceedings  for  a suspension,  or  revocation  of 
license,  the  holder  of  said  license  shall  be  given  fifteen 
(15)  days’  notice  to  prepare  for  a hearing,  and  he  shall 
be  heard  in  person  or  by  counsel,  or  both.  Any  member 
of  the  State  Licensing  Board  for  the  Healing  Arts  shall 
have  the  power  to  administer  oaths,  issue  subpoenas, 
and  enforce  the  attendance  of  witnesses  at  the  hearing 
of  all  matters  arising  in  the  course  of  their  duties.  The 
board  shall  have  the  power  to  make  all  needed  rules 
for  its  proceedings  in  such  a hearing,  and  in  case  any 
witness  shall  fail  or  refuse  to  obey  a subpoena  of  the 
board,  such  board  may  issue  an  attachment  for  said 
witness  directed  to  any  sheriff  or  constable  of  the  state 
and  compel  such  witness  to  attend  before  the  board  and 
give  his  testimony  upon  such  matters  as  shall  be  law- 
fully required  by  the  board,  and  if  a witness,  after  being 
duly  summoned  shall  fail  or  refuse  to  attend,  or  to 
answer  any  questions  propounded  to  him,  to  which  he 
would  be  required  to  answer  in  court,  the  board  shall 
have  the  power  to  fine  and  imprison  such  witness  for 
contempt  in  the  same  manner  as  the  judge  in  a circuit 
court  of  this  state.  Each  witness  who  shall  appear  be- 
fore the  board,  by  order  of  the  board,  shall  receive  for 
his  attendance  before  the  board  the  compensation  and 
mileage  provided  by  law  for  the  attendance  of  witnesses 
in  the  circuit  courts  of  this  state  in  civil  cases.  Such 
fees  for  compensation  and  mileage  shall  be  paid  from 
the  funds  of  the  board  in  the  same  manner  as  other  ex- 
penses of  the  board  are  paid. 

Any  action  of,  or  ruling  or  order  made  or  entered  by 
said  board  declining  to  issue  a license,  declining  to  issue 
a certificate  of  registration,  or  suspending  or  revoking 
a license,  shall  be  subject  to  review  by  the  circuit  courts 
of  this  state.  The  person  aggrieved  by  such  ruling  may 
file  an  appeal  in  the  Circuit  Court  of  Montgomery 
County  within  thirty  (30)  days  after  the  date  upon 
which  such  order  or  ruling  is  issued.  Such  notice  of 
appeal  shall  be  filed  in  the  office  of  the  Clerk  of  the 
Circuit  Court  of  Montgomery  County  and  shall  contain 
a statement  in  writing,  setting  forth  the  fact  that  such 
order  has  been  made  by  the  board,  and  the  ground  or 
grounds  upon  which  such  order  was  made,  and  the 
names  and  residences  of  the  persons  constituting  such 
board.  The  appellant  shall  also  file  with  such  written 
statement  a bond  to  be  approved  by  the  clerk  condi- 
tioned to  pay  the  costs  of  the  appeal  if  judgment  be 
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rendered  against  the  party  making  such  appeal.  The 
clerk  shall  issue  a citation  to  the  members  of  the  board, 
requiring  them  on  behalf  of  such  board  to  appear  be- 
fore such  court  at  a time  to  be  named  in  such  citation, 
not  earlier  than  twenty  (20)  days  after  the  service  of 
such  citation.  If  an  appeal  is  taken  under  the  provisions 
of  this  section,  the  cause  shall  be  docketed  in  the  names 
of  the  members  of  such  board  as  plaintiffs,  with  the 
name  of  the  party  appealing  as  defendant.  The  plain- 
tiff in  such  cause  shall  file  in  said  court  a written  state- 
ment signed  by  a majority  of  the  members  of  the  board 
or  by  the  attorney  of  the  board,  setting  forth  specifically 
the  charges  against  said  defendant  and  the  reasons  for 
the  action  of  or  ruling  or  order  made  or  entered  by  said 
board  and  why  the  action  of  the  board  should  be  sus- 
tained, and  the  defendant  shall  take  issue  thereon  by 
pleading  the  general  issue.  On  such  appeal  the  judge 
shall  hear  both  the  law  and  the  facts  and  if  judgment  in 
such  cause  is  rendered  in  favor  of  the  plaintiff,  the  court 
shall  enter  a judgment  affirming  such  order  and  shall 
tax  the  defendant  with  the  costs  of  such  cause;  if  judg- 
ment is  rendered  in  favor  of  defendant,  the  court  shall 
make  an  order  vacating  the  order  of  the  board  and  shall 
tax  the  costs  of  said  cause  against  the  plaintiff.  In  its 
discretion  the  court  may  remand  the  cause  to  the  board 
for  further  proceedings.  Upon  a demand  in  such  court 
in  writing  by  either  party  to  said  cause,  all  the  issues  of 
fact  in  said  cause  shall  be  submitted  to  a jury  to  be 
selected,  impaneled  and  sworn  as  other  juries  are 
selected,  impaneled  and  sworn  in  civil  cases.  The  deci- 
sion or  order  of  the  circuit  court  shall  be  reviewable  in 
the  Supreme  Court  by  appeal  taken  in  the  same  manner 
as  other  appeals,  but  said  notice  of  appeal  shall  be  filed 
within  thirty  (30)  days  from  the  decision  of  the  circuit 
court. 

Section  23.  Proceedings  by  the  Board  to  Restrain 
Unlawful  Practice. — The  State  Licensing  Board  for  the 
Healing  Arts,  in  addition  to  the  powers  and  duties  ex- 
pressed in  this  act  with  respect  to  the  denial  of  a license, 
denial  of  certificate  of  registration,  and  suspension  or 
revocation  of  a license,  is  empowered  to  commence  and 
maintain  in  any  circuit  court  having  jurisdiction  of  any 
person  within  this  state,  who  is  practicing  without  a 
license  or  to  whom  a license  has  been  denied,  or  to  whom 
a certificate  of  registration  has  been  denied,  or  whose 
license  has  been  suspended  or  revoked  by  action  of  the 
board,  an  action  in  the  nature  of  quo  warranto  as  pro- 
vided for  in  Title  7,  Section  1133,  et  seq.,  Code  of  Ala- 
bama 1940,  as  the  same  is  now  or  may  hereafter  be 
amended  to  order  such  person  from  continuing  to  prac- 
tice the  healing  arts  or  any  branch  thereof  within  the 
State  of  Alabama,  and  jurisdiction  is  conferred  upon 
the  circuit  courts  of  this  state  to  hear  and  determine 
all  such  causes.  The  board  may  commence  and  main- 
tain such  action  without  the  filing  of  a bond  or  security 
and  without  the  order  or  direction  of  a circuit  judge. 
Nothing  in  this  section  shall  be  construed  as  conferring 
criminal  jurisdiction  upon  any  court  not  now  possessing 
such  criminal  jurisdiction,  nor  shall  any  such  court,  as 
an  incident  to  the  said  action  in  the  nature  of  quo  war- 
ranto herein  authorized,  have  the  power  to  assess  the 
criminal  penalties  hereinafter  set  out. 

Section  24.  Penalties  for  Violations. — Any  person, 
except  those  expressly  exempted  from  the  provisions 
of  this  act,  as  above  set  out,  who  shall  practice  the 
healing  arts  as  in  this  act  defined,  or  any  branch  thereof, 
without  first  having  complied  with  all  the  provisions  of 
this  act,  including  the  provisions  of  all  laws  now  in 
force  regulating  the  practice  of  the  various  branches 
of  the  healing  arts,  and  any  person  who  shall  violate 
any  of  the  provisions  of  this  act,  shall  be  fined  not  less 


than  one  hundred  dollars  ($100.00)  and  not  exceeding 
four  hundred  dollars  ($400.00),  and,  in  addition  thereto 
and  at  the  discretion  of  the  trial  judge,  may  be  im- 
prisoned in  the  county  jail  for  not  more  than  twelve 
(12)  months,  and  each  day  any  person  shall  practice 
the  healing  arts,  or  any  branch  thereof,  without  meet- 
ing all  the  requirements  of  all  laws  now  in  force,  and  of 
this  act,  shall  constitute  a separate  offense;  and  any 
person  filing  or  attempting  to  file,  as  his  own,  a diploma 
or  license  of  another  or  a forged  affidavit  of  identifi- 
cation shall  be  guilty  of  a felony  and  shall  be  subject 
to  the  punishment  prescribed  for  forgery  in  the  second 
degree. 

Section  25.  Employment  of  Enforcement  Agents — 
Assistance  by  Prosecuting  Attorneys. — The  State  Licens- 
ing Board  for  the  Healing  Arts  is  authorized  to  employ 
investigators,  inspectors  or  agents,  and  any  other  em- 
ployees and  assistants,  or  to  use  any  other  means  neces- 
sary to  bring  about  and  maintain  a rigid  administration 
and  enforcement  of  this  act  and  the  board  may  incur 
such  expenses  as  are  reasonable  and  necessary  and 
proper  for  carrying  out  the  purposes  of  this  act  and  all 
laws  regulating  the  practice  of  the  healing  arts,  and 
the  various  branches  thereof  within  the  State  of  Ala- 
bama; and,  in  addition,  said  board  shall  at  all  times 
have  the  power  to  call  upon  the  Attorney  General,  cir- 
cuit solicitor,  deputy  circuit  solicitor  or  county  solicitor, 
or  other  prosecuting  attorney  of  the  state  in  the  various 
circuits  and  counties  to  assist  the  board  in  any  way  the 
board  may  request;  and  it  is  made  the  duty  of  all  prose- 
cuting attorneys  throughout  the  state  to  assist  the  board, 
upon  its  request,  in  any  suit  for  injunction  or  any 
prosecution  instituted  by  said  board  without  charge  or 
additional  compensation. 

Section  26.  This  act  shall  become  effective  on  January 
1,  1960,  after  its  passage  and  approval  by  the  Governor, 
or  its  otherwise  becoming  a law,  provided  that  three 
certain  bills  have  become  law  on  or  before  said  effective 
date,  to-wit,  a bill  known  as  the  “Alabama  Basic  Science 
Law”  (H.  B.  151  or  S.  B.  76) , a bill  amending  and  repeal- 
ing certain  sections  contained  in  Title  46,  Chapter  13 
in  the  Code  of  Alabama  of  1940,  relating  to  the  practice 
of  medicine  and  the  State  Board  of  Medical  Examiners 
(H.  B.  153  or  S.  B.  74),  and  a bill  creating  a State  Board 
of  Chiropractic  Examiners  (H.  B.  152  or  S.  B.  77). 


Report  of  the  President  of  the  Woman's 
Auxiliary  to  the  Medical  Association 
of  the  State  of  Alabama — 1958-1959 

Mrs.  H.  Leon  Rosen 

It  is  a privilege  to  be  here  and  to  bring  you 
greetings  from  your  Auxiliary.  We  Auxiliary 
members  are  mixing  pleasure  with  our  business. 
At  our  golf  tournament  yesterday,  one  golfer 
missed  the  ball,  but  killed  every  ant  in  an  ant  hill 
but  two — one  ant  nudged  the  other  and  said, 
“Hazel,  if  we  are  going  to  get  out  of  this  situation 
alive,  we  had  better  get  on  the  ball.”  Well,  doc- 
tors, your  Auxiliary  has  been  on  the  ball  this  past 
year. 

One  night  an  oil  man  from  Texas  stopped  at  a 
hotel  at  Niagara  Falls,  and  typical  of  all  Texans, 
he  bragged  about  the  wonders  of  his  state.  His 
listeners  decided  to  get  even.  The  next  morning 
they  took  him  out  to  the  Falls — that  miracle  of 
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nature — and  proudly  asked,  “Have  you  anything 
like  that  in  Texas?”  He  thought  a moment.  “Well, 
I can’t  say  that  we  do.  But  we  have  a plumber  in 
Houston  who  can  stop  that  leak  in  ten  minutes.” 

So  I just  want  you  to  know  that  the  brief  report 
that  I am  about  to  give  contains  facts. 

We  now  have  1,270  members,  the  largest  mem- 
bership in  the  history  of  our  Auxiliary.  One  new 
Auxiliary,  Conecuh-Monroe,  was  organized  this 
past  year,  which  gives  us  a total  of  31  organized 
county  Auxiliaries. 

Our  national  theme,  “Safeguard  Today’s  Health 
For  Tomorrow,”  was  promoted  by  giving  special 
emphasis  to  our  priority  projects,  A.  M.  E.  F.,  re- 
cruitment, Today’s  Health,  and  safety. 

Through  the  efforts  of  a very  fine  chairman, 
Mrs.  J.  O.  Brooks,  who  awakened  the  Auxiliaries 
to  the  great  need  of  our  medical  schools,  we  raised 
the  large  sum  of  $3,000.00  for  the  American  Medi- 
cal Education  Foundation.  This  is  our  greatest 
annual  contribution  to  this  fund,  about  $1,500.00 
more  than  was  raised  in  any  previous  year.  As 
A.  M.  E.  F.  is  a joint  endeavor  of  the  Association 
and  its  Auxiliary,  I was  pleased  that  we  were 
asked  to  have  a representative  for  the  first  time 
at  your  A.  M.  E.  F.  committee  meeting  this  year. 
In  the  absence  of  our  A.  M.  E.  F.  chairman,  I rep- 
resented the  State  Auxiliary  at  this  meeting  in 
March.  I feel  that  much  good  can  be  derived 
through  these  joint  meetings. 

The  program  at  our  fall  board  meeting  held  in 
Montgomery  stressed  recruitment  in  allied  medi- 
cal fields  with  the  showing  of  the  paramedical 
career  film  “Helping  Hands  For  Julie.”  This  film 
was  followed  by  a panel  discussion  led  by  Dr. 
William  L.  Smith.  Most  of  our  Auxiliaries  have 
had  splendid  recruitment  programs.  Scholarships 
and  loans  amounting  to  over  $7,000.00  have  been 
given  by  thirteen  Auxiliaries.  Twelve  Auxiliaries 
have  organized  and  sponsored  future  nurses  clubs. 
Our  State  Auxiliary  has  available  the  Lettie  Daffin 
Perdue  Memorial  Scholarship  for  $200.00  to  a stu- 
dent at  Alabama  College,  Montevallo. 

We  have  secured  951  subscriptions  to  Today’s 
Health. 

When  called  upon  by  the  Association,  we  stand 
ready  to  take  an  active  role  in  legislative  matters 
pertaining  to  health.  Soon  after  I took  office,  we 
were  alerted  on  the  Jenkins-Keogh  Bill  that  would 
soon  come  before  Congress.  We  at  once  contacted 
our  Senators  and  Congressman  and  asked  for  their 
support  of  this  and  allied  bills. 

We  are  members  of  the  Alabama  Joint  Legis- 
lative Council,  and  I attended  two  of  these  meet- 
ings representing  our  Auxiliary. 

Our  national  president,  Mrs.  Arthur  Underwood, 


has  taken  special  note  of  our  public  relations  and 
community  service  work  and  has  asked  that  the 
number  of  volunteer  service  hours  contributed  by 
each  Auxiliary  be  recorded.  Our  members  esti- 
mate that  they  average  over  fifty  hours  per  mem- 
ber which  gives  us  a grand  total  of  more  than 
50,000  volunteer  hours  for  our  State  Auxiliary. 

We  appreciate  the  invitation  from  your  Com- 
mittee on  Public  Relations  to  sit  in  on  its  meet- 
ings, and  it  was  my  privilege  to  attend  two  of 
these  committee  meetings  during  the  year.  As  re- 
quested by  the  committee,  we  have  again  promoted 
the  essay  contest  for  high  school  students,  which 
is  sponsored  by  the  Association  of  American  Phy- 
sicians and  Surgeons.  Four  counties,  Jefferson, 
Cullman,  Mobile  and  Etowah,  participated  in  the 
contest.  First,  second,  and  third  place  winners 
were  Mary  Burkett,  Jefferson;  Virginia  Lee 
Wilder,  Cullman;  and  Theresa  Ann  Troncale,  Jef- 
ferson. The  county  medical  societies  have  given 
generous  prizes  and  the  Committee  on  Public  Re- 
lations gives  us  $30.00  to  be  used  as  state  prizes. 

Our  Auxiliaries  have  taken  an  active  role  in 
mental  health,  and  they  work  closely  with  the 
mental  health  societies  in  their  communities.  Cal- 
houn County  Auxiliary  gave  a $75.00  scholarship 
to  a teacher  to  attend  a mental  health  workshop. 
It  was  my  pleasure  to  represent  our  State  Auxil- 
iary at  a state  mental  health  meeting  in  Mont- 
gomery. 

Two  of  our  past  state  presidents  are  now  serving 
our  Auxiliary  on  a national  level.  Mrs.  W.  G. 
Thuss,  having  served  as  a director,  was  elected  a 
national  vice-president  in  San  Francisco,  and  Mrs. 
John  Chenault  continues  as  Today’s  Health  chair- 
man. 

Besides  those  already  mentioned,  my  activities 
during  the  year  included  visiting  17  Auxiliaries, 
serving  as  Alabama’s  presidential  delegate  and 
giving  our  state  report  at  our  national  convention 
in  San  Francisco,  attending  the  President’s  Con- 
ference in  Chicago,  the  Southern  Medical  Associ- 
ation convention  in  New  Orleans,  and  the  opening 
ceremony  of  the  State  of  Alabama  Commission 
on  Alcoholism  in  Montgomery.  During  the  past 
year,  in  line  of  duty,  I have  traveled  6,000  miles 
by  air,  750  miles  by  train,  and  8,000  miles  by  car. 

This  is  the  fifth  year  that  we  have  promoted  a 
hobby  show  featuring  creative  work  by  our  physi- 
cians and  their  families.  I am  very  pleased  that 
this  show  has  a prominent  place  for  exhibition  here 
at  your  convention  hotel.  It  is  one  of  the  high- 
lights of  our  convention  and  I urge  you  not  to 
miss  it. 

On  behalf  of  our  Auxiliary,  I want  to  express 
our  appreciation  to  the  Association  for  the  space 
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that  has  been  assigned  us  in  the  Association’s  new 
home.  I also  want  to  thank  you  for  your  generous 
contribution  toward  the  publication  of  our  news- 
letter, The  Wamasa  News,  which  is  sent  to  every 
doctor’s  wife  in  the  state,  as  well  as  to  many  other 
states  upon  request. 

We  are  indeed  grateful  to  your  President,  Dr. 
Edgar  G.  Givhan,  Jr.,  to  Dr.  Douglas  L.  Cannon, 
and  the  other  members  of  our  Advisory  Council, 
Mr.  W.  A.  Dozier,  Jr.  and  his  splendid  staff,  for 
counsel  and  assistance,  without  which  we  could 
not  have  fared  so  well. 

We  also  would  like  to  express  our  appreciation 


to  the  Jefferson  County  Medical  Society  for  its 
many  courtesies  during  the  convention. 

It  is  a privilege  to  belong  to  the  Auxiliary  to  the 
noblest  profession  in  the  world.  With  that  privi- 
lege go  responsibilities — and  membership  in  the 
Auxiliary  gives  us  an  opportunity  to  accept  and 
carry  out  these  responsibilities. 

We  are  working  together  in  concerted  effort  for 
the  growth  of  the  Auxiliary  in  service  to  the  medi- 
cal profession.  Our  potentialities  in  service  are 
great  and  we  hope  you  will  call  upon  us.  It  has 
been  a privilege  to  be  here  and  bring  you  this 
report. 


Estate  Planning — Wise  and  Otherwise 

By 

James  H.  Faulkner 

Attorney  at  Law,  Associate  of  Bowers,  Dixon, 
Dunn  & McDowell,  Birmingham,  Ala. 
Former  Trust  Officer 
Birmingham  Trust  National  Bank 

Since  the  first  will  was  written  man  has  con- 
cerned himself  with  estate  planning. 

Wise  estate  planning  is  de- 
signed to  the  end  that  loved 
ones  will  receive  one’s  property 
in  a manner  which  will  best 
serve  their  needs,  with  the  least 
possible  loss  due  to  expenses, 
fluctuating  business  conditions, 
and  the  ever  growing  appetite 
of  the  tax  collector. 

Estate  planning  is  also  de- 
signed to  avoid  as  much  tax  as 
is  lawfully  possible.  Judge 
Learned  Hand  held  in  the  case  of  Gregory  vs.  Hel- 
vering that  anyone  may  so  arrange  his  affairs  that 
taxes  shall  be  as  low  as  possible;  he  is  not  bound 
to  choose  that  pattern  which  will  best  pay  the 


Read  before  the  Alabama  Association  of  Obstetricians 
and  Gynecologists  during  the  annual  session  of  The 
Medical  Association  of  the  State  of  Alabama,  Birming- 
ham, April  8,  1959. 


Treasury;  it  is  not  even  a patriotic  duty  to  increase 
one’s  taxes. 

The  U.  S.  Supreme  Court,  in  affirming  this  deci- 
sion, held  that  the  legal  right  of  a taxpayer  to  de- 
crease the  amount  of  what  otherwise  would  be  his 
taxes  or  to  altogether  avoid  them  by  means  which 
the  law  permits  cannot  be  doubted. 

To  make  an  estate  plan  a reality,  a method  of 
distribution  has  to  be  selected.  The  distribution 
of  property  is  always  a two-pronged  affair.  It  in- 
volves how  the  transfer  shall  be  made  and  what 
interests  in  the  property  are  to  be  transferred.  The 
success  of  the  planning  depends  largely  on  the 
method  of  distribution  used. 

The  methods  of  distribution  are: 

1.  The  will, 

2.  Intestacy,  and 

3.  Inter  vivos  or  lifetime  transfers  of  various 
kinds. 

The  making  of  a will  is  a privilege.  It  is  not  a 
right.  The  statutory  law  of  the  state  says  who 
can  make  a will,  and  although  the  laws  do  not  tell 
a person  how  he  should  write  his  will,  there  are 
certain  rules  that  have  to  be  complied  with  in 
order  for  the  will  to  be  valid. 

When  a man  makes  a will,  he  is  normally  at  his 
noblest  moment.  He,  for  once,  is  not  thinking  of 
himself.  All  of  his  thoughts  are  for  others.  On 
occasion,  however,  those  thoughts  are  not  loving 
or  charitable. 
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Take,  for  example,  the  will  of  a man  of  finance 
who  wrote: 

“To  my  wife  I leave  her  lover,  and  the  knowledge 
that  I wasn’t  the  fool  she  thought  I was. 

“To  my  son,  I leave  the  pleasure  of  earning  a 
living.  For  twenty-five  years  he  thought  the  plea- 
sure was  mine.  He  was  mistaken. 

“To  my  daughter,  I leave  $100,000.00  She  will 
need  it.  The  only  good  piece  of  business  her  hus- 
band ever  did  was  to  marry  her. 

“To  my  partner,  I leave  the  suggestion  that  he 
take  some  other  man  in  with  him  at  once  if  he 
expects  to  do  any  business.” 

And,  there’s  the  will  of  a Dutchman: 

“I  am  writing  of  my  will  mineself  and  des  lawyir 
vant  he  should  have  to  much  money,  he  ask  to 
many  answers  about  the  family,  first  think  I vant 
I dont  vant  my  brother  oscar  to  get  a g~  thing 
I got.  He  is  a mumser.  He  done  me  out  of  forty 
dollars  fourteen  years  since. 

“I  vant  it  that  hilda  my  sister  she  gets  the  north 
sixtie  akers  of  at  where  I am  homing  it  now.  I bet 
she  dont  get  that  loafer  husband  of  her  to  brake 
twentje  akers  next  plowing  the  gonoph  work.  She 
cant  have  it  if  she  lets  oscar  live  on  it.  I want  I 
should  have  it  back  if  she  does. 

“Tell  moma  that  six  hundret  dollars  she  has 
been  looking  for  for  ten  years  is  berried  from  the 
bakhouse  behind  about  ten  feet  down.  She  better 
let  little  frederick  do  the  digging  and  count  it  when 
he  comes  up. 

“Pastor  lucknitz  can  have  three  hundret  dollars 
if  he  kisses  the  book.  He  vont  preech  no  more 
dumhead  talks  about  politiks,  he  should  a roof 
put  on  the  meeting-house  with,  and  the  elders 
should  the  bills  look  at. 

“Moma  should  the  rest  get,  but  I vant  it  so  that 
adolph  should  tell  her  what  not  she  should  do,  so 
no  more  slick  irishers  sell  her  vaken  clearners, 
they  noise  like  hell  and  broom  dont  cost  so  much. 

“I  vant  it  that  mine  brother  adolph  be  my 
evecter,  and  I vant  it  that  the  judge  should  please 
make  adolph  plenty  bond  put  up,  and  watch  him 
like  hell.  Adolph  is  a good  business  man  but  only 
a dumkoph  would  trust  him  with  a busted  pfen- 
ning. 

“I  vant  dam  sure  that  schliemial  oscar  dont  noth- 
ing get.  Tell  adolph  he  can  have  a hundret  dollars 
if  he  prove  judge  oscar  dont  get  nothing.  That 
dam  sure  fix  oscar.” 

These  wills,  while  they  may  be  humorous  or 
even  libelous,  are  not  the  type  to  accomplish  the 
orderly  and  economical  distribution  of  a man’s 
estate.  They  are  not  something  you  would  write! 


The  will  is  the  heart  of  any  estate  plan.  Its  ad- 
vantages over  intestacy  are: 

1.  You  exercise  control  over  the  distribution 
and  can  minimize  taxes. 

2.  A will  permits  the  choice  of  beneficiaries. 

3.  A will  permits  the  choice  of  a personal  repre- 
sentative. 

4.  A will  can  provide  for  the  special  require- 
ments of  a wife  and  minor  children. 

5.  A will  can  protect  beneficiaries  from  their 
own  indiscretions  and  improvidence  by  the  use  of 
testamentary  trusts. 

6.  A will  can  keep  the  plan  of  distribution  flex- 
ible through  the  use  of  trusts,  powers,  and  future 
estates. 

7.  A will  can  provide  for  the  orderly  manner 
of  the  liquidation  of  assets. 

8.  A will  is  less  expensive  in  the  settlement  of 
the  estate. 

9.  Through  the  use  of  a will,  a testator  can 
exercise  his  benevolent  desires  by  the  creation  of 
charitable  trusts,  gifts,  etc. 

By  dying  intestate  the  decedent’s  property  passes 
according  to  the  descent  and  distribution  statutes. 

If  a person  died  in  one  state  owning  property  in 
another  state,  there  would  be  two  state  statutes 
to  be  applied  in  the  distribution  of  his  or  her 
property.  Real  property  passes  under  the  law  of 
the  state  in  which  it  is  situated,  whereas  personal 
property  passes  under  the  law  of  the  state  where 
the  person  resides.  In  such  a case  the  situation 
could  become  quite  confusing  since  all  state  laws 
are  not  alike. 

The  law  provides  who  will  be  administrator. 
Your  wife  and  loved  ones  may  or  may  not  have 
a choice  in  the  appointment  of  the  administrator. 
Intestacy  normally  requires  speedy  liquidation 
and  may  result  in  disposing  of  the  assets  at  less 
than  their  fair  market  value.  The  sale  of  assets 
involves  getting  court  orders.  This  could  be  ex- 
pensive. Bond  premiums  have  to  be  paid  and 
inventories  have  to  be  filed  in  court.  It  all  adds 
up  to  a great  expense.  In  the  event  of  minor 
children,  guardians  have  to  be  appointed  to  pro- 
tect the  child’s  interest.  This  is  costly.  Selling 
the  home  could  only  be  done  through  the  court. 
The  homestead  exemption  would  have  to  be  set 
aside  for  the  children. 

I’m  sure  you  agree  that  intestacy  is  not  a de- 
sired method  of  distribution.  Every  man  sees  his 
wife  and  family  as  living  human  beings,  not  as 
legislative  concepts  of  surviving  spouse  and  minor 
children.  When  looked  at  in  this  light,  the  making 
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of  a will  ceases  to  be  a privilege  and  becomes  a 
duty. 

Recognizing  his  duty,  man  must  analyze  the 
various  plans  of  distributing  his  property  by  his 
will  and  adopt  that  plan  best  suited  for  him  and 
his  family. 

One  plan,  of  course,  is  to  leave  outright  every- 
thing to  the  beneficiary  or  beneficiaries  of  his 
choice.  Upon  death  they  take  under  the  will  the 
property  absolutely.  It  is  theirs  and  from  then 
on  any  further  distribution  of  the  property  will  be 
up  to  them. 

In  many  cases  involving  family  men  this  may 
not  be  a wise  plan. 

A man  with  children  should  have  the  utmost 
confidence  and  trust  in  his  wife  as  to  investments 
and  management  of  property  if  he  is  going  to 
leave  everything  to  her  absolutely.  In  many  cases, 
the  wife  does  not  know  how  to  invest  and  conserve 
the  property  to  take  care  of  herself  and  the  chil- 
dren. 

He  certainly  should  not  want  to  leave  property 
absolutely  to  minor  children.  Nothing  would  be 
solved  and  more  problems  would  be  created. 

Perhaps  the  best  plan  for  the  family  man  is  the 
use  of  the  trust  device. 

A person  may  create  as  many  trusts  under  his 
will  as  he  desires.  These  trusts  are  known  as 
testamentary  trusts.  They  may  run  in  time  for 
as  long  as  the  testator  desires  unless  they  run 
afoul  the  rule  against  perpetuities.  This  rule  in 
regard  to  trusts,  simply  stated,  is  that  the  trust 
can  run  for  the  lives  in  being  at  the  time  of  its 
creation,  plus  twenty-one  years.  In  other  words, 
assume  that  a trust  is  created  by  a person  having 
a wife,  two  children  and  two  grandchildren.  The 
trust  could  run  for  the  lives  of  the  wife,  the  chil- 
dren and  the  grandchildren,  plus  twenty-one 
years.  That  period  is  its  legal  limit. 

Through  the  use  of  the  trust,  a testator  could 
leave  his  property  to  his  wife  for  her  life,  and  at 
her  death  the  property  is  to  pass  to  his  children. 
While  this  may  be  an  effective  means  of  distrib- 
uting his  property,  the  testator  has  not  saved  any 
taxes.  The  testator  can  use  this  means,  and  by 
giving  his  wife  an  interest  in  the  property  great- 
er than  a life  interest  can  save  taxes.  This  tax- 
saving device  is  known  as  the  “marital  deduction.” 

Briefly,  the  marital  deduction  law  was  passed 
by  Congress  in  1948  for  the  purpose  of  offsetting 
the  advantages  that  were  enjoyed  by  community 
property  states  over  the  common  law  states.  It 
allows  as  a deduction  from  the  gross  estate  the 
amount  of  property  passing  to  a surviving  spouse, 
limited  to  an  amount  equal  to  one-half  the  adjusted 
gross  estate.  The  adjusted  gross  estate  is  de- 


fined as  the  gross  estate  less  debts,  liens,  and  ad- 
ministrative expenses. 

To  explain  the  marital  deduction,  I will  have  to 
tell  you  about  estate  taxes.  The  estate  tax  is  an 
excise  tax  levied  on  the  transfer  of  property  at 
the  death  of  an  individual.  It  is  not  a tax  on  the 
property.  It  is  based  upon  the  fair  market  value 
of  the  property  at  the  time  of  death,  or  one  year 
after  death  if  the  alternate  valuation  is  used.  The 
estate  pays  the  tax — not  the  beneficiary,  although 
after  it  decreases  the  beneficiary’s  share  of  his 
inheritance,  he  thinks  he  has  paid  it. 

The  estate  tax  is  a very  venerable  tax.  Egypt 
imposed  an  inheritance  tax  in  700  B.C.  at  the  flat 
rate  of  ten  per  cent.  The  Romans  adopted  an  in- 
heritance tax  under  Augustus  during  the  First 
Century  B.C.  Many  of  the  wealthy  families  were 
opposed  to  it.  Pliny  the  Younger  was  against  it 
and  argued  that  it  only  augmented  the  sorrows  of 
the  bereaved.  The  Romans  developed  the  tax  to 
a high  degree,  improving  it  from  time  to  time,  and 
adding  complications  that  resembled  a modern 
tax.  The  wealthy  property  owners  began  to  de- 
vise ways  to  avoid  the  tax,  but,  like  us,  never  got 
to  the  point  where  it  was  entirely  avoided. 

Let’s  take  an  example  of  an  estate  and  illustrate 
how  the  marital  deduction  works  and  the  tax  that 
can  be  avoided  through  its  use.  The  estate  of  Dr. 
John  Doe  may  look  like  this: 

Real  estate,  consisting  of  his  home  valued  at 
$40,000,  and  a building  and  lot,  which  he  rents, 
valued  at  $30,000.  He  owns  stock,  bonds  and  other 
securities  valued  at  $50,000.  He  has  life  insurance 
on  his  life  in  the  amount  of  $50,000,  the  proceeds 
payable  to  his  wife  for  life,  the  remainder  to  his 
children. 

He  has  cash,  accounts  receivable,  automobiles, 
office  equipment  and  other  personal  property  val- 
ued at  $30,000.  His  debts  and  administrative  ex- 
penses are  estimated  to  be  $6,000.  His  adjusted 
gross  estate  is  $194,000. 

First,  assume  that  he  leaves  everything  to  his 
wife,  excluding  the  insurance,  for  life,  and  at  her 
death,  his  children  are  to  receive  the  balance.  In 
such  a case  the  tax  liability  on  the  estate  would 
be  $30,900. 

Second,  assume  that  he  wishes  to  leave  every- 
thing to  his  wife  absolutely,  nothing  to  the  chil- 
dren. The  marital  deduction  may  be  used  here 
because  the  property  is  passing  to  the  surviving 
spouse  absolutely,  but  it  is  limited  to  one-half  the 
adjusted  gross  estate,  or  one-half  of  $194,000, 
which  would  be  $97,000.  This  amount  passed  to 
his  spouse  tax-free  so  to  speak.  In  this  example 
his  tax  liability  would  be  $4,260,  a tax  savings  of 
$26,640.  However,  we  must  go  further  and  assume 
that  the  wife  died  with  the  estate,  not  using  the 
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principal,  not  giving  it  to  the  children  or  some 
other  person. 

At  her  death,  unless  the  surviving  spouse  dis- 
poses of  some  of  the  property  during  her  lifetime, 
we  have  not  accomplished  much  tax-wise.  A large 
amount  of  tax  is  avoided  in  the  first  estate,  but  in 
the  second  estate  the  tax  liability  is  increased. 

Third,  let’s  consider  a will  in  which  there  are 
two  trusts:  one  trust  for  the  wife  called  a “marital 
trust,”  which  is  equal  in  value  to  one-half  the  ad- 
justed gross  estate,  and  a residuary  trust  called 
the  “family  trust.”  We  also  provide  that  the 
marital  trust  shall  not  be  decreased  by  any  estate 
or  succession  taxes.  Under  both  trusts  the  wife 
receives  the  income  for  her  life.  Under  the  marital 
trust  she  also  is  given  a power  of  appointment  so 
that  she  can  dispose  of  the  property  should  she 
want  to  during  her  life  or  by  her  will.  She  also 
has  the  power  to  invade  the  principal  should  the 
income  be  insufficient  for  her  needs  and  comfort. 

In  the  family  trust  we  provide  for  the  income 
to  the  wife  and  further  provide  for  invasion  of 
principal  in  the  event  income  is  not  sufficient. 
Upon  her  death  the  family  trust  will  pass  to  the 
children,  or  remain  in  the  trust  for  the  benefit  of 
the  children  until  they  attain  a certain  age.  The 
will  also  provides  that  if  the  power  of  appoint- 
ment given  to  the  wife  under  the  “marital  trust” 
is  not  exercised,  the  remainder  of  the  principal 
pours  over  into  the  family  trust  and  is  distribut- 
ed according  to  its  terms. 

This  is  by  far  the  best  and  most  economical 
method  of  distribution  under  the  above  examples. 
The  marital  deduction  qualifies  because  the  wife 
receives  an  interest  greater  than  a life  interest — 
the  power  of  disposition.  She  also  is  provided  for 
the  extent  of  the  husband’s  resources,  and  the  chil- 
dren are  assured  of  receiving  an  inheritance  should 
they  outlive  their  mother. 

Taxwise,  there  would  be  $4,260  on  the  first 
estate.  On  the  second  estate  there  would  be  a tax 
of  approximately  $3,500.  The  total  tax  bill  is  less 
than  $8,000  as  against  a total  bill  of  more  than 
$30,000  in  the  first  two  examples. 

Summarizing  the  marital  deduction,  it  quali- 
fies if: 

1.  The  property  passes  absolutely  to  the  sur- 
viving spouse; 

2.  The  property  passed  by  operation  of  contract, 
such  as  joint  ownership  with  right  of  survivorship; 

3.  The  property  passes  by  operation  of  law  and 
the  survivor  receives  an  absolute  interest  in  the 
property; 

4.  The  property  passes  for  life  and  a power  of 
disposition  of  the  remainder  is  provided  for;  or 

5.  Insurance  proceeds  pass  to  the  surviving 
spouse  absolutely  or  if  they  pass  for  life  with  a 


power  of  disposition  over  the  remainder. 

If  the  interest  passing  to  the  surviving  spouse 
can  be  expected  to  terminate,  or  will  terminate 
upon  the  happening  of  a future  event,  such  asi 
death,  remarriage,  or  any  other  event  terminating 
the  interest,  the  marital  deduction  will  not  be  al- 
lowed. 

With  proper  planning  the  marital  deduction  is 
of  great  benefit.  However,  if  unwisely  used  it 
could  be  costly.  For  example,  if  husband  and 
wife  owned  about  the  same  amount  of  property, 
it  would  be  foolish  to  use  the  marital  deduction  in 
planning  the  estates  of  each.  An  undue  tax  burden 
would  fall  upon  the  survivor’s  estate  because  this 
estate  would  be  increased  by  the  amount  of  prop- 
erty passing  from  the  first  property  owner’s  death. 

Another  method  of  distribution  used  in  estate 
planning  is  transfers  during  life.  Lifetime  gifts 
may  be  advisable  where  a person  has  accumulated 
great  wealth,  is  in  a high  income  tax  bracket,  and 
at  death,  will  be  in  a high  bracket  for  estate  tax 
purposes.  In  such  instances,  lifetime  gifts  would 
serve  to  spread  out  the  income  into  lower  brack- 
ets, and  the  estate  would  be  reduced  for  estate 
taxes.  Since  husbands  and  wives  may  join  in  mak- 
ing gift  tax  returns,  a large  amount  of  a person’s 
estate  may  be  given  away  tax-free.  Each  has  a 
specific  exemption  of  $30,000,  plus  annual  exclu- 
sions of  $3,000  for  each  donee,  provided  the  gifts 
are  of  present  interests. 

The  gifts  may  be  made  outright  or  in  trust.  Ob- 
viously, gifts  in  trust  would  be  advantageous 
where  the  gifts  are  made  to  minors.  The  minor 
child  must  be  able  to  get  title  to  the  property 
when  he  becomes  twenty-one.  In  the  event  of 
death  of  the  child,  title  must  pass  to  the  child’s 
estate,  or  to  whomever  he  appoints  under  his  will, 
if  the  annual  exclusion  is  to  be  allowed.  Other- 
wise, the  gift  would  be  a future  interest  for  which 
no  exclusion  is  allowable. 

Taxpayers  looking  for  ways  to  reduce  their  in- 
come tax  liability  should  examine  Sections  671- 
678  of  the  Internal  Revenue  Code  of  1954.  Under 
these  sections  an  irrevocable  trust  may  be  created 
for  a period  of  more  than  ten  years,  and  at  the 
end  of  that  period  the  property  reverts  to  the 
grantor.  During  the  period  of  the  trust,  the  in- 
come is  taxable  to  the  beneficiary.  The  income  is 
placed  in  lower  tax  brackets  with  resulting  lower 
income  tax  liability  or  perhaps  elimination  of  the 
tax  entirely. 

The  primary  reason  for  creating  a short  term 
trust,  as  these  trusts  are  commonly  called,  is  to 
shift  the  income  away  from  the  grantor.  In  order 
to  achieve  this  result,  the  grantor  cannot  receive 
any  of  the  income  from  the  trust.  The  income  from 
the  trust  cannot  be  used  to  discharge  the  grantor’s 
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legal  obligations  of  support  of  his  wife  and  chil- 
dren; nor  can  the  grantor  exercise  any  adminis- 
trative control  over  the  income  or  principal.  The 
property  transferred  must  remain  in  trust  for  a 
period  of  more  than  ten  years,  or  two  years  in  the 
case  of  a charitable  beneficiary. 

In  addition  to  an  income  tax  saving  scheme,  the 
short  term  trust  also  offers  gift  and  estate  tax  sav- 
ings, as  the  value  for  gift  tax  and  estate  tax  pur- 
poses is  always  something  less  than  the  property’s 
fair  market  value. 

The  short  term  trust  would  appear  to  be  ad- 
vantageous for  a professional  or  business  man  with 
minor  children  who  owns  a building  for  rental 
purposes  or  securities  from  which  he  does  not 
need  the  income,  and  who  is  trying  to  reduce  the 
tax  on  his  income.  He  could  transfer  the  property 
in  trust  for  ten  years  and  one  day  and  let  the  in- 
come accumulate  for  the  children  for  their  educa- 
tion, or  let  them  use  it  in  setting  themselves  up  in 
a business  or  a profession.  By  doing  so,  he  has  ac- 
complished these  things: 

1.  He  has  accumulated  a fund  for  the  children 
at  low  tax  rates,  or  without  any  tax; 

2.  He  has  not  completely  parted  with  his  proper- 
ty, and 

3.  He  has  saved  himself  income  taxes. 

In  this  time  I have  not  covered  the  entire  field 
of  estate  planning.  It  has  become  a very  broad 
field — so  broad  in  fact,  that  we  now  have  estate 
planning  teams  consisting  of  the  lawyer,  the  ac- 
countant, the  trust  officer,  and  the  life  underwrit- 
er. In  the  complicated  estate,  it  will  take  the  four 
of  them  to  arrive  at  a workable  solution  to  a tax- 
payer’s problems. 

If  I have  accomplished  nothing  else,  I hope  that  I 
have  shown  you  the  importance  of  planning  your 
estate. 

Judge  Thomas  Mellon  said  in  his  autobiogra- 
phy: “It  is  more  difficult  to  keep  wealth  when  you 
have  it  than  to  accumulate  it.” 

By  taking  time  to  plan  your  estate  wisely,  you 
retain  and  leave  a greater  net  amount  to  loved 
ones. 


NEXT  ANNUAL  MEETING 
ADMIRAL  SEMMES  HOTEL 
MOBILE 
APRIL  21,  22,  23 


Three  New  Drugs  Described  in  A.  M.  A.  Journal — 

Three  promising  new  drugs  for  the  treatment  of  cir- 
culatory system  diseases  were  described  in  the  July  11 
Journal  of  the  American  Medical  Association. 

Two  of  the  drugs  are  used  in  the  treatment  of  high 
blood  pressure,  while  the  other  is  an  anticoagulant,  used 
to  dissolve  or  prevent  blood  clots. 

The  anticoagulant  is  a new  coumarin  derivative  with 
the  tradename  Liquamar.  It  is  10  to  25  times  more  ac- 
tive than  bishydroxycoumarin,  the  parent  substance, 
according  to  Drs.  Herman  Gold  and  George  W.  Lilley, 
Chester,  Pa. 

The  drug  has  been  intensively  studied  in  Europe,  but 
little  has  been  done  with  it  in  the  United  States,  the 
doctors  said. 

They  gave  Liquamar  to  111  patients  suffering  from 
acute  myocardial  infarction,  coronary  insufficiency, 
acute  phlebitis,  and  various  other  circulatory  ailments 
with  which  blood  clots  are  associated. 

Slower  clotting  times  of  the  blood  were  noted  within 
42  hours  in  77  per  cent  of  the  patients.  Only  3.6  per 
cent  showed  abnormal  bleeding.  The  doctors  concluded 
that  Liquamar  produces  a satisfactory  slowing  of  blood 
clotting  during  short-term  treatment  of  blood-clotting 
disease  states. 

Guanethidine,  a “new,  potent  antihypertensive  drug,” 
was  discussed  by  Drs.  Irvine  H.  Page  and  Harriet  P. 
Dustan,  Cleveland  Clinic.  Its  chemical  structure  and 
mechanisms  of  action  differ  from  those  of  other  agents 
used  in  the  treatment  of  high  blood  pressure. 

Experimental  work  in  dogs  indicated  that  guanethi- 
dine has  a prolonged  action.  Treatment  of  18  patients 
with  high  blood  pressure  showed  that  the  drug  has  a 
rapid,  but  prolonged  action,  with  mild  diarrhea  as  the 
only  side  effect  so  far  noted. 

The  other  antihypertensive  drug — hydrochlorothiazide 
— was  described  by  Drs.  Victor  Vertes  and  Mervyn 
Sopher,  Mount  Sinai  Hospital,  Cleveland. 

It  is  a relative  of  chlorothiazide,  which  was  originally 
used  as  a diuretic  and  was  then  found  to  have  blood 
pressure  lowering  properties. 

The  new  drug  was  given  to  10  patients  with  high 
blood  pressure  of  unknown  cause.  It  was  effective  in 
lowering  the  blood  pressure  of  all  patients,  was  well 
tolerated  by  all,  and  produced  no  adverse  side  effects. 

The  action  of  the  drug  may  result  from  its  ability  to 
produce  sodium  and  chloride  loss  by  the  body,  thus 
maintaining  the  patient  on  a “low-salt  diet”  in  spite 
of  general  food  intake,  the  doctors  said.  It  has  been 
shown  that  severe  sodium  restriction  alone  will  lower 
blood  pressure;  however,  it  is  impossible  for  a person 
to  maintain  a severe  restriction  outside  the  hospital. 
Such  drugs  as  hydrochlorothiazide  may  help  in  this 
procedure. 


Food  Allergy  May  Cause  Urinary  Symptoms — Food  al- 
lergy may  be  the  cause  of  persistent  or  recurring  uri- 
nary symptoms  when  there  is  little  or  no  disease  in  the 
urinary  tract,  according  to  three  Chicago  area  physi- 
cians. 

Urinary  tract  allergy  has  been  a recognized  condition 
for  nearly  40  years,  but  it  is  rarely  reported  and  the  di- 
agnosis is  often  missed,  they  said  in  the  July  11  Journal 
of  the  American  Medical  Association. 

Frequently  the  condition  may  be  misdiagnosed  as 
cystitis,  misplaced  uterus,  or  pelvic  inflammatory  dis- 
ease. Treatment  of  such  conditions  often  gives  partial 
relief,  but  the  bladder  symptoms  usually  continue. 
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AMA  FIELD  REPRESENTATIVE— Dick  Nelson,  Chi- 
cago, 111.,  (right)  was  welcomed  to  the  third  annual 
planning  meeting  by  President  William  R.  Carter. 
Mr.  Nelson  spoke  on  AMA’s  Aging  Program. 


TO  INTERNAL  MEDICINE  HELM— Dr.  H.  Ham- 
ilton Hutchinson,  Montgomery,  (center)  was  in- 
stalled as  president  of  the  Alabama  Society  of 
Internal  Medicine  at  the  Grand  Hotel,  Point  Clear, 
on  June  26th.  He  is  being  congratulated  here  by 
Past  President  W.  H.  Tucker  of  Mobile.  Dr.  W. 
M.  Woodall,  Jr.  (right)  was  re-elected  Secretary- 
Treasurer  of  the  group. 


AAGP’S  SEMINAR  BANQUET 
SPEAKER — Dr.  James  D.  Murphy, 
Fort  Worth,  will  deliver  the  banquet 
address  at  the  Alabama  Academy  of 
General  Practice’s  19th  Annual  Post- 
graduate Seminar  at  the  Tutwiler  Hotel 
in  Birmingham  on  August  19th.  Scien- 
tific sessions  of  the  seminar  will  be 
held  at  the  Medical  Center  and  they 
are  open  to  all  physicians. 
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ALABAMA  HEART  ASSOCIATION— 
Elected  Dr.  W.  B.  Frommeyer,  Jr.,  Bir- 
mingham, (right)  president  at  its  annual 
meeting  at  Point  Clear  on  June  27th.  Dr. 
Maxwell  Moody,  Jr.,  Tuscaloosa,  (center) 
was  named  Chairman  of  the  Board  and  Dr. 
D.  O.  Wright  (left)  was  elected  a board 
member. 


SCIENTIFIC  SESSION  SPEAKERS— Dr. 
J.  Garber  Galbraith,  Medical  College  of 
Alabama;  Dr.  Edgar  Hull,  Louisiana  State 
University  Medical  School;  Dr.  R.  Bruce 
Logue,  Emory  University  Medical  School 
and  Dr.  Champ  Lyons,  Medical  College 
of  Alabama,  spoke  on  various  phases  of 
cardiovascular  diseases  at  the  Heart  As- 
sociation’s! 8th  Annual  South  Alabama 
Scientific  Sessions  at  Point  Clear. 


PROGRAM  SPEAKERS— Dr.  Victor  C. 
Vaughan  III,  (left)  professor  of  Pediatrics, 
Medical  College  of  Georgia;  Dr.  George 
W.  Holcomb,  Jr.,  (center)  Clinical  As- 
sistant Professor  of  Surgery,  Vanderbilt 
University,  and  Dr.  Amos  Christie,  Pro- 
fessor of  Pediatrics,  Vanderbilt  University, 
will  address  the  Alabama  Chapter  of 
American  Academy  of  Pediatrics  at  its 
annual  meeting  at  the  Grand  Hotel,  Point 
Clear,  on  September  12-13.  The  meeting 
is  open  to  all  physicians. 


Dr.  Holcomb 


Dr.  Christie 


Dr.  Vaughan 
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Newcomers  at  the  Center — Dr.  Buris  R.  Boshell  (left),  Alexander  Ulloa  have  been  appointed  to  the  faculty 

Dr.  Basil  I.  Hirschowitz,  Miss  Juanita  Mullins,  and  Dr.  of  the  Medical  College  of  Alabama. 


Medical  School  Announces 
New  Faculty  Members 

Six  new  faculty  members  are  joining  the  staffs 
of  four  departments  of  the  Medical  Center  this 
summer. 

Anatomy  has  one  newcomer,  anesthesiology, 
one,  medicine,  three,  and  psychiatry,  one. 

Dr.  Earl  G.  Hamel,  Jr.,  instructor  in  anatomy, 
came  to  the  Center  in  mid-June  from  Iowa  State 
University  where  he  earned  his  Ph.  D.  degree.  A 
native  of  Pensacola,  Fla.,  he  is  married  and  has 
three  children. 

Dr.  Elizabeth  Dowdy  of  Attalla  will  begin  work 
this  month  as  assistant  professor  of  anesthesiology. 
She  has  been  a resident  anesthesiologist  at  Pres- 
byterian Hospital  of  Columbia  University,  New 
York.  Dr.  Dowdy  is  a graduate  of  the  University 
of  Alabama  Medical  College. 

Dr.  Buris  R.  Boshell,  now  assistant  professor  of 
medicine  in  the  endocrinology  and  metabolism 
section,  is  also  serving  as  clinical  investigator  for 


the  Veterans  Administration  Hospital.  A gradu- 
ate of  the  Harvard  Medical  School,  he  came  here 
from  a chief  residency  in  medicine  at  Peter  Bent 
Brigham  Hospital  in  Boston.  Dr.  Boshell  is  from 
Phil  Campbell,  in  Franklin  County.  He  and  his 
wife  have  one  daughter. 

Dr.  Basil  I.  Hirschowitz,  associate  professor  of 
medicine  and  director  of  the  division  of  gastro- 
enterology, was  born  in  Bethal,  South  Africa.  A 
graduate  of  Witwatersrand  University  Medical 
School  in  South  Africa,  he  did  postgraduate  work 
in  London.  He  was  on  the  faculty  of  the  Univer- 
sity of  Michigan  Medical  School  and  the  Temple 
University  Medical  School  in  Philadelphia  before 
coming  to  Birmingham.  Dr.  Hirschowitz  is  mar- 
ried. 

Dr.  Alexander  Ulloa,  a new  instructor  in  medi- 
cine, rheumatology  division,  recently  finished  a 
fellowship  with  Dr.  Howard  L.  Holley,  associate 
professor  of  medicine.  Dr.  Ulloa  is  a graduate  of 
the  University  of  San  Marcos  Medical  School  in 
Lima,  Peru.  He  is  married  and  has  one  son. 
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Miss  Juanita  Mullins  is  the  psychiatry  depart- 
ment’s new  instructor  in  psychiatric  social  work. 
She  comes  to  Birmingham  from  the  University 
of  Tennessee  where  she  got  her  master’s  degree  in 
social  work  after  previous  study  at  Tulane  Uni- 
versity, New  Orleans,  La.,  and  Mississippi  South- 
ern College.  She  is  from  Roxie,  Miss. 


Vital  Needs  of  Open-Heart  Surgery 
Outlined  By  Dr.  Champ  Lyons  • 

Open-heart  surgery  is  far  too  complicated  for 
the  conventional  operating-room  complement. 

Repair  of  defective  human  hearts  requires  a 
team  of  highly  trained  specialists — quite  a large 
team.  To  be  done  effectively  and  with  an  accept- 
able mortality  rate,  the  job  also  requires  a cardio- 
vascular center  equipped  with  all  the  mechanical 
help  our  present  technology  can  give  the  surgeon. 

Meeting  the  “spiritual  challenge  of  an  expanded 
budget  to  meet  the  hospital  costs  of  curable  heart 
disease”  is  the  great  contribution  which  can  be 
made  by  the  people  of  this  state,  Dr.  Champ  Lyons 
told  members  of  the  Alabama  Heart  Association 
at  it  annual  meeting  June  27  at  Point  Clear. 

Dr.  Lyons,  who  is  chairman  of  the  Medical  Col- 
lege’s surgery  department,  spoke  to  the  group  at 
a dinner  following  afternoon  sessions  on  cardio- 
vascular diseases.  Held  at  the  Grand  Hotel,  the 
meeting  was  attended  by  more  than  200  lay  and 
professional  members. 

Three  other  eminent  cardiologists  addressed  the 
Association  during  the  afternoon.  They  were  Dr. 
J.  Garber  Galbraith,  professor  of  surgery  and 
chairman  of  the  division  of  neurosurgery  here; 
Dr.  Edgar  Hull,  professor  of  medicine  and  associ- 
ate dean,  Louisiana  State  University  Medical 
School,  New  Orleans,  La.;  and  Dr.  Bruce  Logue, 
professor  of  medicine,  Emory  University  Medical 
School,  Atlanta,  Ga.  Dr.  Galbraith’s  subject  was 
“Diagnosis  and  Treatment  of  Cerebral  Aneu- 
rysms.” 

Dr.  Lyons  described  the  complexity  of  overcom- 
ing complications  which  often  arise  in  repairing 
certain  types  of  heart  defects  to  show  that  the  sur- 
geon has  more  than  enough  to  think  about  without 
also  being  responsible  for  perfusion  and  the  many 
controls  which  must  be  maintained  during  such  an 
operation. 

Perfusion  (automatic  rerouting  of  blood  around 
the  heart  so  that  heart  action  may  be  stopped  dur- 
ing the  operation)  should  be  handled  by  a clinical 
physiologist  or  an  anesthesiologist.  Expert  diag- 
nosis is  also  vital  to  the  successful  heart  operation, 
according  to  Dr.  Lyons.  “The  diagnostic  effort  in 
this  field  is  almost  as  complex  as  the  surgical  ef- 
fort,” he  said. 


Revenue  from  patients  obviously  cannot  support 
the  entire  project,  Dr.  Lyons  told  Heart  Associa- 
tion members.  The  University  spent  nine  years 
and  about  half  a million  dollars  to  bring  together  a 
cardiovascular  team  with  the  diagnostic  and  sur- 
gical facilities  it  now  has. 

It  costs  around  $5000  to  send  a patient  out  of  the 
state  for  one  of  these  operations.  The  Medical 
Center  can  handle  such  a case  for  $1500  to  $2000 
because  its  team  members  are  subsidized  as  teach- 
ers and  carry  research  grants  to  make  added  equip- 
ment and  facilities  available.  But  most  families 
are  unable  to  meet  even  that  reduced  cost.  They 
must  have  help. 

Dr.  Lyons  summed  up  by  saying,  “A  very  wise 
man  recently  remarked  that  we  live  in  an  age  of 
technologic  precocity  and  spiritual  adolescence.” 
He  expressed  the  hope  that  Alabamians  will  make 
the  spiritual  growth  necessary  to  meet  the  chal- 
lenge of  vital  needs  in  the  field  of  open-heart  sur- 
gery. 


Open  Heart  Film  Produced 
At  University  Hospital 

An  open-heart  operation,  performed  with  the 
help  of  the  famous  heart-lung  machine,  was  re- 
cently filmed  at  the  University  Hospital  for  dis- 
tribution to  University  of  Alabama  Alumni  Chap- 
ters. 

The  45-minute  film,  made  by  a 5-man  team  of 
Hollywood  cameramen,  will  be  shown  in  con- 
nection with  the  Five-Million-Dollar  Drive  pres- 
ently being  conducted  by  the  University  of  Ala- 
bama. 


Dr.  Kochakian  Awarded 
$55,000  Cancer  Grant 

Dr.  Charles  D.  Kochakian,  professor  of  physiol- 
ogy at  the  Medical  Center,  has  been  awarded  a 
grant  of  $55,000  by  the  National  Institutes  of 
Health  for  extension  of  his  cancer  research  proj- 
ect. 

The  grant  from  NIH,  research  division  of  the 
U.  S.  Public  Health  Service,  also  carries  a com- 
mitment for  an  additional  yearly  amount  for  the 
succeeding  two  years. 

The  new  grants  bring  to  $500,000  the  total  grants 
Dr.  Kochakian’s  project  has  received  in  its  25-year 
history. 

Dr.  Kochakian  is  investigating  the  role  male 
hormones  play  in  regulation  of  tissue  growth  and 
the  possible  relation  between  abnormal  arrange- 
ment of  these  hormones  and  the  development  of 
cancer. 

His  initial  work  was  done  at  the  University  of 
Rochester.  Before  coming  to  the  Medical  Center 
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here  two  years  ago  he  had  been  with  the  Univer- 
sity of  Oklahoma  six  years. 


Local  Technologists  Win 
Awards  For  Papers 

Awards  to  four  Alabama  medical  technologists 
were  made  for  technical  papers  presented  at  the 
American  Society  of  Medical  Technologists  con- 
vention in  Phoenix,  Ariz. 

Each  of  the  awards  recognized  outstanding  work 
by  the  technologists  and  the  collaborators  with 
whom  they  prepared  their  presentations. 

Ann  M.  Bretschneider,  chief  technologist  in  the 
laboratory  of  surgical  pathology  at  the  Medical 
Center,  received  the  first  place  Scientific  Products 
Foundation  award  in  hematology  and  its  second- 
place  award  in  histology. 

She  presented  a paper  at  the  convention  on 
“Histochemical  Techniques  in  Examination  of 
Blood  and  Bone  Marrow.”  Her  collaborators  in- 
cluded Edmund  A.  Dowling,  Dr.  Fred  Collier  and 
Dr.  William  J.  Jammack,  all  of  the  Medical  Col- 
lege faculty. 

Sara  H.  Crowson,  instructor  in  medical  technolo- 
gy at  St.  Vincent’s,  and  Helene  H.  Taylor,  assist- 
ant instructor,  received  the  Scientific  Products 


Foundation’s  third  place  award  in  bacteriology  for 
their  paper  on  “Comparison  of  Bacterial  Resist- 
ance to  Antibiotics.” 

Frances  D.  Wideman  of  the  St.  Vincent  School 
of  Medical  Technology  received  third  place  award 
of  the  Registry  of  the  American  Society  of  Clini- 
cal Pathologists  for  her  paper  on  “Toxicology  in  a 
200-Bed  Hospital.”  Her  collaborator  was  Chris  T. 
Warren,  biochemist  at  St.  Vincent’s. 


Co- Winners  of  the 
Stuart  Graves  Award 

The  annual  Stuart  Graves  Pathology  Award  at 
the  University  of  Alabama  Medical  College  has 
two  winners  this  year.  They  are  Mrs.  Sabra  Wetz- 
ler  Burton  of  Tuscaloosa  and  Ralph  F.  Coleman 
of  Jacksonville. 

Dr.  Robert  C.  Berson,  dean  of  the  Medical  Col- 
lege, said,  in  making  the  announcement,  that  this 
cash  award  is  given  each  year  to  the  sophomore 
student  making  the  highest  grade  in  general  path- 
ology. Mrs.  Burton  and  Mr.  Coleman  tied  for  top 
score,  as  did  the  two  students  who  won  in  1956. 

In  all,  the  award  has  been  given  12  times  since 
it  was  established  by  Dr.  Stuart  Graves,  a pathol- 
ogy professor  and  dean  of  the  University  of  Ala- 
bama’s two-year  medical  college  from  1928  until 
1945. 


University  Housing  Aided 
By  Congressional  Act 

Congress  has  approved  housing  bills  containing 
a new  provision  which  should  help  Birmingham 
in  its  urban  renewal  program  in  the  Medical  Cen- 
ter area. 

Under  present  housing  law,  local  interests  must 
put  up  one-fourth  of  the  cost  of  a redevelopment 
program  which  receives  federal  aid,  or  match  fed- 
eral grants  on  the  basis  of  one  local  dollar  for  each 
two  federal  dollars. 

The  new  provision  would  permit  improvements 
made  by  universities  in  or  near  urban  renewal 
areas  to  be  counted  as  local  grants-in-aid.  Thus 
the  University’s  expenditures  in  clearing  property 
and  putting  up  new  buildings  could  be  counted  as 
part  of  the  local  contribution. 

According  to  state  congressmen,  this  part  of  the 
bill  might  mean  several  million  dollars  in  local 
contribution  credit. 

Another  part  of  the  new  provision  would  waive 
in  this  case  the  present  requirement  that  any  pre- 
dominantly residential  area  cleared  under  such  a 
program  must  be  mainly  residential  when  redevel- 
oped. 
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D.  G.  Gill,  M.  D. 

State  Health  Officer 

HOME  SAFETY  INVENTORY— 1958 

The  National  Safety  Council  conducted  a na- 
tionwide survey  during  1956  to  find  out  “Who’s 
doing  what  in  home  safety.”  This  first  home  safe- 
ty inventory  revealed  that  there  was  widespread 
interest  and  good  programming  on  the  part  of 
many  official  agencies,  professional  organizations 
and  volunteer  civic  groups. 

A second  survey  was  conducted  during  1958. 
This  survey  was  designed  not  only  to  acquire  in- 
formation about  home  safety  activities  but  also  an 
effort  was  made  to  develop  the  second  inventory 
into  a tool  to  assist  states  and  communities  to 
stimulate  the  development,  expansion  and  coordi- 
nation of  home  accident  programs  in  their  respec- 
tive areas  and  to  establish  standards  and  norms  to 
facilitate  the  acceptance  of  responsibility  for  home 
accident  prevention  with  official  and  voluntary 
agencies  and  business  organizations. 

The  Division  of  Public  Health  Education,  State 
Health  Department,  served  as  the  center  for  the 
state-wide  inventory  in  1958.  A community  sur- 
vey was  conducted  in  Jefferson  County,  the  coun- 
ty health  department  serving  as  center  for  that 
survey. 

The  National  Safety  Council  has  made  an  analy- 
sis of  each  state’s  inventory  reports.  For  Alabama, 
the  summary  and  recommendations  relative  to 
the  State  Health  Department  are  quoted  here. 

SUMMARY 

1.  The  State  Health  Department  conducts  and 
participates  in  home  safety  activities  on  an  inci- 
dental basis,  and  its  activities  consist  mainly  of 
short-term,  specific  projects. 

2.  No  intra-office  home  safety  committee  has 
been  established. 

3.  The  responsibility  for  home  safety  program- 
ming has  not  been  centered  in  one  particular  divi- 
sion or  section,  nor  have  any  staff  members  been 
specifically  assigned  this  area.  However,  the  Di- 
vision of  Health  Education  has  attempted  to  keep 
county  health  departments  currently  informed  as 
to  sources  of  material  relative  to  home  safety. 

4.  No  in-service  training  for  staff,  no  research 
studies,  no  program  planning  assistance  to  other 


state  groups,  nor  any  attempt  to  coordinate  home 
safety  programming  in  the  state  is  indicated. 

5.  Press  releases  regarding  home  safety  were 
reported,  and  consultant  service  to  groups  and 
agencies  establishing  poison  control  centers  in  the 
state  was  noted. 

6.  Neither  the  nurses’  nor  sanitarians’  field  re- 
port forms  contain  questions  regarding  home  ac- 
cident prevention. 

7.  Current  records  of  state’s  home  accident  fa- 
talities are  maintained. 

8.  All  phases  of  nursing  home  safety  fall  within 
the  responsibility  of  the  State  Health  Department. 

9.  Comparatively  little  home  safety  program- 
ming is  reported  by  any  of  the  local  health  de- 
partments. Only  6 of  32  departments  reporting 
indicated  any  home  safety  activities  at  all. 

RECOMMENDATIONS 

1.  Dependent  upon  approval  of  budget  to  in- 
clude home  accident  prevention,  this  department 
should  attempt  to  include  home  safety  program- 
ming within  its  normal  program  following  the 
suggestions  included  in  the  above  summary. 

The  analysis  also  contained  summaries  and  rec- 
ommendations relative  to  other  government  agen- 
cies, voluntary  and  professional  agencies,  county 
home  demonstration  offices  and  business  and  in- 
dustries. Analysis  of  the  Jefferson  County  com- 
munity survey  has  not  been  completed. 

sjc  SjS  jfc 

Home  safety  is  a relatively  new  field  of  public 
health  work,  but  there  is  a growing  belief  that 
home  accident  prevention  is  a public  health  re- 
sponsibility. This  belief  is  reinforced  by  the  an- 
nual home  accident  toll  of  28,000  persons  killed 
and  more  than  four  million  injured  seriously 
enough  to  be  disabled  at  least  one  day.  Alabama 
had  at  least  600  home  accident  fatalities  in  1958. 
While  no  records  of  non-fatal  home  accidents  are 
available,  there  is  no  doubt  that  there  were  thous- 
ands of  such  accidents.  Initiation  of  any  program 
aimed  at  reducing  this  toll  would  be  facilitated 
by  the  availability  of  information  acquired 
through  the  home  safety  inventory. 
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BUREAU  OF  LABORATORIES 
Thomas  S.  Hosty,  Ph.D.,  Director 
SPECIMENS  EXAMINED 

May  1959 

Examinations  for  diphtheria  bacilli  and  Vincent’s  41 


Agglutination  tests 561 

Typhoid  cultures  (blood,  feces  and  urine) 499 

Brucella  cultures  5 

Examinations  for  malaria 29 

Examinations  for  intestinal  parasites 2,840 

Darkfield  examinations  1 

Serologic  tests  for  syphilis  (blood  and 
spinal  fluid)  25,515 

Examinations  for  gonococci 1,745 

Examinations  for  tubercle  bacilli 3,711 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations) 243 

Water  examinations 2,246 

Milk  and  dairy  products  examinations 4,290 

Miscellaneous  examinations  998 


Total  42,881 

Dothan  Branch  Laboratory  report  not  received  in  time 
to  be  included  in  the  May  report. 

£ £ & 

BUREAU  OF  PREVENTABLE  DISEASES 
W.  H.  Y.  SMITH,  M.  D.,  Director 
CURRENT  MORBIDITY  STATISTICS 


1959 


E.E.* 

Apr. 

May 

May 

Typhoid  and  paratyphoid 

0 

2 

3 

Undulant  fever  

2 

0 

1 

Meningitis  ~ 

8 

9 

12 

Scarlet  fever  — 

252 

192 

34 

Whooping  cough  

..  33 

46 

74 

Diphtheria  

2 

0 

4 

Tetanus  

8 

3 

3 

Tuberculosis  

..  181 

229 

200 

Tularemia  

0 

0 

1 

Amebic  dysentery  

5 

2 

1 

Malaria  

0 

0 

1 

Influenza  

..  74 

60 

232 

Smallpox  

0 

0 

0 

Measles  

..  502 

1105 

1717 

Poliomyelitis  — . 

0 

1 

7 

Encephalitis  - — . 

1 

3 

2 

Chickenpox  

..  177 

263 

239 

Typhus  fever  

0 

0 

1 

Mumps  

..  63 

59 

270 

Cancer  — 

..  559 

978 

489 

Pellagra  

0 

0 

0 

Pneumonia  „ 

..  248 

218 

197 

Syphilis  

..  163 

138 

207 

Chancroid  

4 

4 

8 

Gonorrhea  

..  251 

325 

368 

Rabies — Human  cases 

0 

0 

0 

Positive  animal  heads 

..  24 

7 

0 

As  reported  by  physicians  and  including  deaths  not  reported  as 

cases. 

*E.  E.-  The  estimated  expectancy 

represents 

the  median 

inci- 

dence  of  the  past  nine  years. 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S.,  Director 

PROVISIONAL  BIRTH  AND  DEATH  STATISTICS 
AND  COMPARATIVE  DATA,  MARCH  1959 


Live  Births,  Maternal  Deaths, 
Infant  Deaths, 

Fetal  Deaths,  and 
Deaths  by  Cause 

1 

R 

M 

H 

to 

*> 

o 

H 

Numb 
egiste 
Durin 
arch  1 

a> 

4-* 

•H 

$ 

er 

red 

g 

959 

<D 

i 

G'G 

or 

(Am 

o> 

lO 

CD 

rH 

Rates* 
tiual  B 

CO 

m 

o> 

r-H 

asis) 

lO 
C T> 

Live  births  

6620 

41331 

2487 

24.2 

25.3 

25.5 

Deaths  

2475 

1523 

952 

9.0 

10.4 

8.9 

Fetal  deaths  

139 

57 

82 

20.6 

20.2 

22.3 

Infant  deaths — 

under  one  month 

140 

76 

64 

21.1 

27.1 

20.2 

under  one  year 

209 

106 

103 

31.6 

42.8 

32.9 

Maternal  deaths  ...  

4 

2 

2 

8.3 

8.6 

15.7 

Cause  of  Death 

Tuberculosis,  001-019  

31 

13 

18 

11.3 

12.9 

9.7 

Syphilis,  020-029  

5 

3 

2 

1.8 

1.8 

1.1 

Dysentery,  045-048  ... ' . .... 

Diphtheria,  055  ... . 

0.4 

Whooping  cough,  056 

3 

2 

1 

1.1 

Meningococcal  infections,  057.. 

1.8 

1.1 

Poliomvelitis,  080,  081. 

0.7 

Measles,  085  

1 

1 

0.4 

0.4 

1.5 

Malignant  neoplasms,  140-205.. 

311 

212 

99 

113.5 

117.3 

103.6 

Diabetes  mellitus,  260 

32 

21 

11 

11.7 

17.7 

12.3 

Pellagra,  281  . 

1 

1 

0.4 

0.4 

Vascular  lesions  of  central 

nervous  system,  330-334 

333 

186 

147 

121.6 

150.5 

127.8 

Rheumatic  fever,  400-402.. 

1 

1 

0.4 

2.2 

Diseases  of  the  heart,  410-443  ... 

851 

554 

297 

310.7 

323.8 

300.7 

Hypertension  with  heart 

disease,  440-443  

159 

65 

94 

58.0 

60.9 

63.3 

Diseases  of  the  arteries,  450-456 

52 

31 

21 

19.0 

28.4 

20.5 

Influenza,  480-483  

15 

7 

8 

5.5 

25.4 

5.2 

Pneumonia,  all  forms,  490-493 

78 

35 

43 

28.5 

46.5 

31.3 

Bronchitis,  500-502  

4 

2 

2 

1.5 

3.0 

1.5 

Appendicitis,  550-553  

1 

1 

0.4 

0.4 

1.5 

Intestinal  obstruction  and 

hernia,  560,  561,  570 

9 

6 

3 

3.3 

4.8 

3.7 

Gastro-enteritis  and  colitis, 

under  2,  571.0,  764 

4 

3 

1 

1.5 

2.6 

4.5 

Cirrhosis  of  liver,  581 

16 

14 

2 

5.8 

7.7 

6.7 

Diseases  of  pregnancy  and 

childbirth,  640-689  

4 

2 

2 

8.3 

8.6 

15.7 

Congenital  malformations, 

750-759  

46 

32 

14 

6.9 

4.8 

4.5 

Immaturity  at  birth,  774-776 

44 

24 

20 

6.6 

8.3 

7.6 

Accidents,  total,  800-962 

160 

99 

61 

58.4 

64.5 

66.0 

Motor  vehicle  accidents, 

810-835.  960  

63 

44 

19 

23.0 

24.7 

30.6 

All  other  defined  causes 

393 

239 

154 

143.5 

158.6 

118.8 

Ill-defined  and  unknown 

causes,  780-793,  795 

80 

36 

44 

29.2 

39.8 

38.0 

Rates:  Birth  and  death — per  1,000  population;  Infant  deaths — 
per  1,000  live  births;  Fetal  deaths — per  1,000  deliveries;  Maternal 
deaths — per  10,000  deliveries;  Deaths  from  specified  causes — per 
100,000  population. 


OUR  ADVERTISERS 


Important  messages  are  presented  in  the 
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Now  or  Never.  The  Promise  of  the  Middle  Years. 
By  Smiley  Blanton,  M.  D.,  with  Arthur  Gordon.  Cloth. 
Price,  $4.95.  Pp.  273.  Prentice-Hall,  Inc.,  Englewood 
Cliffs,  N.  J.,  1959. 

This  is  a heart-warming  book  written  by  the  man 
who  set  up  the  original  Religio-Psychiatric  Clinic  with 
The  Reverend  Norman  Vincent  Peale.  At  the  time  of 
its  founding,  this  clinic  was  revolutionary  in  scope,  but 
the  intervening  years  have  established  both  men  as 
deep  thinking  and  wise  counselors.  This  present  book 
is  a product  of  Dr.  Blanton’s  retiring  years.  He  looks 
back  upon  forty  years  of  counseling.  His  theme  is  that 
when  people  reach  the  middle  ages  and  their  youthful 
vitality  has  waned  they  are  often  struck  with  pressures 
of  a psychiatric  nature.  These  pressures  are  held  in 
abeyance  by  youthful  vitality.  With  this  theme  in 
mind,  he  reviews  the  problems  of  work,  money,  health, 
alcohol,  sex,  religion  and  aging.  It  is  written  in  an 
easy,  relaxed  style  with  little  technical  terminology  and 
can  be  heartily  recommended  for  patients  with  psycho- 
logic and  emotional  problems. 

E.  Fred  Campbell,  M.  D. 


Pediatric  Neurology.  By  Stanley  S.  Lamm,  M.  D., 
Clinical  Professor  of  Pediatrics,  State  University  of 
New  York  College  of  Medicine  at  New  York  City;  Neuro- 
logical Consultant,  Pediatric  Department,  Kings  County 
Hospital  (State  University  Division),  Brooklyn;  for- 
merly Instructor  in  Neurology,  Long  Island  College  of 
Medicine,  Brooklyn;  Director,  Cerebral  Palsy  Clinic, 
Long  Island  College  Hospital,  Brooklyn.  Cloth.  Price, 
$12.90.  Pp.  495.  Landsberger  Medical  Books,  Inc.,  51  E. 
42nd  Street,  New  York,  1959. 

Pediatric  Neurology  by  Stanley  S.  Lamm  is  an  ex- 
cellent book  which  I highly  recommend  to  all  pediatri- 
cians. 

It  is  written  basically  in  outline  form,  taking  each 
disease  and  discussing  etiology,  diagnosis  and  treatment. 
There  are  twenty-one  chapters,  each  covering  broad 
subjects  such  as  developmental  defects,  inborn  errors 
of  metabolism,  cerebral  palsy,  birth  injury,  infections, 
convulsive  disorders,  tumors,  trauma,  vascular  disorders, 
diseases  of  muscles  and  endocrine  glands. 

Of  special  merit  are  the  chapters  on  mental  growth 
and  development,  developmental  defects,  mental  retard- 
ation and  cerebral  palsy. 

The  book  is  practical,  giving  pertinent  facts  without 
irrelevant  details.  It  is  interesting  to  read  as  well  as 
being  a good  reference  book. 

Gertrude  L.  Crum,  M.  D. 


The  Sedimentation  Rate  of  Human  Erythrocytes.  By 

Frank  Wright,  M.  D.,  F.  A.  C.  P.,  F.  A.  S.  Cloth.  Price, 
$2.50.  Pp.  43.  Vantage  Press,  Inc.,  120  W.  31st  Street, 
New  York  1,  1959. 

The  author  uses  the  Linzemeier  method  for  the  sedi- 
mentation rate.  He  believes  that  the  sedimentation 
rate  is  an  energy  exchange  phenomenon  and  is  an  ac- 
curate measure  of  energy  at  work.  When  energy  is  lost 
there  is  a shortening  of  the  sedimentation  rate  and  when 


energy  is  stored  beyond  the  needs  for  the  maintenance 
of  the  body  there  is  an  increase  in  the  sedimentation 
rate.  The  factors  associated  with  this  shortening  (more 
rapid)  and  lengthening  (slower)  of  the  rate  are  changes 
in  the  metabolic  activity  of  the  blood. 

His  relation  of  the  sedimentation  rate  to  the  ‘Tall-out” 
problem  produced  by  atomic  explosions  is  interesting 
and  philosophical. 

This  book  is  recommended  to  all  physicians  as  an 
interesting  and  provoking  discussion  of  a simple  labora- 
tory test  as  related  to  atomic  explosions.  It  is  of  more 
interest  philosophically  than  technically. 

Walker  B.  Sorrell,  M.  D. 


A Doctor  Remembers.  By  Edward  H.  Richardson,  M. 
D.,  Associate  Professor  Emeritus  of  Gynecology,  The 
Johns  Hopkins  University  School  of  Medicine,  Balti- 
more. Cloth.  Price,  $3.95.  Pp.  252.  Vantage  Press, 
New  York,  Washington  and  Hollywood,  1959. 

This  is  a delightful  book  written  by  one  of  the  fore- 
most men  in  the  field  of  gynecologic  surgery  for  the  past 
fifty  years.  This  book  reviews  the  author’s  entire  life 
span  beginning  with  his  childhood  and  school  days, 
carrying  on  through  medical  school  and  training  on 
into  practice,  and  finally  into  reflections  of  a philosophi- 
cal nature.  Dr.  Richardson  was  one  of  the  men  who 
trained  under  the  big  four  at  Johns  Hopkins’  Medical 
School.  One  of  the  highlights  of  this  book  is  his  inti- 
mate recollection  of  the  Famous  Four:  William  H. 

Welch,  William  Osier,  William  S.  Halstead  and  Howard 
A.  Kelly.  There  is  also  a detailed  and  highly  readable 
account  of  the  difficulties  encountered  when  the  Johns 
Hopkins  School  staff  was  changed  from  one  of  clinical 
professors  to  fulltime  professors.  Dr.  Richardson  feels 
that  this  was  a mistake  and  eloquently  pleads  his  cause. 
At  the  end  of  the  book  during  his  philosophical  recollec- 
tions, he  makes  a most  reasonable  plea  against  the 
socialization  of  a system  that  he  feels  is  extremely 
efficient  under  the  free  enterprise  system.  His  plea 
against  socialized  medicine  is  well  worth  reading  by  all 
doctors  and  laymen.  This  is  one  of  the  most  enjoyable 
books  that  has  come  across  this  reviewer’s  desk  in 
several  years.  It  is  of  particular  interest  to  physicians 
engaged  in  the  specialties  of  gynecology  and  urology. 

E.  Fred  Campbell,  M.  D. 


Amino  Acids  and  Peptids  with  Antimetabolic  Activity. 

Ciba  Foundation  Symposium.  G.  E.  W.  Wolstenholme, 
O.  B.  E.,  M.  A.,  M.  B.,  B.  Ch.,  and  Cecilia  M.  O’Connor, 
B.  Sc.,  editors  for  the  Foundation.  Cloth.  Price,  $8.75. 
Pp.  286.  Little,  Brown  and  Co.,  34  Beacon  Street,  Bos- 
ton, 1959. 

This  is  another  of  the  greater  symposiums  by  the 
Ciba  Foundation.  It  is  a thorough  coverage  of  the  basic 
chemistry  and  theory  concerning  the  antimetabolic 
activity  of  the  amino  acids  and  peptids  against  many 
malignant  tumors.  This  will  be  of  primary  interest  to 
the  biochemist,  and  to  the  clinician  with  a biochemical 
background  who  is  interested  in  research. 

Walker  B.  Sorrell,  M.  D. 
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DIETETIC  MANAGEMENT  OF  THE  CHILD 
IN  HEALTH  AND  ILLNESS 

FREDERIC  GERARD  BURKE,  M.  D. 
Washington,  D.  C. 


Recent  advances  in  nutrition  investigation  have 
opened  the  way  to  avenues  of  etiologic  thought 
never  before  conceived,  much  less  explored.  This! 
has  been  made  possible  by  the  creation  of  new 
tools  with  which  the  biochemist  can  now  open 
the  doors  to  the  causation  and  pathogenetic  fac- 
tors of  a number  of  diseases  hitherto  firmly  locked 
in  ignorance.  The  spectrum  of  these  illnesses  as- 
sociated with  abnormalities  of  nutrition  is  broad 
and  includes  mental  besides  somatic  disorders. 

The  current  age  in  medical  progress  has  seen  a 
dramatic  reduction  in  morbidity  and  mortality  by 
antibiotic,  chemical  and  vaccinal  research.  Future 
investigation  and  gains  in  the  knowledge  of  all 
diseases  will  be  significant  in  the  field  of  nutri- 
tion. We  are  what  we  are  not  only  by  virtue  of 
the  genes  we  inherit  but  also  as  the  result  of  the 
food  we  eat,  the  fluids  we  drink,  and  the  air  we 
breathe.  Examples  of  this  progress  in  pediatrics 
are  numerous  and  must  include  the  dramatic  drop 
in  premature  mortality  and  the  virtual  disappear- 
ance of  exogenous  rickets  and  scurvy.  Indeed,  to- 
day most  medical  students  graduate  without  ever 
having  seen  a single  case  of  these  latter,  once  com- 
mon clinical  entities.  The  inborn  errors  of  metab- 
olism, including  phenylketonuria,  glycogen  stor- 
age disease  and  galactosemia  and  others,  have  been, 
elucidated.  Galactosemia,  for  example,  is  an  in- 
born error  in  the  metabolism  of  galactose  due  to 
the  congenital  absence  of  a specific  enzyme,  P-gal- 
transferase.  When  this  enzyme  is  absent,  carbo- 
hydrate metabolism  is  arrested  at  the  stage  when 
galactose  should  be  converted  to  glucose.  This  re- 
sults in  hypoglycemia  and  an  elevation  of  the 
blood  galactose  to  tissue  toxic  levels  with  galac- 
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tosuria,  followed  by  vomiting,  jaundice,  hepato- 
splenomegaly,  cataracts  and  mental  retardation. 
This  diagnosis  can  be  made  at  or  shortly  after 
birth  if  two  points  are  kept  in  mind.  First  is  to 
be  conscious  of  the  entity  and  second  is  to  test  for 
galactose  in  the  urine  if  an  infant  is  vomiting, 
has  jaundice,  or  is  not  thriving  well.  Many  or  all 
of  these  symptoms  regress  or  disappear  when  ga- 
lactose is  eliminated  from  their  diets.  Phenyl- 
ketonuria similarly  characterizes  phenylalanine 
oligophrenia  and  represents  a congenital  enzymat- 
ic deficiency  in  tyrosine  metabolism.  This  en- 
tity, most  commonly  seen  in  blue-eyed  blond  in- 
fants, is  frequently  accompanied  by  eczema.  A 
simple  ferric  chloride  urine  reduction  test  pro- 
vides a valuable  clue  and  can  be  diagnostically 
applied  to  the  wet  diaper.  There  is  some  evidence 
to  indicate  that  improvement  will  result  when, 
phenylalanine-low  diets  are  employed.  The  serum 
phenylalanine  falls  to  normal  levels  and  the  phenyl 
derivatives  disappear  from  the  urine.  Clinically, 
the  response  is  more  variable  but  successful  avoid- 
ance of  severe  mental  retardation  appears  to  be 
directly  proportional  to  early  diagnosis  and  insti- 
tution of  diet  restrictions. 

For  purposes  of  this  discussion  I would  like  to' 
review  the  manner  of  assessment  of  growth,  and 
comment  on  two  aspects  of  the  dietetic  manage- 
ment of  the  child  in  illness  and  health,  namely, 
overnutrition  and  undernutrition  in  the  genetical- 
ly sound  child. 

The  growth  of  infants  and  children  has  been 
likened  to  the  yield  of  a factory  (Fig.  I)  which 
produces  a product  that  must  conform  to  a certain 
standard,  at  least  within  tolerable  limits.  Estab- 
lishment of  these  limits,  with  cognizance  of  the 
variability  of  factors  involved,  is  difficult  but  by 
detailed  observation  of  the  growth  pattern  of  a 
large  number  of  normal  infants  and  children  a 
number  of  graphic  charts  are  available.  By  com- 
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Fig.  I:  Children’s  growth  has  been  likened  to  a ma- 

chined product.  Raw  materials  come  from  the  factory 
as  finished  pistons.  Subjected  to  engineering  calibrat- 
ing techniques,  failure  to  conform  to  standards  results 
in  a certain  percentage  of  rejections.  By  calibrating 
children  at  frequent  intervals  throughout  their  growth 
period,  early  evidence  of  variations  may  be  found  and 
oftentimes  corrected.  (By  permission  of  NEA  Serv- 
ice, Inc.) 
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Fig.  II:  Three  growth  patterns  superimposed  on  a 

single  Wetzel  grid.  The  A pattern  shows  an  overweight 
child;  the  B,  the  pursuit  of  an  ideal  growth  development 
channel;  the  C,  a sickly  asthmatic  child  who  suffered 
growth  failure  before  successful  medical  management 
controlled  his  illness,  reflected  by  a deviation  back  to 
normal  of  growth  pattern.  The  Wetzel  grid  provides 
visual,  dramatic  evidence  at  a glance  of  growth  surge 
or  failure.  (By  permission  of  NEA  Service,  Inc.) 


paring  an  individual  child  against  these  standards, 
the  growth  pattern  can  be  visualized  in  reference 
to  the  normal  population  and  to  the  child’s  own 
pattern.  Such  grids  are  extremely  useful  in  as- 
sessing the  nutritional  status  of  a child,  particular- 
ly when  undertaking  a program  of  nutritive  re- 
pair after  recognition  of  arrested  growth.  The 
Wetzel  grid,  for  example,  is  quite  sensitive  and 
may  indicate  the  presence  of  a subtle  disease  state 
before  the  diagnosis  is  clinically  apparent  by  the 
observation  of  a deviation  from  the  expected 
growth  channel  (Fig.  II) . 

Based  on  the  recommendation  of  the  Food  and 
Nutrition  Board  of  the  National  Research  Council, 
some  of  the  essential  requirements  are  illustrated 
in  this  chart: 

1.  Calories  (daily): 

Infancy  (0-1  yr. ):  45-55  cals/lb. 

Childhood:  1000  cals  basic  + 100  cals/yr.  of  age. 

2.  Protein  (daily): 

Infancy:  2 gm./lb.  (1%  oz.  whole  milk/lb.). 

Childhood:  1 gm./lb.  until  puberty,  then  IV2  gm./lb. 

3.  Minerals  (daily): 

Calcium — 1-1.5  gm. 

Phosphorus — 1.5  gm. 

Iron — 16  mg. 

Iodine — trace. 

4.  Vitamins  (daily): 

Vit.  A— 5000  I.  U. 

Thiamin — 1 mg. 

Riboflavin — 2 mg. 

Nicotinic  acid — 10  mg. 

Ascorbic  acid — 60  mg. 

Vit.  D— 400-800  I.  U. 

The  components  of  a sample  diet  to  satisfy  the 
basic  nutritional  growth  needs  of  a child  are  shown 
in  this  sample  diet: 

Milk— 24-32  oz. 

Meat,  poultry,  fish — 1 serving  (5-6  per  week). 

Liver — 1 serving  (1  x weekly). 

Eggs — 1 daily  (5-6  per  week). 

Vegetables — 2 or  more  servings. 

Fruits  (1  fresh  or  citrus) — 2 or  more  servings. 

Butter — 2 tsp. 

Bread  and  cereal — to  satisfy  caloric  need. 

Cod  liver  oil — 1 tsp.  or  equivalent. 

Salt  (iodized) — for  seasoning. 

However,  such  precise  diets  are  seldom  met  in 
the  average  child’s  daily  life,  but  on  a month  by 
month  basis  rather  than  day  by  day  the  average 
child  manages  to  keep  in  positive  balance.  Since 
appetite  is  largely  under  esthetic  influences  dur- 
ing the  middle  childhood  years,  food  must  appeal 
and  be  made  attractive.  Peanut  butter  and  jelly 
sandwiches,  hot  dogs,  baloney,  liverwurst,  and  ice 
cream  are  nutritionally  rich  and  appealing.  Slav- 
ish pursuit  of  a rigid  routine  involving  one  green 
vegetable,  one  yellow  vegetable,  etc.,  is  psycho- 
logically unsound,  unappealing,  and  likely  to  turn 
the  family  mealtime  from  a pleasant  family  com- 
munion to  a nutritional  wrangle  with  consequent 
indigestion  for  parents  and  child.  Large  families 
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seldom  have  appetite  problems.  The  lonely,  only 
child  in  a family  constellation  is  not  infrequently 
traumatized  psychologically  by  such  rigid  ap- 
proaches to  eating  and  frequently  effectively  ex- 
presses these  objections  to  such  programs  by 
promptly  vomiting  the  obediently  ingested  foods. 

The  metabolic  demands  of  the  child  obviously 
vary  from  infancy  through  childhood  and  adoles- 
cence, and  while  primary  malnutrition  is  not  so 
uncommon  in  childhood,  it  is  rare  in  infancy  ex- 
cept in  the  presence  of  a disease  state.  The  food 
requirements  for  accelerated  growth  that  charac- 
terize the  forward  surge  of  early  life  represent  an 
avidity  to  be  reckoned  with  that  is  not  charac- 
teristic of  later  childhood  and  adult  rates  of 


ACC  IN  YCARS 

Fig.  Ill:  Growth  Curves.  The  general  body  growth  is 
not  a lineal  function  but  one  characterized  by  two  major 
accelerations  in  infancy  and  early  childhood  (0-4  yrs.) 
and  at  adolescence  (11-18  yrs.).  Nutritional  demands 
to  satisfy  these  requirements  usually  characterize  the 
normal  variations  of  appetite. 

growth  (Fig.  Ill) . The  normal  newborn  doubles 
his  birth  weight  by  the  4-5  month  and  triples  it 
by  the  12th  month.  Thereafter  the  curve  tends  to 
plateau,  only  to  spurt  again  at  puberty.  The  pro- 
tein intake  demands  of  the  body  to  satisfy  its  need 
for  building  materials  are  reflected  in  the  normal 
child  by  increased  appetite  which,  fortunately  in 
most  parts  of  this  country,  are  met  by  complete 
diets  of  animal  origin  resulting  in  satiety. 

Increasing  concern  is  felt  by  pediatric  nutrition- 


ists today  with  the  problem  of  overnutrition,  over- 
vitaminization,  supermineralization  and  under  ex- 
ercising. Whereas  nutritional  excesses  have  for 
some  time  been  a problem  in  adults,  the  results  of 
overfeeding  in  our  children  has  recently  received 
increasing  attention.  At  least  10%  of  our  chil- 
dren can  be  definitely  classified  as  being  over- 
weight due  to  increased  food  intake. 

Simple  obesity  is  a generalized  accumulation  of 
fatty  subcutaneous  tissue,  the  principal  causes  of 
which  are  heredity,  overeating,  emotional  or  psy- 
chologic difficulties,  and  central  nervous  system 
disorders.  Fundamentally,  obesity  is  always  the 
result  of  prolonged  imbalance  between  energy 
intake  and  output,  and  the  causes  of  this  imbal- 
ance may  be  numerous.  Whereas  the  metabolism 
of  fat  and  carbohydrate  is  under  hypothalamic  con- 
trol initiated  through  endocrine  channels,  glandu- 
lar and  endocrine  abnormalities  as  a cause  of 
obesity,  such  as  Cushing’s  and  Froehlich’s  syn- 
drome, are  extremely  rare.  Despite  the  volumin- 
ous literature  on  obesity,  the  simple  fact  is  that 
fat  children  are  fat  because  they  eat  too  much. 
The  explanation  of  why  they  eat  too  much  is  more 
complex.  In  one  study  (Mayer  1957)  it  was  shown 
that,  whereas  10%  of  children  of  parents  of  normal 
weights  were  obese,  50%  were  fat  if  one  parent 
was  overweight  and  80%  if  both  parents  were 
obese.  The  feeding  histories  of  these  children 
usually  indicated  excessive  and  early  introduction 
of  starchy  foods  into  their  diets.  The  psychologic 
factors  that  promote  excessive  food  intake  are 
numerous  and  important  both  in  the  parents  and 
the  child  but  are  frequently  hard  to  evaluate.  A 
high  incidence  of  maternal  overprotection  associ- 
ated with  insecurity  and  immaturity  is  common  in 
these  mother-child  relationships.  This  etiologic 
feature  should  be  searched  for  diligently  in  under- 
taking the  correction  of  this  problem. 

It  is  clear  that  numerous  interrelated  factors  op- 
erate to  cause  obesity.  Increased  carbohydrate  in- 
take leads  to  increased  absorption  of  glucose  from 
the  gut,  stimulating  more  insulin  production 
which,  in  turn,  stimulates  the  hypothalamus  to  in- 
crease carbohydrate  breakdown  to  fat.  Genetic 
factors  may  operate  through  imbalance  of  the  dif- 
ferent hypothalamic  centers  to  affect  intermediate 
carbohydrate  metabolism.  Simple  overeating  and 
poor  food  habits,  however,  are  the  important  trig- 
gers for  this  condition. 

The  two  periods  of  childhood  when  this  is  most 
common  is  from  birth  to  two  years  and  from  six 
to  twelve.  Preadolescent  obesity  of  moderate  de- 
gree can  be  considered  physiologic  in  terms  of  re- 
serve necessary  for  approaching  accelerated 
growth  needs.  Marked  obesity  in  this  age  group 

is  difficult  to  treat  unless  full  cooperation  of  the 
child  and  parents  is  obtained.  This  usually  does 
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not  occur  until  the  child  is  well  into  adolescence 
and  an  increased  metabolism  utilizes  the  dormant 
deposits  of  fat. 

In  the  infancy  to  two  year  group  there  are  num- 
erous data  available  for  review  that  should  give 
us  cause  for  serious  consideration  of  the  disad- 
vantages of  food  excesses.  The  concept  that  big- 
ger babies  are  better  babies  remains  unproved. 
Breast-fed  babies  are  never  fat  and  there  is  con- 
siderable evidence  that  they  are  healthier  and 
have  increased  resistance  to  infection.  Unfortun- 
ately, breast  feeding  in  recent  years  has  been 
down-rated  and  the  current  low  incidence  of  breast 
feeding  is  a scandal.  The  cow  has  become  our  na- 
tional foster  mother  and,  with  her,  a rising  inci- 
dence of  overnutrition.  For  example,  it  has  long 
been  known  that  neonatal  tetany,  associated  with 
the  high  phosphorus  loads  of  cow’s  milk,  is  almost 
never  seen  in  babies  fed  on  breast.  While  there 
is  some  evidence  to  support  the  advantages  of  low 
fat,  artificial  cow’s  milk  formulae  for  prematures, 
the  increased  nitrogen  retention  and  superminer- 
alization resulting  in  more  rapid  early  weight  gain 
in  the  average  newborn  do  not  constitute  a satis- 
factory reason  for  the  preference. 

This  trend  is  reinforced  by  an  apparent  competi- 
tive effort  on  the  part  of  some  physicians  to  get 
bigger  babies  faster  by  the  earlier  and  earlier  in- 
troduction of  solid  foods  into  the  infant’s  diet. 
While  there  are  individual  exceptions,  there  ap- 
pears to  be  no  advantage  to  supplementing  ade- 
quate milk  diets  with  solid  foods  in  the  first  2-3 
months. 

The  trend  to  overvitaminization  is  even  more 
to  be  condemned  since,  in  excess  amounts,  the  fat 
soluble  vitamins  are  clearly  toxic  and  dangerous. 
Overdosage  of  vitamin  D may  result  in  cortical 
hyperostosis,  hypertension,  and  renal  failure,  irii 
addition  to  hypercalcemia,  azotemia,  albuminuria 
and  nutritional  arrest.  These  very  symptoms  have 
been  noted  in  a large  group  of  children  in  England 
and  reported  as  a “hypercalcemia  syndrome.”  It 
is  interesting  to  note  that  this  serious  illness  has 
appeared  only  since  the  war-initiated  procedure  of 
reinforcing  proprietary  milks  and  baby  foods  with 
amounts  of  vitamin  D far  in  excess  of  their  needs. 
While  a causative  relationship  has  not  been  fully 
established  in  all  cases,  improvement  is  usually 
noted  in  these  babies  when  vitamin  D is  complete- 
ly removed  from  their  diets.  With  manufacturers 
of  vitamin  preparations  in  this  country  advertising 
as  an  advantage  that  their  products  contain  3-5 
times  the  minimal  recommended  doses,  it  would  ap- 
pear wise  to  look  for  similar  cases  in  this  country. 
Excess  vitamin  K intake  in  young  infants  results 
in  toxic  manifestations  characterized  by  increased 
serum  bilirubin  followed  by  an  increased  inci- 
dence of  kernicterus;  also  hypervitaminosis  A may 


produce  a toxicity  resulting  in  cortical  hyperosto- 
sis, liver  enlargement,  alopecia  and  painful  sub- 
cutaneous swellings. 

Continued  detailed  observations  on  growth  and 
development  are  necessary  in  infants  and  children 
to  evaluate  more  fully  what  constitutes  optimal 
growth.  The  advances  made  in  recent  years  in 
disease  control,  in  sanitation,  and  in  nutritional  re- 
search are  all  important  factors  in  the  improved 
dietary  outlook  we  enjoy  today  in  this  country. 
Overnutrition  should  be  guarded  against  in  our 
search  for  the  provision  of  the  best  nutritive  state 
for  our  children. 


That  basic  nutritional  needs  are  not  met  all  over 
the  world  is  too  painfully  clear  and  it  is  estimated 
that  over  half  the  world’s  population  is  suffering 


Fig.  IV:  Kwashiorkor,  malignant  protein  deficiency 

in  a group  of  African  children.  Note  edema,  pot-belly, 
miserable  expression,  altered  hair  texture  (second  child 
from  left)  and  dyspigmented  hair  (child  on  extreme 
left).  (By  permission  World  Health  Organization.) 

from  malnutrition.  Kwashiorkor  (Fig.  IV) , so 
common  in  the  economically  undeveloped  areas 
of  the  world,  has  created  considerable  world-wide 
interest  in  recent  years  and  has  been  defined  as  a 
malignant  protein-lack  disease.  This  is  an  ex- 
treme example  of  malnutrition  that  is  charac- 
terized by  varying  degrees  of  malignancy.  Funda- 
mentally, chronic  epidemic  starvation  is  due  to 
lack  of  proteins  of  animal  source.  Mothers,  mal- 
nourished during  their  pregnancy,  give  birth  to 
infants  who  also  suffer  from  malnutrition,  mani- 
fested by  indifference,  apathy,  fatigue,  increased 
susceptibility  to  infection,  and  a high  mortality. 

Protein  is  most  important  to  sustain  normal 
growth  and  development.  Furthermore,  the  type 
of  protein  relative  to  its  completeness  of  amino 
acid  pattern  is  a reflection  of  the  efficiency  of  the 
protein  to  support  normal  growth.  The  quantity 
of  protein  ingested  is  of  considerable  importance, 
but  quality  is  even  more  important  and  it  is  es- 
sential that  the  protein  contain  all  the  essential 
amino  acids.  Interrelationships  between  certain 
of  these  amino  acids  exist;  for  example,  cystine 
can  be  used  to  spare  methionine.  That  is,  it  is  not 
necessary  to  ingest  cystine  as  such  in  the  diet  if 
methionine  is  present  since  cystine  can  be  synthe- 
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sized  from  methionine.  The  same  relationship  is 
true  of  tyrosine  which  is  a phenylalanine  sparer. 
There  is  a continuous  turn  over  of  body  protein, 
the  cellular  protein  being  constantly  broken  down 
and  new  protein  being  rebuilt,  in  part  from  the 
amino  acids  from  tissues.  This  process  of  tissue 
breakdown  and  regeneration  results  in  an  irrever- 
sible destruction  of  some  of  the  amino  acids,  and 
the  extent  of  destruction  is  indicated  by  the 
amount  of  urea  in  the  urine.  Those  amino  acidg 
which  are  destroyed  are  the  ones  which  must  be 
supplied  by  dietary  protein.  If  the  amino  acids 
are  lacking  in  the  diet,  catabolism  results  in  de- 
struction of  the  amino  acid  supply  of  the  body 
which  is  then  reflected  in  a decrease  in  the  quan- 
tity of  actual  tissue  protein.  The  greater  the  mag- 
nitude of  tissue  proteins  the  greater  the  supply 
of  tissue  amino  acids  which  can  be  used  for  energy 
and  maintenance  of  essential  function.  Catabolism 
of  amino  acids  is  continuous  and  the  amount  of 
catabolism  is  highest  when  protein  stores  are 
highest  and,  conversely,  it  is  lowest  when  the  pro- 
tein stores  are  at  their  lowest.  A negative  nitro- 
gen balance  therefore  may  be  expected  in  a child 
whose  pattern  of  protein  intake  is  incomplete  and 
thus  fails  to  sustain  the  demands  of  the  growing 
body  or  the  repair  needs  following  illness. 

Proteins  are  usually  classified  nutritionally  as 
complete,  partially  complete,  and  incomplete.  A 
complete  protein  is  one  which  contains  the  nine 
essential  amino  acids  in  proper  proportion  to  each 
other,  such  as  eggs,  milk,  fish,  and  some  cereal 
grains.  A complete  protein  supports  normal 
growth.  A partially  incomplete  protein  supports 
growth  but  is  needed  in  greater  quantity.  It  con- 
tains all  the  essential  amino  acids  but  in  improper 
proportion  to  each  other.  A good  example  of  this 
is  wheat  which  is  deficient  in  lysine,  containing 
1.9%  as  compared  to  7%  in  one  of  the  complete 
protein  foods.  A larger  amount  of  wheat  protein 
is  therefore  needed  to  support  the  same  amount 
of  growth.  An  incomplete  protein  is  one  which  is 
lacking  in  one  or  more  of  the  essential  amino' 
acids,  such  as  gelatin  or  the  corn  protein  xenin, 
and  animals  fed  either  of  these  substances  as  a sole 
dietary  protein  soon  die. 

The  effect  of  national  types  of  diets  with  refer- 
ence to  longevity  and  stature  is  indicated  in  the 
following  chart,  and,  independent  of  the  genetic 
factors  and  effective  sanitation,  rates  of  worm  in- 
festation and  infections,  the  probability  of  an  in- 
herent relationship  exists  between  the  protein  in- 
take and  stature  and  longevity. 


Australia 

U.  S. 

China 

India 

Protein  N.  (gms./day)__ 

......  18.1 

15.7 

11.1 

9.8 

Animal  Protein  % 

. 69 

57 

8.5 

16 

Av.  Height  (cm.) 

172 

170 

158 

161 

Av.  Weight  (kg.) 

......  77.2 

70 

54.3 

50 

Life  Expectancy 

......  65 

64 

30 

27 

It  is  to  be  pointed  out  that,  while  the  average 
daily  protein  intake  between  the  United  States 
and  China  is  not  remarkably  different,  the  quality 
of  the  protein  ingested  differs  greatly,  and  in 
those  countries  whose  protein  sources  are  mostly 
from  animal  origins,  height,  weight  and  longevity 
are  increased.  Conversely,  in  China  and  in  India 
where  vegetable  protein  constitutes  the  principal 
dietary  source,  these  results  are  considerably  low- 
er. A review  of  the  diets  of  peoples  from  nations 
where  chronic  malnutrition  is  common  reveals  a 
similar  deficiency  of  animal  protein.  In  many 
areas  of  India,  China,  Latin  America,  Africa  and 
in  some  regions  of  the  U.  S.  and  Europe  the  chief 
source  of  protein  is  corn,  beans  and  small  amounts 
of  wheat  flour.  Cooking  by  slow  boiling  further 
depletes  the  nutritive  values  of  these  foods  which 
basically  are  deficient  in  amino  acids,  poor  in  fats, 
vegetables,  fruits  and  vitamins.  A typical  history 
in  such  an  area  would  reveal  a poor  maternal 
diet  during  pregnancy  resulting  in  a shorter  and 
lighter  baby,  not  infrequently  premature.  For  the 
first  several  months  the  nutritional  status  of  the 
infant  on  breast  milk  in  general  is  satisfactory  but 
during  the  next  few  months,  with  failure  of  the 
breast  supply,  the  demands  of  the  average  infant, 
still  in  the  rapid  phase  of  his  projected  growth 
curve,  are  not  met.  The  deficient  diet  frequently 
culminates  in  diarrheal  disease,  resulting  in  fur- 
ther malnourishment  and  frequently  death. 

Fortunately,  except  in  a few  isolated  areas  in  this 
country,  this  vast,  dismal  deficiency  picture  of 
severe  malnutrition  is  seldom  seen.  Nationally 
aroused  interests  in  nutritional  advances  have 
been  well  publicized  and,  with  the  backing  of  a 
substantial  economy,  severe  primary  malnutrition 
due  to  the  lack  of  proper  food  is  a relative  rarity 
here.  Secondary  malnutrition,  however,  is  not  un- 
common. Malnutrition  may  be  classified  as  fol- 
lows: 

Primary:  1)  economic, 

2)  ignorance, 

3)  poor  food  habits, 

a)  chemical  factors, 

b)  psychologic  factors, 

c)  social  factors. 

Inadequate  amounts  of  proper  foods  are  occa- 
sionally supplied  by  parents  who,  for  economic  or 
cultural  reasons  or  through  plain  ignorance,  pro- 
vide a deficient  diet.  Probably  more  commonly 
seen,  however,  as  a cause  of  primary  malnutri- 
tion in  children,  and  particularly  adolescents,  are 
poor  food  habits.  The  psychologic,  social  and 
chemical  ingredients  that  make  up  a child’s  ap- 
petite have  no  counterpart  in  animal  nutrition 
studies.  Overindulged,  insecure  and  rebellious 
children  have  their  extensions  in  adolescence 
when  the  nutritional  demands  of  the  growth  curve 
spurt  are  not  met,  producing  negative  nitrogen, 
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mineral  and  vitamin  balances  and  resulting  in 
rising  rates  of  infection,  and  functional  and  anato- 
mic defects  during  this  period  of  life. 

Secondary  malnutrition  is  seen  in: 

1)  malabsorption  states  such  as  biliary  atresia, 
celiac  disease,  fibrocystic  disease  of  the  pancreas, 
sprue,  following  bowel  resection,  chronic  diarrhea 
due  to  any  cause,  and  in  pyloric  or  esophageal 
stenosis. 

2)  poor  intake — where  the  intake  of  food  is  not 
consistent  with  the  increased  demands  of  the  body 
initiated  by  prolonged  fever,  increased  tissue  de- 
struction, as  seen  in  burns,  hemorrhage,  increased 
external  temperatures  and  hyperthyroidism,  then 
malnutrition  may  ensue. 

3)  poor  utilization — associated  with  enzymatic 
defects  such  as  glucose  and  galactose  diabetes,  thy- 
roid and  pituitary  deficiencies  or  in  improper  cel- 
lular oxygenation  as  in  chronic  pulmonary  or  con- 
genital heart  diseases. 

The  importance  of  a positive  nitrogen  balance 
to  the  postoperative  state  is  well  established  and 
failure  to  correct  this  situation  results  in  an  ele- 
vated incidence  of  infections,  slow  wound  healing, 
prolonged  recovery  periods,  and  a high  incidence 
of  complications.  While  there  are  no  noticeable 
effects  on  the  body  economy  resulting  from  pro- 
tein intake  insufficiencies  of  short  duration,  if  the 
intake  in  a child  drops  below  2 to  2.5  gm./kg.  per 
day  for  very  long,  hypoproteinemia  will  result. 
% gm./kg. /day  should  be  given  infants  under  one 
year,  but  only  1 gm./kg./day  is  required  for  adults. 

These  varying  needs  for  protein  reflect  the  ne- 
cessity to  meet  the'  demands  of  growth  and  the 
rapid  metabolism  associated  with  the  infant  and 
child.  It  is  essential  that  the  basic  cause  for  un- 
dernutrition be  sought  and  eliminated  when  deal- 
ing with  a growth  failure  problem.  Even  more 
important  are  the  steps  taken  to  avoid  growth 
failure  by  proper  supervision  of  children’s  diets 
to  insure  the  adequacy  of  the  protein  intake.  Un- 
der the  circumstance  of  secondary  malnutrition, 
those  secondary  causes  of  malnutrition  associated 
with  an  interruption  of  the  bowel,  parenteral  pro- 
teins must  be  employed,  if  complications  including 
infection  and  delayed  wound  healing  are  to  be 
avoided,  by  the  use  of  blood  and  serum  plasma. 
The  success  of  any  operative  procedure  is  directly 
related  to  the  state  of  the  nitrogen  balance  of  the 
child. 

In  summary,  some  of  the  nutritional  needs  of  the 
infant  and  child  necessary  to  meet  growth  de- 
mands have  been  briefly  reviewed.  The  methods 
of  assessing  these  growth  demands  have  been 
touched  upon.  A side  effect  of  an  abundant  econ- 
omy which  we  enjoy  in  this  country  has  been  the 
production  of  overnutrition  and  overvitaminiza- 
tion  which  have  their  own  inherent  dangers.  Mal- 
nutrition which  is  so  common  in  over  half  of  the 


world  due  to  the  lack  of  proper  food  is  seldom 
seen  in  urban  communities.  Malnutrition  associ- 
ated with  the  psychologic  aspects  of  appetite  and 
the  abnormal  metabolic  demands  of  the  disease 
state  is  not  uncommon  and  requires  intelligent 
management  with  particular  reference  to  adequate 
protein  intake  if  positive  balances  required  in  nor- 
mal growth  are  to  be  met. 

"Stop  Pushing"  Is  Bad  Advice  to  Executive. — Telling 
a junior  executive  to  “slow  down  or  you’ll  have  a heart 
attack”  may  be  adding  just  one  more  reason  for  him  to 
remain  tense  and  anxious,  a New  Jersey  psychiatrist 
has  warned. 

He  is  already  suffering  from  an  emotional — and  per- 
haps psychosomatic — disorder,  which  “is  itself  a stress, 
and  a disgrace  in  our  society’s  thinking,”  according  td 
Dr.  Richard  E.  Gordon,  Englewood,  N.  J. 

Warning  the  executive  of  serious  emotional  illness, 
heart  attacks  or  early  death — all  of  which  he  has  al- 
ready seen  in  his  friends  and  relatives — merely  adds  a 
new  worry.  The  new  worry  causes  further  tension  and 
produces  new  symptoms.  Then  the  new  symptoms  add 
to  the  fears  and  a vicious  cycle  is  under  way. 

The  only  way  to  help  such  persons  is  by  clear  expla- 
nation of  how  their  symptoms  and  disorders  came  about 
and  by  practical  suggestions  about  ways  they  can  change 
their  lives  to  meet  the  problems,  Dr.  Gordon  wrote  in 
the  August  8 Journal  of  the  American  Medical  Associa- 
tion. 

It  might  even  be  possible  to  help  these  persons  through 
organized  classes — especially  in  rapidly  growing  subur- 
ban areas  where  the  rate  of  emotional  and  psychoso- 
matic disorders  is  highest,  Dr.  Gordon  said. 

Such  classes  could  be  patterned  after  those  given  to 
expectant  mothers  to  help  alleviate  post-delivery  emo- 
tional difficulties.  Two  40-minute  classroom  sessions 
have  been  quite  effective  in  helping  women  make  nec- 
essary changes  in  their  lives. 

He  based  his  suggestion  on  findings  of  a study  com- 
paring the  rates  of  psychosomatic  ailments  in  a rapidly 
growing  suburb  with  that  of  more  stable  communities. 
The  suburb  had  a much  higher  rate  of  psychosomatic 
ailments  (ulcers,  heart  disease,  and  high  blood  pres- 
sure), probably  because  many  of  the  residents  are  “up- 
wardly mobile.” 

They  are  striving  to  rise  socially  and  economically 
“out  of  the  working  class  into  subexecutive  white-collar 
jobs  and  lesser  managerial  positions,”  Dr.  Gordon  said. 

But  they  face  a serious  problem  in  their  rise  toward 
greater  executive  responsibility  because  they  were  not 
“born  to  the  class”  as  were  many  of  the  men  who  are 
top  executives. 

The  upwardly  mobile  person  has  to  learn  every- 
thing the  hard  way — by  personal  trial  and  success  or 
error,  Dr.  Gordon  said.  He  “may  have  a great  deal  to 
lose  and  knows  it.  If  his  decision  backfires  he  may 
lose  his  job  and  his  future  and  be  thrown  back  to  the 
insecurities  of  his  past.  He  wears  his  responsibility 
heavily.” 

In  addition,  he  has  usually  been  sensitized  by  the 
stresses  of  his  early  life,  which  makes  him  more  sus- 
ceptible to  psychosomatic  ailments. 

Psychosomatic  illness  and  emotional  disorder  will 
disappear  in  the  upwardly  mobile  person  only  when  he 
feels  he  is  secure  and  is  able  to  relax.  However,  before 
that  time  comes,  he  may  have  undergone  irreversible 
physical  changes.  To  prevent  this,  he  must  learn  to 
cope  with  his  problems  as  he  goes  along.  It  is  the  phy- 
sician’s responsibility  to  teach  him  this,  Dr.  Gordon  con- 
cluded. 
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Almost  all  colleges  and  prep  schools  have  a per- 
son or  department  with  interest  in  student  health 
and  an  arrangement  for  some  degree  of  medical 
care  of  students.  Its  extent  varies  from  school  to 
school  but  there  is  a tendency  gradually  to  increase 
the  scope  of  these  departments,  particularly  in 
the  larger  universities.  This  paper  reports  to  the 
physicians  of  the  state  what  we  are  doing  in  the 
Student  Health  Service  at  the  Universitv  of  Ala- 
bama. 

There  has  been  some  plan  for  medical  care  of 
students  at  the  University  since  it  was  first  estab- 
lished in  1831.  In  his  diary  Dr.  Manley  indicates1 
that  Dr.  James  Somerville,  an  early  practitioner 
in  Tuscaloosa  and  a Trustee  of  the  University  from 
1840  to  1842,  my  great-great-grandfather,  was  the 
first  physician  to  care  for  sick  students.  Dr.  Sel- 
lers in  his  history  of  the  University  tells  of  the 
early  use  as  an  infirmary  of  the  building  now 
known  as  the  Gorgas  Home  and  a number  of  other 
interesting  things.  One  picks  up  other  informa- 
tion as  to  what  happened  at  various  times  but,  on 
the  whole,  the  details  of  what  was  done  through 
the  years  are  vague.  The  Student  Health  Service 
was  set  up  in  approximately  its  present  form  in 
1947  when  the  old  Druid  City  Hospital  was  ac- 
quired by  the  University  and  established  as  the 
college  infirmary. 

The  mission  of  the  Student  Health  Service  has 
been  expressed  to  include  six  elements  which  will 
be  discussed  individually: 

It  is  our  duty 

1.  To  co-ordinate  our  activity  with  other  Uni- 
versity functions. 

2.  To  assist  in  health  education. 

3.  To  assure  that  the  University  represents  a 
healthy  environment. 

4.  To  evaluate  the  health  of  students. 

5.  To  treat  sick  students,  and,  lastly, 

6.  To  reassure  students  and  their  parents  of  the 
adequacy  of  these  activities. 

The  necessity  of  correlating  our  activities  with 
other  University  functions  is  listed  first  because 
we  are  a secondary  element  of  a large  organiza- 
tion and  as  such  we  must  work  smoothly  as  a part 
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of  it.  The  student  is  at  the  University,  primarily, 
to  gain  knowledge.  We  must  fit  our  activities  to 
his  academic  and  other  needs.  We  must  work  very 
closely  with  the  Dean  of  Men  and  Dean  of  Women 
and  we  have  a particularly  satisfactorily  working 
system  in  this  regard  at  the  University.  We  should 
and  do  also  have  a University  administration  con- 
scious of  the  importance  of  health  problems  and 
sympathetic  to  our  objectives. 

It  should  be  the  duty  of  all  physicians  to  assist 
in  the  health  education  of  their  patients.  We  con- 
sider it  our  responsibility  that  the  college  student, 
at  this  rather  critical  period  of  his  life,  acquire  ap- 
propriate concepts  and  habits  about  his  health. 
The  American  College  Health  Association  has  for 
many  years  recommended  courses  in  personal 
health  and  hygiene  for  all  students  but  the  larger 
number  of  colleges  have  no  such  required  instruc- 
tion. Certain  courses  are  available  and  are  re- 
quired in  some  curricula  at  the  University  of  Ala- 
bama. These  are  not  a function  of  the  Student 
Health  Service  and  no  such  course  is  required  of 
all  students.  We  attempt  health  education  of  all 
students  we  can  reach  with  a sporadic  medical 
column  in  the  Crimson-White,  the  student  week- 
ly newspaper.  We  try  to  explain  as  much  medi- 
cine as  we  can  across  our  desks  and  in  the  hos- 
pital and  we  have  given  occasional  talks  on  per- 
sonal health  to  freshman  groups  and  to  meetings 
of  residence  hall  counselors.  We  have  neither  rec- 
ommended nor  undertaken  anything  more  formal 
or  comprehensive.  It  is  probable  that  we  should. 

It  is  a part  of  our  mission  to  assure  that  the  Uni- 
versity represents  a healthful  environment.  The 
Tuscaloosa  County  Health  Department  under  Dr. 
Ralph  McBurney  makes  work  in  environmental 
sanitation  easier  than  it  might  be  otherwise.  We 
call  to  his  attention  the  off-campus  restaurant  from 
which  we  suspect  acute  “food  poisoning”  or  diar- 
rhea arises  or,  if  it  is  an  on-campus  dining  room, 
we  call  it  to  the  attention  of  University  authority. 
There  is  no  medical  observation  of  dormitories, 
toilet  rooms,  swimming  pools,  etc.  We  should  do 
more  in  this  field  and  I have  asked  for  eventual 
funds  for  a full-time  environmental  sanitarian 
who  would  work  closely  with  the  County  Health 
Department. 

In  addition  to  sanitary  matters  that  come  to  our 
attention,  we  can  and  do  call  attention  to  situa- 
tions creating  undesirable  emotional  stress  in  an 
individual  or  group,  or  situations  leading  to  un- 
usual fatigue.  There  has  been  occasion  to  call  at- 
tention to  traumatic  injury  hazards.  These  are 
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opportunities  for  environmental  control  that  are 
not  available  to  state  or  county  health  agencies. 

The  next  listed  objective  of  the  Student  Health 
Service  is  evaluation  of  the  health  of  students. 
Prior  to  1956  there  was  a hurried  mass  physical 
examination  of  all  new  ROTC  students  and  of 
some  new  women  students  during  registration 
week.  This  was  done  with  the  much  appreciated 
help  of  resident  physicians  from  the  University 
Hospital  in  Birmingham.  However,  the  rush  and 
pressure  and  these  excellent  physicians’  unfamili- 
arity with  student  health  problems  were  such 
that  it  left  much  to  be  desired.  Since  the  fall  of 
1956  we  have  required  each  new  student  to  pre- 
sent a satisfactorily  completed  Entrance  Medical 
Record  done  by  the  physician  of  his  choice  before 
he  comes  to  the  University.  These  reports  are  re- 
viewed before  registration  and  it  is  much  more 
satisfactory. 

This  examination  assures  the  University  that 
prospective  new  students  are  in  such  a state  of 
health  that  they  can  undertake  the  contemplated 
academic  load  without  physical  or  emotional  haz- 
ard to  themselves  or  to  fellow  students.  On  oc- 
casions the  medical  record  leads  us  to  call  the  fam- 
ily’s attention  to  the  strenuous  nature  of  Univer- 
sity activity.  Application  for  admission  has  usual- 
ly been  withdrawn  on  their  own  doctor’s  advice  in 
these  cases  and  these  students  were  spared  the 
expense  and  ignominy  of  probable  failure. 

The  Entrance  Medical  Record  also  serves  as  the 
physical  examination  required  for  Basic  ROTC 
or  Physical  Education  and  for  participation  in 
intramural  sports  and  as  a medical  background 
for  restricting  a student’s  courses  or  for  giving 
him  special  privileges.  The  student’s  regular  phy- 
sician can  best  give  us  medical  reason  for  or  as- 
sure us  that  there  is  no  necessity  of  such  restric- 
tion of  activity.  Because  some  students  do  not 
want  to  take  the  required  courses  in  ROTC  or 
Women’s  Physical  Education,  and  because  some 
of  our  colleagues,  sympathetic  to  the  students’  de- 
sires, emphasize  the  importance  of  relatively  min- 
or disorders,  it  has  become  necessary  for  us  to  con- 
firm personally  the  existence  of  disqualifying  or 
restricting  defects  and  act  on  our  own  concepts  of 
the  probability  of  harm.  We  may  act  contrary  to 
the  recommendations  of  the  examining  physician 
at  times  but  never  without  fairly  obvious  justifi- 
cation. Some  physicians  have  afterwards  indi- 
cated that  their  recommendation  which  I had  not 
followed  was  due  to  pressure  from  the  patient  or 
the  family. 

A third  use  of  the  Entrance  Medical  Record  is 
that  it  alerts  the  University  physicians  and  the 
personnel  deans  to  the  existence  of  disease  that  we 
should  know  about,  such  as  epilepsy,  diabetes, 
emotional  instability,  and  others.  It  is  well  for 


these  people  to  have  this  information  about  stu- 
dents although  it  may  seem  to  have  little  academic 
significance. 

An  incidental  dividend  from  the  Entrance  Medi- 
cal Record  is  that  defects  have  been  found  at  this 
examination  and  treated  by  the  family  physician 
before  the  student  comes  to  school.  A number  get 
glasses  for  the  first  time.  On  the  basis  of  diagnoses 
made  first  on  these  examinations,  a few  students 
have  acquired  hearing  aids,  several  have  had  her- 
nias repaired,  a number  have  been  put  on  anti- 
anemic  therapy,  etc.  A very  large  number  have 
apparently  never  had  tetanus  toxoid  and  a few 
have  never  had  smallpox  vaccination.  These  two 
are  required. 

There  is  no  systematic  reevaluation.  Examina- 
tion is  undertaken  as  a part  of  the  treatment  of 
illness  and  it  is  sometimes  done  at  the  request  of 
personnel  or  academic  departments  to  see  if  there 
are  medical  reasons  for  unsuitable  behavior  or 
poor  academic  performance.  The  question  wheth- 
er routine  periodic  reevaluation  of  the  health  of 
all  students  is  desirable  requires  much  thought  as 
does  the  degree  to  which  it  should  be  carried  and 
the  form  it  should  take  before  funds  are  sought 
for  its  accomplishment.  It  has  a current  low  pri- 
ority. If  done,  it  will  probably  consist  in  a ques- 
tionnaire and  a battery  of  screening  tests  with  ex- 
amination only  of  selected  individuals. 

Our  mission  to  treat  sick  students  is  the  one  that 
everybody  thinks  he  understands  and  most  people 
look  on  as  our  sole  objective.  Before  discussing 
what  we  do,  I want  to  mention  a point  of  ethics 
involved.  I am  familiar  with  and  agree  with  the 
ethics  of  practice  as  expressed  by  the  American 
Medical  Association.  It  has  gravely  concerned  me 
that  the  Student  Health  Service  is  without  ques- 
tion a medical  care  plan  involving  a “third  party” 
and  allowing  only  very  limited  choice  of  physi- 
cians. However,  in  its  January  17,  1959  report  in 
a special  edition  of  the  Journal  of  the  American 
Medical  Association,  the  Commission  on  Medical 
Care  Plans  had  a separate  section  on  Student 
Health  Services.  It  reported  in  part:  “.  . . The 
Committee  wishes  to  point  out  that  the  student- 
physician  relationship  under  a student  health 
service  is  transient  and  temporary.  The  personal 
physician  is  not  entirely  or  permanently  replaced.” 
Further:  “Although  some  . . . utilize  closed  panels 
and  involve  compulsory  participation  by  the  stu- 
dent, the  peculiar  circumstances  surrounding  such 
care  have  resulted  in  the  acceptance  of  many  of 
these  plans  by  local  medical  societies.  ...”  And 
finally:  “The  Committee  believes  that  the  proper 
relationship  between  the  medical  profession  and 
student  health  services  should  be  one  comprising 
study  and  participation,  encouragement  and  un- 
derstanding, and  consultation  and  advice.” 
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I have  been  very  conscious  of  this  borderline 
status.  I have  attempted  to  let  our  Student  Health 
Service  act  as  agent  for  the  private  physicians  of 
the  students,  whenever  this  is  at  all  reasonable, 
following  the  therapeutic  recommendations  of 
the  private  physician  even  though  I may  disagree 
with  their  scientific  propriety.  The  sole  excep- 
tion to  this  has  been  in  relation  to  restriction  of 
activity  as  discussed  awhile  ago.  Under  these  cir- 
cumstances I feel  that  our  practice  in  the  Student 
Health  Service  has  been  within  the  ethical  limits 
expressed  by  the  A.  M.  A.  It  is  my  intent  that  it 
remain  so. 

Now,  as  to  what  we  do  have  and  do:  The  staff 

consists  of  two  full  time  physicians  and  one  part 
time  and  we  will  add  a third  full  time  physician 
on  September  first.  We  have  a panel  of  six  con- 
sultants who  can  be  called  or  to  whom  students 
can  be  sent.  There  are  eight  full  time  and  seven 
half  time  nurses.  There  are  appropriate  proper- 
ly trained  x-ray  and  laboratory  technicians,  a 
dietician  and  the  other  necessary  personnel.  We 
operate  a 45-bed  hospital  with  diet  kitchen  and 
diagnostic  x-ray  and  laboratory  facilities.  We 
are  not  prepared  for  major  surgery,  nor  for  major 
psychiatric  care,  but  we  can  handle  most  of  the 
other  things  that  might  arise.  Although  our  av- 
erage bed  occupancy  is  quite  low,  we  maintain 
this  size  hospital  because  a large  number  of  beds 
must  remain  available  for  outbreaks  of  food  poi- 
soning, influenza,  measles,  etc.  A student,  living 
in  dormitory,  fraternity  or  sorority  house,  or  in  a 
rooming  house,  often  eating  somewhere  else,  can- 
not get  the  usual  home  care  of  these  minor  con- 
fining illnesses  and  infirmary  facilities  must  be 
available  for  him.  A general  community  hospital 
does  not  habitually  admit  minor  illness  and  usu- 
ally wouldn’t  have  the  beds  available  for  a sudden 
influx  of  patients  with  these  diseases.  While  there 
have  been  recent  years  when  our  infirmary  has 
had  an  average  daily  census  of  only  six  patients, 
the  actual  census  is  quite  variable.  It  was  twice 
necessary  during  the  influenza  epidemic  in  1957- 
58  to  expand  to  65  beds  and  once  all  65  beds  were 
occupied.  During  exam  times  and  summer  school 
we  may  go  several  days  with  no  in-patients  at  all. 
During  the  peak  of  rubella  last  spring,  we  had  29 
bed  patients.  You  can  visualize  some  of  the  prob- 
lems encountered,  including  the  disciplinary  prob- 
lems of  the  simultaneous  separate  isolation  of 
measles  and  mumps  in  each  sex  from  the  non-con- 
tagious patients.  The  problems  are  not  all  clini- 
cal. 

A much  busier  activity  than  the  hospital  is  the 
outpatient  clinic  where  students  are  treated  on 
an  ambulatory  basis  or  where  they  are  seen  and 
sent  to  the  hospital.  At  least  one  doctor  is  present 
seeing  patients  from  7:30  in  the  morning  until  5:00 
in  the  afternoon  and  one  or  another  of  us  is  on- 


call  for  emergencies  at  other  times.  A nurse  is 
there  twenty-four  hours  a day.  There  will  be  50  to 
100  or  more  outpatient  visits  on  week  days  during 
the  two  winter  semesters  and  15,000  or  more  per 
year. 

These  students  have  a very  wide  variety  of  dis- 
orders in  shades  of  severity  from  the  very  trivial 
to  the  very  grave.  The  types  of  disorders  seen 
cover  the  whole  spectrum  of  disease.  Minor  up- 
per respiratory  disease,  trauma,  acute  infection, 
digestive  disturbance,  and  various  types  of  psy- 
chosomatic response  are  probably  the  most  fre- 
quent groups,  not  necessarily  in  that  order.  How- 
ever, we  see  pneumonia,  psychoses,  kidney  stones, 
acute  appendicitis,  major  injuries,  coma  from  in- 
sulin reaction,  and  other  things  requiring  more 
specific  immediate  attention.  Diabetics  require 
regulation  and  there  are  asthmatics  and  epileptics. 
Our  staff  picked  up  this  year  an  osteogenic  sar- 
coma and  a brain  tumor.  Both  of  these  students 
are  now  back  in  school  after  surgery  done  else- 
where. These  things  are  rare,  of  course,  but  we 
try  to  keep  in  mind  that  any  one  of  the  prepon- 
derant number  of  apparently  minor  disorders  can 
be  the  incipient  phase  of  a major  disease. 

There  are  two  differences  from  other  types  of 
practice  that  are  of  interest: 

In  normal  practice  it  is  always  desirable  to  get 
a patient  back  to  work  as  soon  as  possible  and  lost 
income  from  lost  time  is  certainly  serious.  Loss 
of  a few  days  from  his  classes  often  gets  the  college 
student  so  far  behind  that  he  must  withdraw  from 
school  and  lose  the  whole  semester.  This  is  par- 
ticularly serious  for  the  student  of  mediocre  abil- 
ity or  limited  finances.  We  can  excuse  his  class 
absences  easily  enough  but  there  is  no  way  to 
make  up  the  lost  opportunity  of  learning.  To 
avoid  excessive  class  absence  we  will  often  let  a 
student  go  to  class  from  and  return  to  the  hospi- 
tal before  he  is  well  enough  to  resume  full  activi- 
ty. This  possibility  makes  it  undesirable  for  a 
parent  to  take  the  mildly  sick  student  home  as  he 
will  miss  less  time  from  class  if  he  stays  at  the 
University.  This  is  sometimes  not  understood 
and  it  is  hard  to  recommend  that  a mother  not 
take  her  child  home  to  be  cared  for  by  the  excel- 
lent physician  at  home  whose  skill  she  knows.  The 
second  point  of  difference  is  thus  that  parental 
concern  for  students  away  from  home  is  greater 
than  usual,  as  they  are  not  at  hand  to  observe 
severity  and  progress  for  themselves.  There  is 
no  right  answer  whether  to  call  the  parents  and 
tell  of  an  illness  that  is  really  of  no  consequence 
and  thus  alarm  them  or  to  fail  to  call  and  experi- 
ence their  censure  at  “hiding  information  from 
them.” 

I have  often  been  asked  to  what  extent  our  prac- 
tice consists  in  students  trying  to  get  out  of  some 
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duty.  There  are  some,  of  course,  but  if  there  are 
many  of  them  I do  not  recognize  it.  Most  students 
are  well  motivated. 

I have  also  been  asked  to  what  extent  examina- 
tions precipitate  nervous  illness.  University  at- 
tendance is  an  intense  experience.  Examinations 
do  constitute  stress  to  which  there  is  psychoso- 
matic response.  Similarly,  fraternity  and  sorority 
rushing  and  initiation,  and  other  social  and  non- 
social extracurricular  activities  that  are  all  prop- 
erly a part  of  the  college  experience  may  each 
constitute  stress.  The  students  adversely  affect- 
ed by  these  things  are  a small  proportion.  Most 
take  it  in  their  stride  and  have  no  emotional  ill 
effects  despite  how  much  they  do,  how  little  they 
sleep,  and  how  queerly  they  eat.  This  continually 
astounds  me. 


Although  care  at  the  Student  Health  Service  is 
free,  an  indeterminate  percentage  of  sick  students 
go  to  our  colleagues  in  practice  in  Tuscaloosa  for 
various  reasons.  We  do  not  object  nor  do  the  per- 
sonnel deans.  It  is  disturbing  to  us  only  when 
they  go  because  they  or  someone  else  may  not  have 
been  satisfied  by  our  care  or  when  the  manner 
of  handling  of  the  case  is  not  consistent  with  the 
students’  academic  objective. 

The  last  item  of  our  mission  is  to  assure  stu- 
dents and  their  parents  of  the  adequacy  of  these 
measures.  This  is  difficult  to  do  within  medical 
ethics  but  since  it  does  not  alter  our  personal  in- 
comes, perhaps  we  can  legitimately  seek  publici- 
ty to  reassure  parents  as  to  the  quality  of  medicine 
we  practice.  We  have  done  this  and  I hope  it  has 
remained  within  the  bounds  of  good  taste.  This 
appearance,  at  my  own  request,  had  this  in  view. 


THERAPEUTIC  DIVIDENDS  OF 
HYSTEROSALPINGOGRAPHY 

WILLIAM  E.  WHITE,  Ph.  D.,  M.  D. 

and 

N.  C.  DENTON,  M.  D. 
Anniston,  Alabama 


Hysterosalpingography,  or,  as  some  prefer  to 
call  it,  uterotubography,  is  well  established  as  a 
most  useful  tool  in  the  investigation  of  human 
sterility.  Although  several  papers  have  appeared 
indicating  that  pregnancy  occurs  after  this  pro- 
cedure in  a considerable  number  of  cases,  the  val- 
ue of  the  examination  as  a therapeutic  procedure 
has  not  been  fully  appreciated,  judging  by  the 
paucity  of  papers  in  radiologic  literature. 

We  should  like  to  report  a small  series  of  cases 
to  reemphasize  the  therapeutic  dividends  which 
can  be  expected  from  this  procedure. 

TECHNIQUE 

The  procedure  has  been  well  described  by  Rob- 
bins and  Shapiro  in  Diagnostic  Roentgenology  by 
Golden.  Each  examiner  has  apparently  modi- 
fied the  basic  technique  to  suit  his  own  experience. 
We  began  doing  hysterosalpingograms  with  the 
Jarcho  Pressometer,  but  have  long  since  discarded 
the  manometer  and  pressure  chamber.  We  still 
prefer  the  self  retaining  cannula,  which  is  fur- 
nished with  this  instrument,  to  the  Kaplan  or  any 
other  we  have  seen. 

We  prefer  to  do  hysterosalpingograms  on  the 
9th  or  10th  day  after  the  first  day  of  the  menstrual 
period.  All  of  the  examinations  have  been  per- 
formed as  an  office  procedure.  The  patient  takes 
no  medication  and  experiences  little  discomfort 

Read  before  the  annual  meeting  of  the  Alabama  Ra- 
diological Society,  Birmingham,  April  8,  1959. 


during  the  examination.  She  is  placed  in  the 
lithotomy  position  on  the  x-ray  table  with  her 
knees  in  crutches.  A bivalve  fiber  speculum  is 
inserted  and  the  cervix  is  painted  with  a suitable 
antiseptic.  The  cervical  os  is  then  sounded  with 
a probe  and  the  anterior  lip  of  the  cervix  grasped 
with  a tenaculum.  This  is  the  most  painful  part 
of  the  examination.  The  self  retaining  cannula 
is  then  inserted  and  clipped  to  the  tenaculum  so 
that  a tight  seal  is  effected.  She  is  then  told  that 
the  uterus  is  going  to  be  distended  and  that  she 
should  develop  a menstrual  type  of  cramp.  She 
is  instructed  not  to  be  “a  stoic”  but  to  tell  you 
when  the  pain  becomes  uncomfortable.  A 10  cc. 
syringe  filled  with  Iodochlorol  is  then  attached 
to  the  cannula  and  the  oil  injected  slowly  under 
only  slight  pressure  until  the  patient  becomes  un- 
comfortable or  until  approximately  4 cc.  have 
been  injected.  A radiograph  is  then  exposed  and 
developed  while  gentle  pressure  is  being  main- 
tained by  the  stop-cock  cn  the  cannula.  Depend- 
ing on  the  findings,  additional  oil  may  be  injected 
under  slightly  greater  pressure  and  the  film  re- 
peated. If  no  oil  has  leaked  out  of  the  tubes  in 
twenty-minutes  of  sustained  pressure,  of  the  or- 
der of  50  mm.  of  mercury,  the  examination  is 
terminated.  We  have  never  used  200  to  300  mm. 
of  mercury  pressure  as  reported  by  some  authors. 
Many  writers  have  discontinued  the  twenty-four 
hour  film,  but  we  have  seen  free  oil  in  the  pelvis 
on  this  film  in  many  cases  when  it  was  not  possible 
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to  be  certain  as  to  whether  the  tubes  were  actually 
patent  during  the  procedure,  so,  in  all  doubtful 
cases,  we  still  take  this  film. 

The  procedure  described  is  more  time  consum- 
ing than  the  usual  examination.  Apparently  it  is 
quite  safe  since  we  have  had  practically  no  com- 
plications, at  the  most  a vague  discomfort  in  one 
side  of  the  pelvis  for  one  or  two  days.  The  single 
exception  was  a patient  with  a pelvic  inflamma- 
tory disease  which  flared  up  following  the  pro- 
cedure and  required  penicillin  therapy. 

We  have  used  Iodochlorol  as  the  contrast  mate- 
rial in  all  but  two  or  three  of  the  cases  which  were 
done  with  more  liquid  media.  The  viscosity  of 
Iodochlorol  is,  in  our  opinion,  best  suited  for  this 
procedure  and  we  have  not  seen  a single  granu- 
loma develop  in  our  series.  We  have  not  used 
fluoroscopy  in  any  of  the  examinations. 

After  checking  our  diagnostic  unit  with  a pressed 
wood  phantom,  we  estimate  our  patients  received, 
depending  on  their  size,  from  17  to  28  milliroent- 
gens  to  the  ovaries  for  each  roentgenogram,  or  of 
the  order  of  one  to  1.5  roentgens  per  examination. 

MATERIAL 

The  selection  of  the  patients  for  this  examina- 
tion was  left  up  to  the  gynecologist  (Dr.  Denton) . 
The  present  series  consists  of  all  of  the  hystero- 
salpingograms  which  I (Dr.  White)  have  per- 
formed for  him.  All  patients  had  a routine  physi- 
cal examination,  including  a pelvic  examination, 
and  none  had  a sterility  history  of  less  than  two- 
years.  A semen  evaluation  was  obtained  on  the' 
husband  in  each  case  and  an  ovulation  chart  was 
kept  by  most  of  the  patients.  No  medication  was 
prescribed  for  sterility  in  any  of  the  successful 
pregnancies  here  reported. 

When  it  became  apparent  that  a significant 
number  of  pregnancies  occurred  following  this 
procedure,  we  began  to  repeat  the  examination 
once  after  3-6  months  if  pregnancy  had  not  en- 
sued. The  gynecologist  is  so  pleased  with  the 
results  that  he  has  completely  stopped  doing  C02 
insufflations.  Hysterosalpingography  is  the  first 
of  his  definitive  studies.  Thyroid  evaluation,  hor- 
mone studies,  and  the  remainder  of  the  conven- 
tional sterility  work-up  are  not  undertaken  unless 
the  tubes  are  patent  and  pregnancy  has  not  en- 
sued for  6 months  after  this  examination. 

RESULTS 

A total  of  88  examinations  was  performed  on 
sixty-four  patients.  Sixteen  pregnancies  occurred 
after  a single  hysterosalpingogram  and  eight  preg- 
nancies occurred  after  a second  examination, 
which  gives  a combined  total  of  thirty-seven  per 
cent  successful  pregnancies.  The  average  age  of 
these  women  was  28  years,  the  youngest  being  21 
and  the  oldest  36.  The  average  sterility  history 


was  five  and  one-half  years,  the  shortest  being 
two  years  and  the  longest  fifteen  years.  Of  the 
forty  women  who  did  not  have  a successful  preg- 
nancy none  is  known  to  have  had  a tubal  preg- 
nancy or  an  abortion.  The  high  incidence  of  these 
complications  in  some  series  may  be  related  to  the 
higher  pressures  used  by  some  investigators. 

On  several  occasions  the  patient  became  preg- 
nant following  hysterosalpingography,  even  when 
the  examination  failed  to  prove  definite  tubal 
patency,  using  spreading  of  the  oil  over  the  pelvic 
viscera  as  a criterion.  This  has  occurred  in  the 
cases  following  a second  hysterosalpingogram,  as 
well  as  in  those  following  a single  examination. 
We  have  not  seen  pregnancy  follow  this  procedure 
unless  oil  could  be  demonstrated  out  to  the  fim- 
bria at  least. 

As  previously  stated,  no  granulomas  were  de- 
tected following  any  of  the  examinations.  The 
only  granuloma  we  have  seen  was  discovered 
three  months  after  a hysterosalpingogram  by  an- 
other operator  which  was  reported  as  unsatisfac- 
tory. She  was  referred  to  us  for  a hysterosalpin- 
gogram, which  demonstrated  that  the  left  tube  was 
open.  She  gave  a history  of  sterility  for  four  years 
following  an  abortion.  She  delivered  a normal 
baby  eleven  months  after  the  successful  hystero- 
salpingogram. The  granuloma  was  still  present 
when  she  was  last  examined  but  was  steadily  de- 
creasing in  size. 

Twenty-three  of  the  24  children  resulting  from 
these  pregnancies  have  been  followed  by  one  of 
three  local  pediatricians  and  we  are  told  that  they 
are  normal  and  without  demonstrable  defects. 
One  pregnancy  resulted  in  a post-mature  infant 
which  lived  only  half  an  hour.  An  autopsy  dis- 
closed only  fetal  atelectasis.  This  mother  had  a 
sterility  history  of  eleven  years  and  has  not  be- 
come pregnant  in  the  two  years  since  her  deliv- 
ery. 

In  view  of  the  present  thought  that  all  ionizing 
radiation  produces  mutations,  it  is  felt  that  the 
children  conceived  within  months  after  a pelvic 
examination  delivering  1 to  1.5  roentgens  to  the 
ovaries  would  form  a very  interesting  series,  par- 
ticularly if  the  pregnancies  resulting  from  exami- 
nations in  all  of  the  clinics  over  the  country  could 
be  combined  into  a statistical  study. 

DISCUSSION 

If  there  is  anything  new  in  this  paper  it  is  the 
concept  of  a sustained  minimum  pressure  rather 
than  the  use  of  200  millimeters  of  mercury  or,  in 
some  cases,  300  as  indicated  by  some  writers.  This 
may  account  for  the  fact  that  we  have  not  had  a 
single  granuloma  develop  following  our  studies. 
It  is  wondered  if  bleeding  and  intravasation  of  the 
opaque  oil  is  not  a big  factor  in  granuloma  produc- 
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tion.  In  any  case  it  is  felt  that  the  sustained  low 
pressures  may  have  a more  beneficial  therapeutic 
effect,  and  it  is  felt  that  it  is  easier  to  accomplish 
this  with  Iodochlorol  than  with  the  more  fluid  or 
the  more  viscous  media. 

Another  question  which  has  been  discussed  in 
recent  papers  is  the  twenty-four  hour  film.  This 
would  appear  to  add  little,  if  aqueous  media  are 
used,  but  with  the  viscous  oil  we  have  seen  a num- 
ber of  cases  in  which  the  oil  appeared  to  be  con- 
fined in  a small  sac  near  the  fimbria,  only  to  see 
it  spread  over  the  pelvis  on  the  24-hour  film.  On 
the  other  hand,  we  have  seen  it  remain  in  position 
without  any  spreading,  indicating  that  there  was 
no  communication  to  the  abdominal  cavity. 

SUMMARY 

Hysterosalpingography  is  a simple  and  safe  pro- 
cedure which  has  gained  widespread  acceptance 
in  the  investigation  of  sterility.  That  there  is  a 


therapeutic  benefit,  more  rewarding  than  tubal 
plastic  surgery,  is  now  becoming  recognized.  The 
large  number  of  babies  conceived  following  this 
procedure  in  various  clinics  over  the  country 
should  produce  a valuable  series  for  evaluating 
the  genetic  effects  of  small  doses  of  radiation. 
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CRANIOCLEIDODYSOSTOSIS 
A CASE  REPORT 

DAVID  G.  VESELY,  M.  D. 
Birmingham,  Alabama 


Craniocleidodysostosis  is  a hereditary  disease 
characterized  by  deficient  formation  of  clavicles 
and  imperfect  ossification  of  the  fontanels.  Many 
other  anatomic  irregularities  are  noted,  such  as 
brachycephalia,  irregularities  in  dentition,  and 
structural  abnormalities  of  the  vertebrae,  sacrum, 
pelvis,  femora  and  scapulae,  metacarpals,  metatar- 
sals and  phalanges.  v 

Fairbanks  states  that  the  first  clavicular  defect 
was  reported  by  Martin  in  1765.  Scheuthauer  in 
1871,  and  Marie  and  Saitone  in  1898,  named  the 
condition  hereditary  craniocleidodysostosis.  The 
condition  continued  to  be  known  as  craniocleido- 


Fig.  1:  Width  of  symphyses  greater  than  normal. 

Pubes  are  less  dense  than  rest  of  pelvis.  Mild  coxa 
vara  is  present. 


dysostosis  until  1926  when  Rhinehart  coined  the 
term  “mutational  dysostosis.”  The  most  valuable 
recent  comprehensive  review  of  the  subject  was 
done  by  Soule  in  1946  in  which  he  reported  that 
326  cases  appeared  in  world  literature  from  1929 
to  March  1944.  Soule  supports  the  alternative 
title,  “mutational  dysostosis,”  but  it  is  our  opinion) 
that  the  term  craniocleidodysostosis  is  somewhat 
more  descriptive  and  colorful. 

Hereditary  Influence : There  seems  to  be  no 

doubt  that  there  is  a strong  hereditary  influence 
in  this  disease.  Of  the  326  cases  reported  by  Soule, 
198  were  familial.  In  this  series  both  sexes  appear 
to  be  equally  affected.  The  patient  may  present 
himself  at  any  age  and  cases  have  been  reported 
as  early  as  one  month  and  as  old  as  sixty  years. 
Most  of  the  cases,  however,  are  picked  up  because 
of  delayed  secondary  dentition,  at  which  time  fur- 
ther examination  and  x-rays  are  taken  and  addi- 
tional stigmata  of  the  disease  are  noted. 

Clinical  Signs : Patients  with  craniocleidodys- 

ostosis evidently  secondary  to  the  mild  deformi- 
ties have  a family  resemblance.  The  patients  are 
generally  somewhat  small  in  stature,  with  large 
broad  heads,  weak  recessive  faces,  long  sloping 
shoulders  and  necks,  together  with  the  ability  to 
move  the  shoulders  freely  because  of  the  partial 
or  total  absence  of  the  clavicles. 

Teeth : Dental  abnormalities  are  second  in  fre- 

quency to  clavicular  abnormalities.  Deciduous 
dentition  is  usually  normal  but  permanent  teeth 


88 


J.  M.  A.  ALABAMA 


CRANIOCLEIDODYSOSTOSIS 


Fig.  2:  Posterior  view  showing  prominent  scapulae 

at  apex. 


are  slow  to  appear  and  some  remain  unerupted  un- 
til late  life.  Occasionally,  in  an  older  person,  the 
fitting  of  artificial  dentures  may  stimulate  erup- 
tion of  teeth. 

Upper  Extremities : The  most  common  lesion 

in  craniocleidodysostosis  is  that  of  a partial  or  com- 
plete absence  of  one  or  both  clavicles.  The  small 
residual  stumps  may  appear  either  medially  or 
laterally,  to  which  the  sternomastoid  and  pectora- 
lis  muscles  may  be  attached.  Fibrous  cords  can 
intervene  in  the  place  of  bone.  The  scapulae  are 
usually  small  and  lie  somewhat  more  dorsally 
and,  because  of  the  absent  clavicle,  appear  to  be 
more  laterally  placed  than  usual.  The  anomalies 
noted  by  Soule  in  the  humerus,  ulna  and  radius 
were  that  the  shafts  of  the  bones  might  be  some- 
what shorter  than  average.  An  extra  epiphysis  at 
the  base  of  the  second  metacarpal  may  occur  and 
there  are  occasional  extra  epiphyses  at  the  distal 
ends  of  one  or  more  of  the  phalanges.  The  second 
metacarpal  is  characteristically  longer  than  the 
other  metacarpals.  The  phalanges  are  apt  to  be 
shorter  and  wider  and  the  cortex  thicker  than  ordi- 


Fig. 3:  Posterior  view  shows  extreme  mobility  of 

clavicles. 


nary  bone.  The  terminal  phalanges  appear  to  be 
pointed  and  lack  the  usual  expanding  unguinal 
tuff.  Occasionally  all  phalanges  of  the  little  finger 
itself  appear  to  be  abnormally  short. 

Deformities  of  the  Trunk : Soule  has  reported 

spinal  abnormalities  consisting  of  abnormal  curv- 


Fig.  4:  Complete  absence  of  lateral  half  of  clavicles, 

bilateral. 
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Fig.  5:  Large  broad  head,  recessive  face,  sloping 

shoulders. 


Fig.  6:  Slender  build,  shortened  upper  extremities, 

narrow  chest. 


atures  both  in  the  antero-posterior  plane  and  the 
sagittal  view.  Occasional  laminal  defects  in  the 
form  of  spina  bifida  and  hemi-vertebrae  have  been 
noted.  Soule  likewise  calls  attention  to  the  ab- 
sence of  lower  sacral  segments  and  coccyx  in  these 
cases.  The  pelvis  is  usually  of  an  anthropoid 
character,  with  defects  in  the  symphysis  pubis. 
This  widening  of  the  symphysis  pubis  is  occasion- 
ally mirrored  in  the  posterior  sacroiliac  joint. 

Lower  Extremites : It  has  likewise  been  report- 

ed by  Soule  and  Fairbanks  that  coxa  vara  and 
some  shortening  of  the  tibia  and  fibula  are  present 
in  this  condition. 

Muscles : The  loss  of  origin  and  insertion  areas 

for  the  muscles  about  the  shoulder  girdle  does  not 
appear  to  have  apparently  interfered  with  their 
function  and  they  apparently  secure  attachment 
to  the  soft  tissue  in  their  normal  areas. 

Nervous  System : There  have  been  no  consist- 

ent findings  of  constant  central  nervous  system 
lesions,  although  Soule  reports  two  cases  of  brachi- 
al plexus  palsy  with  neurologic  symptoms  due  to 
brachial  plexus  traction. 


CASE  REPORT  ON  PATIENT  B.  E.  M. 

This  patient  was  first  seen  in  January  1951  while 
the  author  was  in  service  during  the  Korean  epi- 
sode. He  gave  a history  that  two  sisters  and  a 
mother  were  similarly  afflicted  with  this  condi- 
tion. It  had  not  affected  him  particularly  in  any 
way  except  that  he  felt  that  he  was  not  quite  as 
strong  as  his  fellow  students  at  the  Cook  and  Bak- 


Fig.  7:  Mild  curve  of  distal  phalanx,  the  index  finger 
ulnarward. 
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er  School  where  he  was  currently  enrolled.  He 
had  taken  part  in  high  school  athletics  and,  other 
than  some  weakness,  had  never  noticed  any  par- 
ticular trouble,  except  that  he  had  the  ability  to 
completely  touch  his  shoulders  which  had  always 
placed  him  somewhat  apart  from  his  fellow  stu- 
dents. X-rays  and  photographs  show  his  general 
appearance  and  specific  condition  at  indicated 
areas.  Correspondence  with  the  armed  service 
shows  that  this  patient  died  while  serving  as  a 


Fig.  8:  Mild  curve  radialward  of  the  distal  phalanx 

of  the  ring  and  little  fingers. 


Fig.  10:  Large  broad  skull  with  persistent  anterior 

fontanel. 


member  of  the  military  on  October  5,  1952.  No 
autopsy  report  was  available. 


Fig.  9:  Abnormal  shortening  of  the  middle  and  distal 
phalanges  of  the  fingers.  Persistent  large  epiphyses  at 
base  of  2nd  metacarpal.  Abnormally  long  2nd  meta- 
carpal. 


Fig.  11:  Irregular  dentition  and  incomplete  eruption 

of  permanent  teeth. 
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ASSOCIATION  OPPOSES  FORAND  BILL 

At  the  recent  hearings  on  the  Forand  Bill  (HR 
4700)  before  the  House  Ways  and  Means  Commit- 
tee of  Congress,  thirty-three  state  medical  associ- 
ations presented  statements  in  opposition  to  the 
proposed  bill.  The  statement  by  this  Association 
was  prepared  by  Dr.  M.  Vaun  Adams,  Chairman 
of  the  Committee  on  Legislation.  It  is  understood 
that  no  further  consideration  will  be  given  to  the 
Forand  Bill  this  year,  and  it  is  believed  that  op- 
position from  the  state  medical  associations  played 
a part  in  this  decision.  The  following  is  the  state- 
ment presented  by  The  Medical  Association  of  the 
State  of  Alabama. 

STATEMENT 

of  the 

MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 

Re:  Forand  Bill  (HR  4700)  86th  Congress 

To:  Ways  and  Means  Committee 

U.  S.  House  of  Representatives 
Washington,  D.  C. 

The  Medical  Association  of  the  State  of  Ala- 
bama requested  appropriate  time  to  testify  before 
the  Ways  and  Means  Committee  in  opposition  to 
HR  4700.  Since  time  was  not  available,  we  trust 
that  this  statement  will  be  included  in  the  printed 
record. 

I am  Dr.  M.  Yaun  Adams,  of  Mobile,  Alabama. 
I am  a member  of  the  House  of  Delegates  of  the 
American  Medical  Association  and  Chairman  of 
the  Committee  on  Legislation  of  The  Medical  As- 
sociation of  the  State  of  Alabama.  I have  been  in 
the  private  practice  of  pediatrics  for  twenty-eight, 
years. 

The  membership  of  The  Medical  Association  of 
the  State  of  Alabama  is  opposed  to  the  philosophy 
of  government  which  has  been  embodied  in  the 
Forand  Bill  (HR  4700).  It  is  contrary  to  the 
thoughts  of  the  pioneers  who  made  this  nation 
great,  contrary  to  the  thoughts  of  the  responsible 
citizens  (and  tax  payers)  who  make  their  own 
living,  who  believe  in  individual  initiative  and 
self  determination. 


£c/itoria2& 


Legislation  of  this  type  will,  without  doubt,  so- 
cialize the  practice  of  medicine,  as  it  has  in  many 
other  countries.  It  will  eventually  destroy  and 
socialize  all  of  the  learned  professions.  This  regi- 
mentation of  the  profession  will  tend  to  stifle  the 
ambitions,  dull  the  spirit,  and  have  detrimental 
effects  on  the  character  of  younger  generations. 
Such  mobilization,  as  is  proposed,  will  result  in 
the  deterioration  of  medical  practice  as  it  is  known 
today. 

The  tremendous  progress  of  scientific  medicine 
has  been  accomplished  under  the  free  enterprise 
system,  without  paternalistic  governmental  de- 
cree. It  is  unrealistic  to  assume  that  any  bureau- 
cratic agency,  administered  under  political  guid- 
ance, can  ever  hope  to  achieve  such  an  enviable 
record.  Where  any  type  of  legislation  interposes 
a third  party  between  the  physician  and  his  pa- 
tient, the  gradual  disintegration  of  health  care  is 
inevitable. 

The  medical  profession  strongly  advocates  the 
utilization  of  voluntary  prepaid  health  insurance 
and  hospital  insurance.  The  evolution  of  newer 
types  of  insurance  coverage,  such  as  the  deducti- 
ble, the  catastrophic,  and  the  participating,  are 
prime  examples  of  progress  in  voluntary  health 
insurance. 

We  believe  that  each  state  and  county,  particu- 
larly each  county,  should  take  care  of  those  who 
are  unable  to  care  for  themselves.  In  1957  the 
Legislature  of  the  State  of  Alabama  established  a 
plan  for  the  care  of  the  medically  indigent.  Ap- 
propriations will  be  increased  every  two  years, 
according  to  the  plan. 

Even  now  approximately  fifty  per  cent  of  eld- 
erly persons  who  are  medically  indigent  are  al- 
ready registered  on  the  welfare  program  in  Bir- 
mingham, Mobile,  Montgomery  and  Huntsville. 
We  believe  this  is  a community  responsibility. 

The  medical  profession  is  working,  and  will 
continue  to  cooperate  and  work,  with  all  agencies 
interested  in  solving  the  problems  of  the  aged. 
Lest  you  be  mislead,  however,  only  a small  part 
of  the  problems  of  the  aged  are  caused  by  lack  of 
medical  care.  Many  elderly  people,  because  of  fear 
or  for  other  reasons,  refuse  to  take  advantage  of 
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available  medical  care.  We  must  strive  hard  to 
preserve  our  own  individual  freedom  as  well  as 
our  community  freedom. 

Any  discussion  of  social  security,  and  its  ramifi- 
cations, naturally  gravitates  to  economic  feasibili- 
ty and  the  national  debt.  It  troubles  many  of  us 
to  watch  the  soaring  cost  of  government  during 
the  last  two  or  three  decades.  At  some  time  in 
life  every  man  must  make  an  accounting  of  him- 
self, to  himself,  and  so  it  should  be  with  the  gov- 
ernment. The  unpredictable  cost  of  unrestrained 
social  and  health  legislation  could  easily  cause 
economic  chaos. 

The  experience  of  other  nations  shows  that  the 
cost  of  executing  compulsory  health  plans  will 
far  exceed  the  original  estimates.  There  will  cer- 
tainly be  a serious  shortage  in  hospitals,  nursing 
homes,  beds,  nurses,  and  in  x-ray  as  well  as  medi- 
cal technicians. 

Without  doubt,  the  ultimate  goal  of  the  sponsors 
of  the  Forand  Bill  is  the  complete  socialization  of 
medicine,  and  then  the  socialization  of  dentistry 
and  all  the  other  professions.  They  are  attempting 
to  destroy  a way  of  life  which  has  accomplished 
great  deeds  and  has  also  given  us  independence,  in- 
dividualitv  and  freedom. 

The  Medical  Association  of  the  State  of  Alabama 
wishes  to  thank  the  Ways  and  Means  Committee 
for  the  opportunity  of  presenting  some  fundamen- 
tal and  basic  concepts  which  we  believe  are  of  the 
utmost  importance  in  a discussion  of  HR  4700. 


TINSLEY  RANDOLPH  HARRISON  LECTURE 

The  second  annual  Tinsley  Randolph  Harrison 
Lecture  will  be  delivered  on  September  22,  1959, 
at  8 P.  M.  in  the  auditorium  of  the  University 
Hospital  and  Hillman  Clinic.  Dr.  Alfred  Blalock, 
Surgeon-in-Chief  of  the  Johns  Hopkins  Hospital, 
will  be  the  essayist  and  his  title  will  be  “Cardiac 
Surgery  with  Particular  Reference  to  Coronary 
Disease.” 

In  addition,  Dr.  Blalock  has  agreed  to  address  the 
Jefferson  County  Medical  Society  on  the  evening 
of  Monday,  September  21st,  and  his  title  for  this 
function  will  be  “Some  of  the  Changing  Concepts 
in  Surgery.”  He  will  also  participate  in  Medical 
Grand  Rounds  on  Tuesday  morning,  September 
22,  1959,  from  8:30  to  9:30  in  the  auditorium  of  the 
University  Hospital  & Hillman  Clinic. 

The  Harrison  Lectureships  were  made  possible 
through  the  contributions  of  Dr.  Harrison’s  form- 
er students,  interns,  house  officers  and  colleagues. 
The  establishment  of  the  lectureship  was  made 
known  to  Dr.  Harrison  at  a dinner  given  in  his) 
honor  in  Atlantic  City  in  May  1957.  Dr.  William 
Dock,  Professor  of  Medicine,  State  University  of 
New  York  School  of  Medicine,  gave  the  first  lec- 
ture in  November  1958. 


No  doubt  many  physicians  from  throughout  the 
state  will  want  to  avail  themselves  of  the  oppor- 
tunity to  hear  Dr.  Blalock. 


EFFECTIVE  ULCER  TREATMENT 

“Satisfactory”  and  often  “remarkably  rapid” 
healing  in  all  cases  of  surface  ulcers  treated  dur- 
ing a two-year  test  at  a large  mental  hospital  is 
reported  by  Dr.  Oscar  K.  Diamond  of  Creedmoor 
State  Hospital,  Queens  Village,  New  York. 

The  study  appeared  in  the  New  York  State  Jour- 
nal of  Medicine  (59:  1792,  May  1,  1959). 

Emphasizing  the  importance  to  institutions  of 
an  effective  ulcer  treatment,  Dr.  Diamond  states 
that  “surface  ulcers  seriously  interfere  with  treat- 
ment of  the  primary  condition  for  which  institu- 
tional patients  are  hospitalized.” 

The  ulcer  treatment  regimen,  reported  to  be  “the 
most  effective  of  any  with  which  we  have  had  ex- 
perience,” includes  use  of  two  topical  medications, 
as  well  as  relief  of  local  pressure,  control  of  dia- 
betic conditions,  and  supportive  or  systemic  meas- 
ures to  improve  local  circulation. 

“The  enzymatic  debriding  agent  papain-urea- 
chlorophyllin  ointment  (Panafil)  is  employed 
initially  to  remove  necrotic  tissue  and  debris  and 
to  produce  a clean  granulating  base.  From  this 
stage  to  ultimate  healing,  chlorophyllin  ointment 
(Chloresium)  is  used  to  promote  granulation  and 
epithelization.  Local  infection  is  effectively  con- 
trolled by  the  enzymatic  removal  from  the  lesion 
of  the  substrates  on  which  infecting  organisms 
feed  and  by  subsequent  maintenance  of  healthy 
granulations.” 

Of  the  cases  studied,  about  50%  were  decubitus 
ulcers.  The  remainder  included  varicose,  arterio- 
sclerotic and  diabetic  ulcers.  Occasionally,  gan- 
grenous lesions  were  encountered.  Most  of  the 
patients  studied  were  in  the  older  age  group,  “up 
to  and  including  90  years  of  age,”  it  is  reported. 

Dr.  Diamond  declares  that  “although  the  length 
of  time  required  for  treatment  varies,  we  have 
come  to  expect  healing  of  most  decubitus  ulcers 
within  six  weeks  and  of  varicose  ulcers  of  approx- 
imately ‘quarter’  size  within  three  weeks.  No  ir- 
ritation or  sensitivity  has  been  encountered.” 

Dr.  Diamond  emphasized  that  Panafil  and 
Chloresium  “are  highly  satisfactory  from  a prac- 
tical standpoint.  Both  preparations  are  topically 
applied  under  standard  dressings  and  require  no 
special  precautions.  Minimally-trained  personnel 
can  carry  out  this  treatment. 

“The  advantages  of  this  simplicity  of  applica- 
tion, in  comparison,  for  example,  with  proteolytic 
agents  which  must  be  injected  frequently,  are  ob- 
vious. Significant  economies  in  nursing  time  and 
in  the  time  of  supervisory  medical  personnel  are 
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achieved  without  subtracting  from  the  patients’ 
welfare.  The  cost  of  the  medications  themselves 
compares  favorably  with  that  of  other  agents  used 
for  similar  purposes.” 

Turning  to  the  rationale  of  papain-urea-chloro- 
phyllin  ointment,  Dr.  Diamond  notes: 

“Papain  is  a proteolytic  enzyme  which  digests 
necrotic  tissue  and  liquefies  viscous  exudate.  How- 
ever, it  is  the  combination  with  urea  which  en- 
ables papain  to  provide  thorough  debridement  of 
all  types  of  devitalized  protein  matter  in  the 
wound. 

“Papain  is  unique  in  that  it  must  find  its  acti- 
vators in  the  wound.  Urea,  a protein  solvent  and 
denaturant,  exposes  the  reactive  groups  in  pro- 
tein matter,  thereby  rendering  this  matter  more 
susceptible  to  digestion  and  at  the  same  time  pro- 
viding activation  for  the  enzyme.  The  presence  of 
chlorophyllin  controls  inflammation  and  thereby 
allows  continuous  use  of  the  proteolytic  agents.” 

The  physician  reports  that  chlorophyllin  oint- 
ment, which  “has  been  employed  for  many  years 
to  promote  the  healing  of  resistant  wounds,”  is 
“unusually  bland  and  soothing;  in  fact,  in  some 
nine  years  experience  with  many  hundreds  of 
cases  we  have  yet  to  encounter  a single  case  of 
irritation  or  sensitivity  traceable  to  the  active  in- 
gredient. Yet  the  preparation  is  far  from  inert. 
It  promotes  granulation  more  rapidly  and  of  bet- 
ter quality  than  any  other  topical  preparation  we 
have  used.” 


FULVICIN  EFFECTIVE  AGAINST  RINGWORM 

The  new  antifungal  antibiotic,  Fulvicin  (griseo- 
fulvin),  is  the  most  effective  drug  available  for 
the  treatment  of  certain  common  forms  of  super- 
ficial fungus  infections  generally  known  as  ring- 
worm, according  to  a report  by  Dr.  Frederick  Reiss 
in  a recent  issue  of  Medical  Circle  Bulletin. 

After  treating  a series  of  36  patients  suffering 
from  Tinea  capitis,  onychomycosis  and  Tinea 
corporis,  in  which  “dramatic”  clinical  results  were 
obtained,  he  concluded  that  the  new  oral  anti- 
biotic is  especially  effective  against  scalp  ring- 
worm caused  by  M.  audouini  and  T.  tonsurans,  and 
appears  “equally  effective  in  Tinea  corporis  and  in 
onychomycosis  caused  by  T.  purpureum.” 

In  20  of  23  patients  with  M.  audouini  infection 
of  the  scalp,  cures  were  effected  in  a period  of 
21  to  43  days;  and  in  three  of  five  patients  with 
T.  tonsurans  infection,  36  to  62  days. 

“It  is  noteworthy,”  he  writes,  “that  hair  was 
again  growing  normally  in  all  these  patients  be- 
tween the  second  and  third  weeks.  This  was  par- 
ticularly striking  in  children  with  T.  tonsurans  in- 
fections; in  the  past,  recovery  of  normal  hair 
growth  sometimes  required  a number  of  years  in 


patients  with  T.  tonsurans  infection  of  the  scalp.” 

Dr.  Reiss  reports:  “Except  in  one  case  where  a 

temporary  gastric  upset  occurred  in  an  adult,  we 
have  seen  no  untoward  side  effects  with  griseo- 
fulvin.  In  all  our  patients,  blood,  urine  and  hepat- 
ic function  tests  were  done  and  all  were  normal.” 

Fulvicin  will  be  made  available  to  the  medical 
profession  by  Schering  Corporation. 


MORE  AND  MORE  WOMEN 
FEWER  AND  FEWER  MEN 

By  the  time  human  life  expectancy  hits  100 
years,  there  will  be  five  women  for  every  two  men. 

Drs.  Edward  L.  and  Walter  M.  Bortz,  authors  of 
an  article  in  the  July  issue  of  GP  magazine,  point 
out  that  nature  seems  to  place  a higher  value  on 
the  female  of  the  species. 

The  doctors  add  that  the  female  body  “appears 
to  be  more  complex,  especially  in  its  glandular 
equipment.  The  female  usually  requires  more  re- 
pair work.  However,  while  her  body  will  bend, 
the  male  body  will  break.” 

Also,  the  male  body  more  quickly  loses  its  ca- 
pacity to  reproduce.  The  authors  mention  a recent 
report  from  England,  telling  about  a woman  in  a 
small  village  who  became  pregnant  at  age  75. 
They  also  mention  a report  from  South  Africa  con- 
cerning a 51-year-old  woman  who  had  quadrup- 
lets, three  boys  and  a girl. 

The  article,  entitled  “Major  Issues  of  Aging,” 
stresses  that  the  cells  in  the  human  body  are  in  “a 
state  of  perpetual  reorganization.  The  old  man  is 
not  the  same  individual  he  was  in  his  youth,  for 
the  material  of  which  he  is  composed  is  continu- 
ously being  replaced  by  new  material  molded  into 
the  same  shape.” 

And,  within  each  person’s  body,  the  aging  pro- 
cess takes  place  at  different  speeds.  For  exam- 
ple, the  coronary  arteries  age  quickly  while  the 
tissues  of  the  eye  would  probably  last  120  years  if 
the  rest  of  the  body  didn’t  deteriorate  more  rapid- 
ly. Also,  the  skin  provides  as  much  protection  at 
age  85  as  it  did  at  age  20. 

The  doctors  also  list  the  ten  leading  causes  of 
death  in  1900  and  1957.  Tuberculosis,  ranked  first 
in  1900,  has  since  slipped  to  tenth.  Three  leading 
causes,  at  the  turn  of  the  century,  are  no  longer 
in  the  top  ten  (diarrhea  and  enteritis,  cerebral 
hemorrhage  and  bronchitis) . 

“Medical  science,”  the  authors  point  out,  “is  prob- 
ing the  dark  recesses  of  the  various  maladies,  in- 
fections, maladjustments  and  deteriorations  which 
threaten  the  life  span.” 

Dr.  Edward  Bortz  is  chief  of  the  medical  service 
at  Lankenau  Hospital,  Philadelphia,  Pa.  Dr.  Wal- 
ter Bortz  is  a resident  in  medicine  at  Charity  Hos- 
pital, New  Orleans,  La. 
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NINETY  YEARS  AGO 

HE  Association  met  in  Mobile  in  1869.  The 
year  before,  “pursuant  to  a call  issued  by  the 
Selma  Medical  Society,  delegates  from  the 
Selma  Medical  Society,  the  Greensboro  Medical 
Society,  the  Montgomery  Medical  and  Surgical 
Society,  and  the  Mobile  Medical  Society,  together 
with  other  medical  gentlemen  from  various  parts 
of  the  State,  met  in  the  city  of  Selma  on  the  3d  day 
of  March,  1868,  for  the  purpose  of  reorganizing 
The  Medical  Association  of  the  State  of  Alabama.” 
“It  was  found  that  the  lapse  of  time  since  the  last 
meeting  of  the  Association,  and  the  intervention 
of  the  war,  had  sadly  thinned  the  ranks  of  its. 
members,  there  being  only  six  of  them  present.  Of 
gentlemen  not  before  on  the  Roll  of  Members, 
there  were  fourteen.”  Among  the  six  who  had 
been  identified  with  the  Association  prior  to  the 
War  Between  the  States  was  Dr.  A.  G.  Mabry, 
President  in  1868  and  1869,  who  introduced  the 
resolution  to  revive  the  organization. 

“ Resolved , That  we,  the  members  of  The  Medical  As- 
sociation of  the  State  of  Alabama,  here  assembled,  do 
revive  and  reestablish  said  Association,  and  invite  the 
physicians  present  who  are  not  members  to  join  us  in 
so  doing  and  to  become  members  of  the  Association.” 
“The  resolution  was  adopted,  when  all  the  phy- 
sicians in  the  hall  came  forward  and  signed  the 
Roll,  at  the  same  time  paying  the  initiation  fee  of 
one  dollar.”  Dr.  Mabry  was  chosen  President  and 
Dr.  Jerome  Cochran,  Secretary. 

“On  being  conducted  to  the  chair,  Dr.  Mabry 
expressed  his  obligations  for  the  honor  conferred 
upon  him,  and,  in  a chaste  and  elegant  address, 
gave  a history  of  the  organization  of  the  Associa- 
tion” in  1847  in  Mobile,  in  a building  where  the 
Battle  House  now  stands,  “and  of  its  subsequent 
progress  up  to  the  time  when  its  annual  sessions 
were  suspended  by  the  war,  making  honorable 
mention  of  names  borne  by  men  who  have  labored 
in  the  cause  of  humanity  and  science,  some  of 
whom  have  passed  away  to  receive  the  rewards 
of  well-spent  lives,  while  others  are  still  left 
among  us  to  encourage  emulation  in  good  deeds 
by  virtue  of  that  best  of  all  arguments — good  ex- 
ample. He  concluded  by  expressing  the  hope  that 
the  Association,  reorganized  and  rejuvenated, 
might  have  before  it  a career  of  future  usefulness 
and  prosperity  worthy  of  the  honorable  memories 
which  cluster  around  its  past  record.” 


When  the  meeting  of  1869  was  called  to  order 
in  Mobile  at  noon  on  March  2d,  delegates  were 
present  from  the  Autauga,  Greensboro,  Mobile, 
Monroe,  Montgomery,  Selma,  Tuscaloosa  and  Wil- 
cox Medical  Societies,  and  from  the  Medical  As- 
sociation of  North  Alabama.  So  impressed  was 
Dr.  W.  A.  Cochrane  of  Tuscaloosa  that  he  asked 
for  the  adoption  of  an  appropriate  resolution: 

“1.  Resolved,  That  we  hail  with  pleasure  our  profes- 
sional friends  from  North  Alabama,  who  have  put  them- 
selves to  so  much  trouble  and  inconvenience  in  travelling 
so  far  to  represent  the  interests  of  medical  science. 

2.  Resolved,  That  we  accept  their  presence  here  at 
this  time  as  the  harbinger  of  more  intimate  union  of 
personal  friendship  and  professional  interests  between 
the  northern  and  southern  portions  of  the  State. 

3.  Resolved,  That  we  hope  to  have  the  pleasure  of 
meeting  these  gentlemen  again  in  future  annual  meet- 
ings of  our  Association,  and  that  other  portions  of  the 
State,  not  now  represented  in  the  Association,  animated 
by  their  zeal,  may  be  lead  to  emulate  their  good  ex- 
ample, and  unite  with  us  for  the  advancement  of  medi- 
cine.” 

When  one  reviews  the  history  of  the  Associa- 
tion, there  is  cause  to  marvel  at  the  breadth  and 
depth  of  expression  of  our  forebears  in  the  profes- 
sion. Let  an  example  from  the  President’s  Mes- 
sage of  1869  conclude  this  page: 

“Perhaps  at  no  period  in  the  history  of  the  pro- 
fession was  it  ever  so  free  from  theoretic  specula- 
tion or  so  little  influenced  by  the  tyranny  of  dog- 
matism as  at  the  present  time.  When  a suggestion 
is  made  it  is  at  once  subjected  to  the  test  of  reason 
— of  close  investigation  and  of  practical  experi- 
ence— more  now  perhaps  than  ever  before.  Not 
until  it  has  successfully  stood  these  tests  is  it  ad- 
mitted as  a fact  or  an  established  principle.  The 
profession  was  never  so  worthy  of  public  confi- 
dence. We  have  no  reason  to  suppose  that  physi- 
cians are  not  as  highly  appreciated  now  as  ever 
before,  but  it  is  unfortunately  true  that  their  serv- 
ices are  unrequited.  Perhaps  for  one  half  the  serv- 
ices rendered  no  compensation  whatever  is  re- 
turned, and  the  physician  is  left  to  struggle  on  as 
best  he  may,  sustained  mainly  by  the  feeling  which 
accompanies  success  and  the  consciousness  of  hav- 
ing performed  his  duty  and  discharged  a high 
moral  obligation,  which,  after  all,  may  be  the  best 
reward.” 
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COMMITTEE  ON  LEGISLATION 

Seven  proposed  legislative  bills  were  reviewed 
by  the  Committee  on  Legislation  at  a special  meet- 
ing in  Montgomery  on  July  19. 

Committee  members  attending  this  meeting 
were  Drs.  M.  Vaun  Adams,  Chairman,  J.  A.  Brant- 
ley, Douglas  L.  Cannon,  William  A.  Daniel,  D.  G. 
Gill,  Hugh  Gray,  E.  L.  McCafferty  and  William  E. 
White. 

In  evaluating  H.  B.  336,  Dr.  Gill  stated  that  Ala- 
bama is  the  one  state  in  the  nation  that  charges 
only  fifty  cents  for  a birth  certificate.  The  bill 
would  also  provide  for  fees  for  doing  statistical 
research,  he  said.  A motion  to  approve  this  bill 
was  passed  by  the  committee. 

The  committee  voted  to  oppose  three  bills  be- 
cause of  their  impracticality.  These  were:  H.  B. 
227  that  would  require  labeling  of  blood  by  race, 
H.  B.  231  that  would  allocate  six  dollars  per  diem 
per  patient  to  the  Department  of  Corrections  for 
the  care  and  treatment  of  tuberculous  prisoners 
in  the  state  prison  system,  and  H.  B.  425  that 
would  make  it  a misdemeanor  for  a person  to  sign 
a certificate  of  death  without  an  examination  of 
the  body  to  which  it  pertains. 

In  reviewing  the  compulsory  polio  inoculation 
bill,  H.  B.  489,  two  vital  issues  were  discussed. 
First,  is  a compulsory  program  a good  thing?  Sec- 
ond, if  polio  inoculation  becomes  compulsory, 
should  it  be  on  a county  by  county  basis  or  state- 
wide? After  Dr.  Cannon  explained  that  the  re- 
spective county  boards  of  health  already  have  the 
authority  to  make  polio  inoculations  compulsory 
for  preschool  children,  a motion  authorizing  the 
committee  to  inform  the  various  county  boards  of 
health  of  this  bill,  to  enlighten  them  of  their  pres- 
ent authority  on  this  subject,  and  to  conduct  an 
opinion  poll  as  to  whether  or  not  such  a program 
should  be  compulsory  and,  if  so,  if  on  a county  by 
county  basis  or  statewide. 

Before  taking  action  on  the  two  bills  (H.  B.  359 
and  H.  B.  360)  that  would  place  an  additional  tax 
on  alcoholic  beverages  for  the  care  and  treatment 
of  the  mentally  ill,  Mr.  John  Williams,  Executive 
Secretary  of  the  Alabama  Association  for  Mental 
Health,  was  introduced  and  he  outlined  the  needs 
of  Alabama’s  three  mental  health  institutions. 
These  needs,  he  said,  are  based  on  a survey  recent- 
ly made  by  a citizens  committee. 


The  committee  passed  the  following  resolution: 

Whereas,  A survey  of  Alabama’s  three  state  mental 
institutions,  Bryce  and  Searcy  Hospitals  and  Partlow 
State  School,  reveals  inadequate  physician  and  nursing 
staffs,  overcrowded  conditions,  and  inadequate  facilities, 
and 

Whereas,  A citizens  committee  appointed  by  the  Ala- 
bama Association  for  Mental  Health  has  recommended 
a program  requiring  some  seven  million  dollars,  and 

Whereas,  The  Medical  Association  of  the  State  of 
Alabama  is  vitally  concerned  with  the  mental  health 
of  the  people  of  Alabama,  and 

Whereas,  The  Medical  Association  knows  that  Dr. 
Sidney  Tarwater  and  his  staff  have  done  a magnificent 
job  under  well  nigh  impossible  circumstances,  therefore 
be  it 

Resolved,  That  the  Medical  Association  of  the  State  of 
Alabama  endorses  the  suggested  increase  in  allotments 
to  the  three  state  mental  institutions  from  $2.36  per  day 
per  patient,  and  be  it  further 

Resolved,  That  The  Medical  Association  of  the  State 
of  Alabama  commends  the  citizens  committee  on  the 
remainder  of  its  proposed  program,  but  requests  addi- 
tional information  on  the  institution  of  this  program, 
and  the  manner  in  which  it  would  function,  and  be  it 
further 

Resolved,  That  The  Medical  Association  of  the  State 
of  Alabama  requests  the  Governor  of  Alabama  and  the 
members  of  the  Legislature  to  give  consideration  and 
support  to  the  enactment  of  measures  which  will  give 
immediate  relief  to  the  unsatisfactory  situation  at  the 
three  state  mental  institutions  and  which  will  allow  for 
expanded  future  program  to  cover  the  remaining  needs 
within  Alabama. 


COMMITTEE  ON  PUBLIC  RELATIONS 

At  a recent  meeting  of  the  Committee  on  Public 
Relations  in  Montgomery,  the  committee  approved 
a recommendation  to  appoint  three  to  five  phy- 
sicians to  the  Joint  Commission  for  the  Improve- 
ment of  Care  of  the  Patient,  which  is  sponsored 
nationally  by  the  American  Medical  Association, 
American  Hospital  Association,  American  Nurses’ 
Association,  National  League  of  Nursing,  National 
Federation  of  Licensed  Practical  Nurses,  and  the 
State  Medical  Association.  The  committee  in- 
structed Chairman  Julius  Michaelson  to  make  the 
appointments  to  this  new  subcommittee  on  public 
relations. 

The  committee  accepted  an  invitation  of  the 
Alabama  Veterinarian  Medical  Association  to  be- 
come a member  of  a state  interprofessional  coun- 
cil. The  purpose  of  this  council,  composed  of  phy- 
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COMMITTEE  ON  LEGISLATION — John  Williams,  (back  to  camera).  Executive  Secretary  of  the  Alabama  As- 
sociation for  Mental  Health,  discussed  the  program  proposed  by  that  Association  with  members  of  MASA’s  Com- 
mittee on  Legislation  at  a meeting  in  Montgomery  on  July  19.  Pictured  above  are:  (left  to  right)  Mr.  John  Wil- 
liams, Birmingham;  Dr.  William  E.  White,  Anniston;  Dr.  J.  A.  Brantley,  Troy;  Executive  Secretary  William  A. 
Dozier,  Jr.,  Montgomery;  Dr.  M.  Vaun  Adams,  Chairman,  Mobile;  Dr.  Douglas  L.  Cannon,  Montgomery;  Dr.  E.  L. 
McCafferty,  Mobile,  and  Dr.  William  A.  Daniel  of  Montgomery. 


RURAL  HEALTH  COUNCIL — Members  of  the  State  Rural  Health  Council  met  in  Sylacauga  on  August  9. 
Shown  above  are:  Dr.  Paul  Nickerson,  Chairman  of  the  Committee  on  Rural  Health,  Sylacauga;  (first  row,  left 

to  right)  Mrs.  Cecil  Loyd,  Jr.,  Chairman  of  the  Rural  Health  Committee  of  Home  Demonstration  Agents,  Auburn; 
Miss  Mary  Hulsey,  District  Home  Demonstration  Agent,  Auburn;  Mrs.  Clyde  D.  Peck,  Home  Demonstration  Agent, 
Scottsboro;  (second  row,  left  to  right)  Miss  Ann  Barr,  State  4-H  Club  Leader,  Auburn;  Dr.  W.  C.  Browne,  Vincent; 
Dr.  Winston  A.  Edwards,  Wetumpka;  Dr.  William  J.  Donald,  State  Department  of  Health,  Montgomery;  Senator 
Walter  C.  Givhan,  Safford,  and  Mrs.  William  O.  Jones,  Alabama  Congress  of  Parents  and  Teachers,  Montgomery. 


ATHLETIC  INJURIES  CONFERENCE— Panelists  at 
the  Second  Annual  Conference  on  Management  and  Pre- 
vention of  Athletic  Injuries  held  in  Tuscaloosa  on  Au- 
gust 5 were:  (left  to  right)  Dr.  J.  Michaelson,  Chairman, 
Foley;  Dr.  Phillip  P.  Gilchrist,  Mobile;  Jim  Goostree, 
Athletic  Trainer,  University  of  Alabama;  Major  Charles 
D.  Ridgley,  D.  D.  S.,  Gunter  Air  Force  Base;  Dr.  John 
D.  Sherrill,  Sr.,  Birmingham;  Dr.  James  Garber  Gal- 
braith, Birmingham. 
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sicians,  dentists  and  veterinarians,  is  to  develop 
joint  legislative  and  public  relations  programs. 

The  committee  approved  membership  in  the 
National  Information  Bureau,  an  organization  de- 
voted to  tabulating  and  publicizing  disbursements 
of  national  fund  raising  campaigns  of  voluntary 
health  organizations.  The  annual  findings  of  this 
bureau,  showing  how  contributions  to  the  various 
campaigns  are  used,  will  be  made  available  to 
the  physicians  of  the  state. 

A course  in  “Human  Relations”  for  medical  as- 
sistants, to  be  conducted  by  the  University  of  Ala- 
bama Extension  Division  at  University  Centers 
throughout  the  state,  was  also  approved  by  the 
committee. 

The  committee  approved  of  physicians  partici- 
pating on  educational  television  programs  origi- 
nating from  Alabama  Polytechnic  Institute,  Au- 
burn, as  long  as  they  adhere  to  the  Association’s 
Radio  and  Television  Code  of  Ethics. 


ATHLETIC  INJURIES  CONFERENCE 

The  Second  Annual  Conference  on  Management 
and  Prevention  of  Athletic  Injuries  was  held  in 
conjunction  with  the  Alabama  Coaches  Clinic  at 
Tuscaloosa  on  August  5. 

Opening  the  program,  Major  Charles  D.  Ridgley, 
D.  D.  S.,  Instructor,  Department  of  Dental  Lab- 
oratories, Gunter  Air  Force  Base,  Montgomery, 
spoke  on  prevention  and  treatment  of  mouth  in- 
juries. 

Dr.  John  D.  Sherrill,  Sr.,  Birmingham,  explained 
to  the  group  the  proper  management  and  preven- 
tion of  knee,  ankle  and  shoulder  injuries. 

“Management  and  Prevention  of  Maxillofacial 
and  Eye  Injuries”  was  the  title  of  an  address  given 
by  Dr.  Philip  P.  Gilchrist  of  Mobile. 

Dr.  James  Garber  Galbraith,  Birmingham, 
spoke  on  prevention  of  head  and  neck  injuries  and 
their  treatment. 

Following  the  speeches,  a panel  discussion, 
with  a question  and  answer  session,  was  moder- 
ated by  Dr.  J.  Michaelson,  Foley,  Chairman  of  the 
Association’s  Committee  on  Public  Relations. 

A demonstration  on  proper  methods  of  taping 
and  bandaging  injuries  was  conducted  by  Jim 
Goostree,  Athletic  Trainer,  University  of  Ala- 
bama. 

The  closing  remarks  were  made  by  Paul  Bryant, 
Head  Coach  and  Athletic  Director,  University  of 
Alabama. 

The  conference  is  sponsored  annually  by  the 
State  Medical  Association,  Alabama  High  School 
Athletic  Association,  Alabama  High  School 


Coaches  Association,  Alabama  Dental  Association, 
and  the  University  of  Alabama. 


RURAL  HEALTH  COUNCIL 

Representatives  of  the  Extension  Division  of 
Alabama  Polytechnic  Institute,  Alabama  Farm 
Bureau,  State  Health  Department  and  the  State 
Medical  Association  met  at  the  Sylacauga  Health 
Department  on  August  9 for  a meeting  of  the 
State  Rural  Health  Council. 

The  meeting  was  devoted  to  the  Council’s  activi- 
ties in  the  following  fields:  survey  of  rural  homes, 
intensive  polio  vaccination  campaign,  rat  control, 
skin  tests  for  tuberculosis,  education  of  rural  peo- 
ple on  what  services  are  available,  development 
of  a health  record  for  recording  immunizations 
received  by  each  member  of  a family — one  copy 
for  the  family  and  one  copy  to  be  kept  on  record 
at  the  Health  Department. 

Dr.  Paul  Nickerson,  Chairman  of  the  Committee 
on  Rural  Health,  announced  that  a series  of  leaf- 
lets on  child  safety  had  been  prepared  and  would 
be  distributed  throughout  the  state  by  Home 
Demonstration  Clubs. 

Safety  precautions  for  babies  of  all  ages — the 
helpless  age,  the  age  of  awakening,  the  curious  age, 
the  adventurous  age,  the  independent  age,  and 
the  experimental  age — are  depicted  in  six  of  the 
seven  leaflets.  The  seventh  leaflet  is  devoted  to 
immunizations  children  should  have. 

Dr.  Nickerson  pointed  out  that  copies  of  these 
leaflets  are  available  and  request  should  be  made 
through  the  State  Medical  Association  in  Mont- 
gomery. 


THE  CHIROPRACTIC  BILL 

The  bill  creating  a State  Board  of  Chiropractic 
Examiners  should  have  become  law  by  the  time 
this  issue  of  the  Journal  is  published.  This  bill 
was  approved  by  the  Medical  Association’s  Com- 
mittee on  Legislation  and  is  the  third  in  a series 
of  four  bills  being  printed  in  the  Journal  to  help 
acquaint  you  with  the  changes  in  the  Medical 
Practice  Act. 

A BILL 

TO  BE  ENTITLED 
AN  ACT 

Relating  to  the  practice  of  chiropractic;  providing  for 
the  certification,  examination,  and  regulation  of  chiro- 
practors; creating  the  State  Board  of  Chiropractic  Ex- 
aminers, and  prescribing  its  powers,  duties,  and  au- 
thority; providing  for  the  issuance  of  certificates  of 
qualification,  and  prescribing  the  qualifications  of  per- 
sons to  practice  chiropractic;  providing  for  the  collec- 
tion and  disbursement  of  examination  and  other  fees 
and  charges;  authorizing  the  State  Board  of  Chiropractic 
Examiners  to  examine  applicants  for  certificates  of  qual- 
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ification,  and  to  issue,  deny,  suspend,  and  revoke  such 
certificates;  prescribing  the  manner  of  appealing  from 
the  decisions  of  the  board  to  the  courts  of  this  S'tate; 
and  providing  for  the  enforcement  of  the  act  and  pre- 
scribing penalties  for  violations  thereof. 

BE  IT  ENACTED  BY  THE  LEGISLATURE  OF  ALABAMA: 

Section  1.  (a)  The  term  “chiropractic,”  when  used 

in  this  act,  is  hereby  defined  as  the  science  and  art  of 
locating  and  removing  without  the  use  of  drugs  or  sur- 
gery any  interference  with  the  transmission  and  expres- 
sion of  nerve  energy  in  the  human  body  by  any  means 
or  methods  as  taught  in  schools  or  colleges  of  chiro- 
practic which  are  recognized  by  the  State  Board  of 
Chiropractic  Examiners. 

(b)  Any  chiropractor  who  has  been  certified  by  the 
State  Board  of  Chiropractic  Examiners  and  licensed  by 
the  State  Licensing  Board  for  the  Healing  Arts  may 
examine,  analyze  and  diagnose  the  human  body  and 
its  diseases  by  the  use  of  any  physical,  clinical,  thermal 
or  radonic  method,  and  the  use  of  x-ray  diagnosing,  and 
may  use  any  other  general  method  of  examination  for 
diagnosis  and  analysis  taught  in  any  school  of  chiro- 
practic recognized  by  the  State  Board  of  Chiropractic 
Examiners. 

(c)  Chiropractors  certified  by  the  State  Board  of 
Chiropractic  Examiners  and  licensed  by  the  State  Li- 
censing Board  for  the  Healing  Arts  may  practice  chiro- 
practic as  set  forth  in  subsections  (a)  and  (b)  of  this 
section,  and  may  also  recommend  the  use  of  foods  and 
concentrates,  food  extracts,  and  may  apply  first  aid 
and  hygiene;  but  chiropractors  are  expressly  prohibited 
from  prescribing  or  administering  to  any  person  any 
drugs  included  in  materia  medica,  except  as  herein  pro- 
vided, from  performing  any  surgery,  from  practicing 
obstetrics,  or  from  giving  x-ray  treatments,  or  treat- 
ments involving  the  use  of  radioactive  materials  of  any 
description. 

Section  2.  There  is  hereby  created  and  established 
a State  Board  of  Chiropractic  Examiners.  The  board 
shall  be  composed  of  five  members,  each  of  whom  shall 
be:  a resident  of  Alabama,  who  has  resided  in  this 

State  for  at  least  two  years;  a graduate  of  a chartered 
chiropractic  school  or  college,  which  required  actual 
attendance  in  the  school  as  a prerequisite  to  graduation 
therefrom;  currently  engaged  in  the  practice  of  chiro- 
practic and  has  been  engaged  in  such  practice  in  this 
State  for  a period  of  at  least  two  years;  and  of  good 
moral  character.  Not  more  than  two  members  of  the 
board  shall  be  graduates  of  the  same  chiropractic  school 
or  college.  As  soon  as  practicable  after  this  act  be- 
comes effective  the  Alabama  State  Chiropractic  Asso- 
ciation, Incorporated,  shall  nominate  fifteen  persons, 
possessing  the  above  enumerated  qualifications  and 
submit  a list  of  the  persons  so  nominated  to  the  Gov- 
ernor. From  this  list  of  nominees  the  Governor  shall 
appoint  five  members  to  the  State  Board  of  Chiroprac- 
tic Examiners;  two  members  for  a term  of  one  year, 
each  beginning  with  the  date  of  appointment;  two  mem- 
bers for  a term  of  two  years  each,  beginning  with  the 
date  of  appointment;  and  one  member  for  a term  of 
three  years,  beginning  with  the  date  of  appointment. 
Whenever  a vacancy  occurs  on  the  board,  whether  by 
expiration  of  the  term,  death  or  resignation  of  a mem- 
ber, or  other  cause,  the  Alabama  State  Chiropractic 
Association,  Incorporated,  shall  nominate  to  the  Gov- 
ernor three  persons  for  membership  on  the  board,  and 
from  this  list  of  nominees  the  Governor  shall  appoint 
a member  to  fill  the  vacancy  on  the  board.  Before  ap- 
pointing any  member  of  the  board  the  Governor  shall 
satisfy  himself  that  the  appointee  is  of  high  character 


and  standing',  and  possesses  the  other  qualifications  pre- 
scribed in  this  section. 

Section  3.  Upon  the  expiration  of  the  respective 
terms  of  the  five  members  appointed  for  the  terms 
designated  in  Section  2 hereof,  members  of  the  board 
shall  be  appointed  for  a term  of  three  years  beginning 
with  date  of  appointment,  it  being  the  intent  and  pur- 
pose of  this  act  that  the  members  of  the  board  shall 
serve  for  staggered  terms  of  three  years  each.  The 
Governor  shall  have  the  power  to  remove  from  office 
any  member  of  the  board  for  the  neglect  of  any  duty 
required  by  this  act,  for  incompetency,  or  for  unpro- 
fessional conduct,  or  upon  sufficient  proof  to  the  Gov- 
ernor of  the  inability,  misconduct,  or  such  conduct  as 
in  the  discretion  of  the  Governor  is  unbecoming  a mem- 
ber of  the  board.  Vacancies  on  the  board  by  reason  of 
death,  resignation,  or  otherwise  shall  be  filled  by  ap- 
pointment by  the  Governor  for  the  unexpired  term  in 
the  manner  prescribed  in  Section  2,  above.'  Before 
taking  office,  the  members  of  the  board  shall  take  and 
file  with  the  Secretary  of  State  the  constitutional  oath 
of  office  required  by  Section  279  of  the  Constitution  of 
Alabama. 

Section  4.  Each  member  of  the  board  shall  be  en- 
titled to  receive  ten  dollars  ($10.00)  for  each  day’s 
attendance  at  a meeting  of  the  board,  plus  actual  sub- 
sistence and  traveling  expenses  incurred  in  attending 
such  meetings.  All  expenditures  by  the  board  shall  be 
made  only  on  requisition  signed  by  the  president  or 
vice-president  of  the  board. 

Section  5.  All  examination  fees,  certification  fees,  re- 
newal fees,  and  other  such  funds  received  by  the  board 
under  the  provisions  of  this  act  shall  be  deposited  in 
the  State  Treasury  to  the  credit  of  the  State  Board  of 
Chiropractic  Examiners,  and  all  such  funds  are  hereby 
appropriated  to  the  board  to  defray  the  expenses  in- 
curred in  carrying  out  the  provisions  of  this  act,  but 
the  board  shall  in  no  event  issue  warrants  in  a total 
amount  in  excess  of  the  amount  appropriated  therefor 
by  the  Legislature  in  the  general  appropriation  bill. 
Provided,  further,  that  no  funds  shall  be  expended  by 
the  board  for  any  purpose  unless  such  funds  have  been 
allotted  and  budgeted  in  accordance  with  the  provisions 
of  Article  3 of  Chapter  4 of  Title  55,  Code  of  Alabama 
(1940).  The  books  and  records  of  the  board  shall  be 
subject  to  state  audit  in  the  same  manner  and  to  the 
same  extent  as  any  other  state  agency.  The  secretary- 
treasurer  shall  keep  a true  and  accurate  account  of  all 
funds  received  by  the  board  and  all  expenditures  made 
by  the  board. 

Section  6.  The  members  of  the  State  Board  of  Chiro- 
practic Examiners  shall  convene  within  thirty  days 
after  their  appointment  and  elect  a president,  vice- 
president,  and  secretary-treasurer  from  among  their 
members,  and  thereafter  the  board  shall  elect,  annually, 
a president,  vice-president,  and  secretary-treasurer  from 
among  the  members  of  the  board.  The  board  shall  hold 
its  regular  sessions  during  the  second  week  of  April  and 
October  each  year.  The  board  shall  adopt  a seal,  which 
shall  be  affixed  to  all  certificates  issued.  A majority  of 
the  board  shall  constitute  a quorum.  The  board  shall 
from  time  to  time  adopt  such  rules  and  regulations 
as  it  may  deem  proper  and  necessary  for  the  perform- 
ance of  its  duties.  The  secretary-treasurer  of  the  board 
shall  give  bond  in  the  principal  sum  of  one  thousand 
dollars  ($1,000),  payable  to  the  State  of  Alabama,  for 
the  faithful  performance  of  his  duties.  The  premiums 
for  such  bond  shall  be  paid  by  the  board  from  funds 
appropriated  for  its  use. 

Section  7.  Any  person  wishing  the  right  to  practice 
chiropractic  shall  make  written  application  to  the  State 
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Board  of  Chiropractic  Examiners  in  such  form  as  the 
board  may  prescribe.  Each  applicant  shall  be  of  good 
moral  character  and  shall  be  a graduate  of  a chartered 
chiropractic  school  or  college  which  teaches  only  at- 
tendance courses  and  requires  a four-year  standard  col- 
lege course.  Such  applicant  shall  also  have  had  literary 
training  equaling  as  much  as  a regular  high  school. 
Application  shall  be  in  writing  and  shall  be  signed  by 
the  applicant  in  his  own  handwriting,  and  shall  be 
sworn  to  before  some  officer  authorized  under  the  laws 
of  this  State  to  administer  oaths,  and  shall  recite  the 
history  of  the  applicant’s  educational  qualifications, 
how  long  he  has  studied  chiropractic,  what  collateral 
branches,  if  any,  he  has  studied,  the  length  of  time  he 
has  engaged  in  clinical  practice,  with  proof  thereof  in 
the  form  of  diplomas,  certificates,  etc.  Each  applicant 
shall  submit  with  his  application  satisfactory  evidence 
of  good  character  and  reputation.  Each  applicant  for  a 
certificate  of  qualification  shall  pay  to  the  board  a fee 
of  twenty-five  dollars  ($25),  which  shall  accompany 
his  application.  A like  fee  shall  be  paid  for  any  subse- 
quent application. 

Section  8.  All  examinations  shall  be  in  v/riting  and 
upon  the  following  subjects:  symptomatology,  physical 

diagnosis,  neurology,  hygiene  and  sanitation,  chiroprac- 
tic orthopedy,  nerve  tracing  and  adjusting,  as  taught  by 
standard  chiropractic  schools  or  colleges,  and  spinogra- 
phy.  A certificate  of  qualification  shall  be  issued  to  the 
State  Licensing  Board  for  the  Healing  Arts  for  each 
applicant  examined  who  shall  correctly  answer  seventy- 
five  (75)  per  centum  of  all  questions  asked;  if  any  ap- 
plicant shall  fail  to  answer  correctly  seventy-five  (75) 
per  centum  of  the  questions  on  any  branch  of  such 
examination,  he  or  she  shall  not  be  entitled  to  a cer- 
tificate of  qualification. 

Section  9.  Chiropractors  who  have  complied  with 
the  provisions  of  this  act  shall  have  the  right  to  adjust 
patients  according  to  specific  chiropractic  methods,  and 
shall  observe  state,  county,  and  municipal  public  health 
regulations,  reporting  to  the  proper  health  officers  the 
same  as  other  practitioners.  Chiropractors  shall  not 
prescribe  or  administer  medicine  to  patients,  perform 
surgery,  nor  practice  obstetrics  or  osteopathy. 

Section  10.  Persons  licensed  to  practice  chiropractic 
under  the  laws  of  any  other  state  having  requirements 
equal  to  those  prescribed  by  this  act  may,  in  the  dis- 
cretion of  the  board,  be  issued  a certificate  of  qualifica- 
tion to  practice  in  this  State  without  examination,  upon 
the  payment  of  a fee  of  fifty  dollars  ($50). 

Section  11.  Every  person  who  receives  a license  from 
the  State  Licensing  Board  for  the  Healing  Arts  shall 
have  it  recorded  in  the  office  of  the  judge  of  probate  of 
the  county  in  which  he  resides,  and  shall  likewise  have 
it  recorded  in  the  counties  to  which  he  may  subsequent- 
ly remove  for  the  purpose  of  practicing  chiropractic, 
and  shall  pay  a fee  of  one  dollar  ($1)  to  the  judge  of 
probate  in  each  county  in  which  the  license  is  recorded. 

Section  12.  The  State  Board  of  Chiropractic  Exam- 
iners may  refuse  to  grant  or  may  revoke  a certificate  of 
qualification  to  practice  chiropractic,  or  may  cause  a 
licentiate’s  name  to  be  removed  from  the  records  in  the 
office  of  the  judge  of  probate  in  any  county,  upon  any 
of  the  following  grounds,  to- wit:  the  employment  of 

fraud  or  deception  in  applying  for  a certificate  of  quali- 
fication or  in  passing  an  examination  provided  for  in  this 
act;  habitual  intemperance  in  the  use  of  ardent  spirits 
or  narcotics;  inability  or  manifest  incompetency  or  fla- 
grant immorality;  conviction  of  a crime  involving  moral 
turpitude  or  any  violation  of  a state  or  federal  law  re- 
lating to  narcotic  drugs  or  of  performing  or  attempting 
to  perform  a criminal  abortion;  or  any  other  immoral  or 


unprofessional  conduct.  The  board  may,  upon  satisfac- 
tory proof  that  any  person  certified  by  the  board  or  any 
applicant  for  a certificate  of  qualification  has  been 
guilty  of  any  of  the  offenses  above  enumerated,  revoke 
the  certificate  of  such  person,  or  refuse  to  grant  a cer- 
tificate of  qualification  to  such  applicant,  upon  majority 
vote  of  the  board. 

Section  13.  Upon  the  presentation  to  the  State 
Board  of  Chiropractic  Examiners  of  any  of  the  grounds 
enumerated  in  Section  12  of  this  act  for  revoking  or 
refusing  a certificate  of  qualification,  it  shall  be  the 
duty  of  the  board  to  cause  written  notice  of  the  time  and 
place  of  hearing  upon  the  charge  preferred,  together 
with  a copy  of  the  charge,  to  be  served  upon  the  per- 
son certified  or  the  applicant,  for  a certificate  of  quali- 
fication, as  the  case  may  be,  twenty  (20)  days  before 
such  hearing.  The  board  shall  prepare  two  copies  of 
such  written  notice,  and  attach  to  each  a copy  of  the 
charges  preferred,  and  shall  cause  the  same  to  be  de- 
livered to  the  sheriff  of  the  county  of  the  residence  of 
the  party  against  whom  the  charge  has  been  preferred, 
together  with  two  dollars  ($2)  as  a fee  for  service.  Such 
sheriff  shall,  within  ten  (10)  days  thereafter,  deliver 
to  such  party  personally,  or  leave  at  the  most  notorious 
place  of  abode  of  such  party,  one  of  the  notices,  with 
the  copy  of  the  charges  attached,  and  return  the  other 
notice,  with  a copy  of  the  charge  attached  thereto,  to 
the  board,  together  with  such  officer’s  entry  of  service 
thereon. 

Section  14.  The  accused  party  shall  have  the  privi- 
lege of  making  defense  at  the  hearing,  either  in  person 
or  by  attorney,  and  on  application  to  the  board,  he 
shall  be  furnished  by  the  board  with  a subpoena  for 
any  witness  in  his  behalf,  or  for  the  production  of  any 
book,  writing,  paper  or  document  to  be  used  in  his 
behalf  at  the  hearing.  The  board  shall  have  the  power 
to  issue  subpoenas  and  to  compel  the  attendance  of  any 
witness  or  the  production  of  any  book,  writing  or  other 
document  in  the  possession,  custody  or  control  of  any 
person.  Any  person  refusing  to  produce  any  book,  writ- 
ing or  other  document  or  to  appear  to  testify,  without 
legal  excuse,  at  such  hearing  of  the  board,  after  having 
been  served  with  a subpoena  issued  by  the  board  re- 
quiring such  person  to  appear,  produce  any  book,  writ- 
ing or  other  document,  or  testify  at  such  hearing,  shall 
be  guilty  of  contempt,  and  upon  certification  of  such 
act  by  the  board  to  the  judge  of  the  circuit  court  in 
whose  jurisdiction  the  hearing  is  held,  or  is  to  be  held, 
the  judge  shall  punish  the  same  as  though  committed 
before  him. 

Section  15.  No  applicant  shall  be  refused  a certificate 
of  qualification,  nor  shall  the  certificate  of  any  person 
certified  be  revoked  on  account  of  his  default  or  failure 
to  appear  before  the  board  to  answer  the  charge  pre- 
ferred against  him,  but  in  the  case  of  default  the  board 
may  proceed  with  the  hearing,  and  upon  satisfactory 
proof  made  of  the  truth  of  the  charge  preferred,  refuse 
a certificate  to  the  defaulting  applicant  or  revoke  the 
certificate  of  such  defaulting  party,  regardless  of  the  ab- 
sence at  the  hearing  of  the  party.  Any  person  who  is 
refused  a certificate  by  the  board,  or  whose  certificate  is 
revoked,  as  the  case  may  be,  if  dissatisfied  with  the 
judgment,  may  appeal  to  the  circuit  court  of  the  county 
of  his  residence,  such  appeal  to  be  had  as  in  other  such 
cases  as  provided  by  law,  within  thirty  days  from  the 
date  such  judgment  is  rendered.  Any  person  taking  an 
appeal  under  the  provisions  of  this  section  shall  post  a 
satisfactory  bond  to  be  approved  by  the  clerk  of  the 
circuit  court  conditioned  to  pay  the  costs  of  the  appeal 
if  judgment  be  rendered  against  the  party  making  such 
appeal. 
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Section  16.  The  person  whose  certificate  of  qualifi- 
cation is  revoked  or  refused  shall  be  liable  for  costs  as 
follows:  preparing  copy  of  notice,  two  dollars  ($2); 

procuring  service  of  said  notice,  two  dollars  ($2);  each 
subpoena  for  witness,  or  for  the  production  of  any  book, 
writing  or  document,  fifteen  (15)  cents;  transmitting 
appeal,  two  dollars  ($2);  procuring  cancellation  of  re- 
voked license,  twenty-five  (25)  cents.  The  board  is 
empowered  to  enter  up  judgment  for  such  costs  as  may 
accrue  under  the  provisions  of  this  act  against  the  per- 
son liable  therefor,  as  herein  provided,  in  favor  of  the 
board  and  to  issue  execution  thereon,  which  shall  bear 
teste  in  the  name  of  the  president  of  the  board  and  be 
signed  by  the  secretary-treasurer  of  the  board. 

Section  17.  In  all  cases  wherein  a certificate  of  quali- 
fication has  been  revoked  and  no  appeal  has  been  taken 
within  the  time  allowed  by  law,  it  shall  be  the  duty  of 
the  secretary-treasurer  of  the  board,  immediately  after 
the  expiration  of  the  time  allowed  for  appeal,  to  trans- 
mit to  the  executive  officer  of  the  State  Licensing 
Board  for  the  Healing  Arts  such  information,  and  it 
shall  be  the  duty  of  the  State  Licensing  Board  for  the 
Healing  Arts  to  forthwith  revoke  the  license  of  such  per- 
son; and  the  executive  officer  of  the  licensing  board 
shall  transmit  to  the  judge  of  probate  in  whose  office 
the  revoked  license  is  recorded  a copy  of  the  order  of 
the  board  revoking  such  license,  certified  by  said  execu- 
tive officer,  with  a fee  of  twenty-five  (25)  cents,  and  it 
shall  be  the  duty  of  the  judge  of  probate  to  cancel  the 
record  of  the  license  by  entering  upon  the  face  thereof 
a copy  of  the  certified  order.  In  cases  wherein  appeal 
proceedings  are  had  and  not  sustained,  the  revoked  li- 
cense shall  be  cancelled  in  the  manner  above  provided, 
immediately  after  the  final  termination  of  such  case. 

Section  18.  The  State  Board  of  Chiropractic  Exam- 
iners may  at  any  time  within  two  years  of  the  refusal 
or  revocation  or  cancellation  of  a certificate  of  qualifica- 
tion under  this  act,  by  a majority  vote,  issue  a new 
certificate  or  grant  a certificate  to  the  person  affected, 
restoring  him  to,  or  conferring  upon  him,  all  the  rights 
and  privileges  of,  and  pertaining  to,  the  practice  of 
chiropractic  as  defined  and  regulated  by  this  act,  upon 
the  applicant  showing  good  moral  character  and  pos- 
session of  the  qualifications  required  under  the  terms  of 
this  act.  Any  person  to  whom  such  certificate  may  have 
been  restored  shall  pay  to  the  board  the  sum  of  twenty- 
five  dollars  ($25)  upon  the  issuance  of  a new  certificate. 

Section  19.  Every  certificate  of  qualification  to  prac- 
tice chiropractic  shall  expire  on  September  30  of  the 
year  for  which  it  is  issued.  Every  person  having  a 
valid  certificate  may  on  or  before  the  first  day  of  Oc- 
tober 1960  and  each  year  thereafter  renew  the  same  for 
the  ensuing  year  by  the  payment  to  the  State  Board  of 
Chiropractic  Examiners  of  a fee  of  two  dollars  ($2),  ac- 
companied by  proof  satisfactory  to  the  board  that  such 
person  has  attended  at  least  one  two-day  session  of  an 
educational  chiropractic  convention  sponsored  or  en- 
dorsed by  the  Alabama  State  Chiropractic  Association, 
Incorporated;  provided,  however,  that  the  board  may, 
for  good  and  reasonable  cause  shown,  waive  the  con- 
vention requirement.  The  secretary-treasurer  of  the 
board  shall  notify  each  licensee  at  least  twenty  (20) 
days  prior  to  October  1st  of  each  year  of  the  due  date 
for  renewal,  and  failure  to  pay  such  renewal  fee  and  sub- 
mit proof  of  attendance  at  an  educational  chiropractic 
convention,  unless  waived,  shall  operate  as  a forfeiture 
of  the  right  of  the  licensee  to  practice  his  profession  in 
this  State:  Provided,  however,  that  he  may  be  rein- 

stated by  the  board,  in  its  discretion,  upon  payment  of 
all  fees  due.  All  funds  received  by  the  board  for  annual 
license  renewal  fees  may  be  used  by  the  board  for  educa- 


tion, promotion,  and  welfare  of  the  science  of  chiroprac- 
tic, and  shall  be  expended  only  for  such  purposes  and 
upon  a majority  vote  of  the  board.  It  shall  be  the  duty 
of  the  board  to  notify  the  State  Licensing  Board  for  the 
Healing  Arts,  on  or  before  the  first  day  of  January  of 
each  year  of  any  person  who  has  theretofore  been  cer- 
tified by  the  board  who  fails  to  renew  such  certificate 
of  qualification  under  this  provision;  and  it  shall  be  the 
duty  of  the  licensing  board  to  refuse  to  register  such 
person  and  his  license  shall  be  automatically  revoked. 

Section  20.  It  shall  be  unlawful  for  any  person  to 
practice  chiropractic  unless  he  shall  have  first  obtained 
a valid  certificate  of  qualification  as  provided  in  this 
act,  and  possesses  all  the  qualifications  prescribed  by 
the  terms  of  this  act.  Any  person  who  shall  practice  or 
attempt  to  practice  chiropractic  without  such  a certifi- 
cate, or  any  person  who  shall  buy  or  fraudulently  ob- 
tain such  a certificate,  or  violates  any  of  the  terms  of 
this  act,  or  shall  use  the  title  “Chiropractic,”  “D.  C..” 
or  any  word  or  title  to  induce  the  belief  that  he  is  en- 
gaged in  the  practice  of  chiropractic,  without  first  com- 
plying with  the  provisions  of  this  act,  shall  be  guilty 
of  a misdemeanor,  and  upon  conviction  thereof  shall  be 
punished  by  a fine  of  not  less  than  one  hundred  dollars 
($100)  nor  more  than  five  hundred  dollars  ($500),  or 
by  imprisonment  in  the  county  jail  for  not  less  than 
thirty  (30)  days  nor  more  than  one  year,  either  or  both, 
at  the  discretion  of  the  court.  All  subsequent  offenses 
shall  be  separate  and  distinct  offenses,  and  punishable 
in  like  manner. 

Section  21.  Notwithstanding  any  section  of  this  act 
to  the  contrary,  the  board  shall  issue  a license  to  prac- 
tice chiropractic  without  examination  to  any  person  in 
the  active  practice  of  chiropractic  in  the  State  of  Ala- 
bama on  the  effective  date  of  this  act  provided  said 
person  shall  make  a written  application  to  the  board 
on  forms  and  in  the  manner  prescribed  by  the  board, 
and  provided  further  that  said  person  produces  evidence 
satisfactory  to  the  board  that  he  is  a graduate  of  a 
school  or  college  of  chiropractic  recognized  by  the  board 
and  is  of  good  moral  character.  Such  application  shall 
be  accompanied  by  a twenty-five  dollar  ($25)  applica- 
tion fee.  Any  person  who  is  in  the  armed  forces  of  the 
United  States  and  who  otherwise  meets  the  qualifica- 
tions of  this  section  and  was  actively  in  the  practice 
of  chiropractic  in  this  State  before  becoming  a member 
of  the  armed  forces  of  the  United  States  shall  have 
ninety  days  after  discharge  or  resignation  from  the 
armed  forces  of  the  United  States  in  which  to  make  ap- 
plication. 

Section  22.  Chiropractors  shall  have  the  right  to  ad- 
vertise within  the  limits  prescribed  by  the  statute  cre- 
ating the  State  Licensing  Board  for  the  Healing  Arts. 

Section  23.  The  provisions  of  this  act  are  severable. 
If  any  part  of  this  act  is  declared  invalid  or  unconstitu- 
tional, such  declaration  shall  not  affect  the  part  which 
remains. 

Section  24.  All  laws  or  parts  of  laws  which  conflict 
with  this  act  are  repealed. 

Section  25.  This  act  shall  become  effective  on  Jan- 
uary 1,  1960,  after  its  passage  and  approval  by  the  Gov- 
ernor, or  its  otherwise  becoming  a law,  provided  that 
three  certain  bills  have  become  law  on  or  before  said 
effective  date,  to-wit,  a bill  known  as  the  “Alabama 
Basic  Science  Law”  (H.  B.  151  or  S.  B.  76)  and  a 
bill  creating  a board  to  be  known  as  the  “State  Licensing 
Board  for  the  Healing  Arts”  (H.  B.  150  or  S.  B.  75),  and 
a bill  amending  and  repealing  certain  sections  contained 
in  Title  46,  Chapter  13  in  the  Code  of  Alabama  of  1940, 
relating  to  the  practice  of  medicine  and  the  State  Board 
of  Medical  Examiners  (H.  B.  153  or  S.  B.  74). 
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COMING  EVENTS 

September  12-13.  Alabama  Chapter,  American 
Academy  of  Pediatrics,  Annual  Meeting,  Grand 
Hotel,  Point  Clear. 

September  13-15.  Medical  Progress  Assembly, 
Tutwiler  Hotel,  Birmingham. 

September  22.  The  Tinsley  Randolph  Harrison 
Lecture,  “Cardiac  Surgery  with  Particular  Ref- 
erence to  Conorary  Disease,”  by  Dr.  Alfred  Bla- 
lock, Baltimore,  Md.,  University  Hospital  Audi- 
torium. 

September  24.  Black  Belt  Chapter,  Alabama 
Academy  of  General  Practice,  Monthly  Meeting, 
Selma  Country  Club,  Selma. 

September  28-29.  Tennessee  Valley  Medical  As- 
sembly, Chattanooga,  Tenn. 


September  28-October  2.  Emory  University 
School  of  Medicine.  Five  Days  of  Internal 
Medicine,  Atlanta. 

September  29.  Alabama  Trudeau  Society,  Annual 
Meeting,  Tutwiler  Hotel,  Birmingham. 

October  11.  Symposium  on  Modern  Clinical  Med- 
icine, co-sponsored  by  Alabama  AGP,  Medical 
College  of  Alabama,  and  Lederle  Laboratories, 
Tutwiler  Hotel,  Birmingham. 

October  16-17.  Second  Annual  University  of  Ala- 
bama Medical  Center  Alumni  Seminar. 

October  22-23.  Gulf  Coast  Clinical  Society,  1959 
Scientific  Sessions,  Admiral  Semmes  Hotel, 
Mobile. 

November  16-19.  Southern  Medical  Association, 
53rd  Annual  Meeting,  Atlanta,  Georgia. 


The  International  College  of  Surgeons 
and  the  Health  of  Our  People 

. By 

Senator  Lister  Hill 

At  the  entrance  to  the  International  Surgeons’ 
Hall  of  Fame  in  Chicago  there  is  a symbolic  statue 
called  “Hope  and  Help.”  This  statue  depicts  a 
suffering  patient  whose  eyes  look  upward  into  the 
comforting  face  of  the  surgeon. 

From  time  immemorial,  my  friends,  you  doc- 
tors have  played  the  key  role  in  the  alleviation  of 
human  suffering.  Yours  has  been  the  truly  in- 
ternational art,  for,  as  the  great  Louis  Pasteur 
wrote,  “Science  does  not  belong  to  any  country, 
because  knowledge  is  a patrimony  of  humanity.” 

The  history  of  surgery  is  shining  evidence  of 
the  truth  of  Pasteur’s  dictum.  Medical  historians 
date  the  first  document  on  surgery,  known  as 
the  Edwin  Smith  papyrus,  to  I-Em-Hotep,  the 
earliest  recorded  physician  of  ancient  Egypt.  The 
germination  of  surgery  then  followed  a cosmo- 
politan trail  through  Hippocrates,  Galenus,  and 
Ambroise  Pare'  to  Andreas  Vesalius,  the  father 

Address  delivered  before  the  Alabama  Section  of  the 
International  College  of  Surgeons,  Huntsville,  May  21, 
1959. 


of  the  study  of  anatomy  who  took  corpses  of  exe- 
cuted criminals  from  the  gallows  that  he  might 
study  them. 

Early  surgery  was  decidedly  on  the  rough  side. 
In  fact,  in  ancient  and  medieval  times  most  of  the 
cutting  was  done  by  barbers,  butchers,  dentists, 
stonecutters  and  herniotomists.  Through  most 
of  the  history  of  mankind,  the  surgeon  has  had  to 
work  under  almost  unbearable  handicaps;  he  had 
to  perform  without  an  effective  anesthetic,  and 
with  no  knowledge  of  asepsis  and  antisepsis.  Pre- 
operative and  postoperative  care  were  virtually 
unknown. 

The  modern  age  of  surgery  really  began  with 
the  work  of  William  Harvey,  an  Englishman,  who 
in  1628  published  his  findings  that  the  heart 
pumped  the  blood  continually  in  the  body.  Har- 
vey was  one  of  the  great  research  scientists  of  all 
times — his  animal  studies  over  a 20-year  period 
laid  the  groundwork  for  modern  physiology.  A 
generation  later  the  Italian  Morgagni  made  many 
great  contributions  to  the  nature  of  disease,  in- 
cluding the  discovery  that  tuberculosis  is  a con- 
tagious disease. 

The  19th  Century  laid  the  precise  groundwork 
for  the  miracles  of  20th  Century  surgery.  It  was 
in  the  19th  Century  that  the  Hungarian  Semmel- 
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weis  pioneered  in  the  use  of  antiseptic  methods  in, 
childbirth.  A Frenchman,  Louis  Pasteur,  after 
proving  that  germs  cause  disease,  developed  a 
process  to  kill  them.  Joseph  Lister,  whose  hon- 
ored name  I am  privileged  to  bear,  one  of  the 
greatest  surgeons  in  medical  history,  applied  the 
basic  ideas  of  Pasteur  to  surgery.  His  use  of 
antiseptics  in  surgery  revolutionized  operating 
procedures.  My  father  studied  under  Joseph 
Lister  in  England  and  much  of  what  he  learned 
from  him  prepared  him  for  that  eventful  night — 
more  than  fifty  years  ago — when  on  a wooden 
table  in  a Negro  shack  right  here  in  Alabama,  by 
the  light  of  two  kerosene  lamps,  he  performed  the 
first  successful  suture  of  the  human  heart  in 
America. 

It  is  but  fair  to  state  that  the  20th  Century  has 
witnessed  a Golden  Age  of  surgery.  In  1903  a 
Dutchman,  Willem  Einthoven,  with  his  newly 
developed  electrocardiograph  first  recorded  the 
electrical  impulses  in  the  heart.  The  years  since 
have  brought  nothing  short  of  miraculous  tech- 
niques in  surgery.  In  1939  Dr.  Robert  E.  Gross  re- 
paired the  first  congenital  heart  defect  to  yield 
to  surgery.  In  1945  Drs.  Alfred  Blalock  and  Helen 
B.  Taussig  developed  their  famous  blue  baby  op- 
eration to  correct  a combination  of  congenital 
heart  defects  which  robbed  the  blood  of  oxygen 
and  the  tissues  of  nourishment.  This  blue  baby 
operation  has  been  demonstrated  in  all  parts  of 
the  world;  it  has  saved  the  lives  of  thousands  of 
children. 

It  is  impossible  to  summarize  in  a few  moments 
the  staggering  advances  of  the  past  decade.  In 
1949,  for  the  first  time  in  the  history  of  mankind, 
a surgeon,  Dr.  Charles  Bailey,  performed  an  op- 
eration inside  the  heart.  Today  open-heart  sur- 
gery is  almost  a commonplace,  and  surgeons  now 
remove  the  aorta,  the  main  artery  leading  out  of 
the  heart,  and  replace  it  with  a plastic  substitute. 

The  International  College  of  Surgeons,  founded 
in  Geneva  a quarter  of  a century  ago,  has  played 
a major  role  in  many  of  the  exciting  surgical  and 
fnedical  developments  of  recent  years.  Your 
guiding  principle,  “Science  has  no  fatherland,” 
is  exemplified  in  the  fact  that  your  13,000  mem- 
bers represent  64  countries.  Your  general  surgi- 
cal congresses  bring  together  outstanding  medical 
minds  and  knowledge  from  all  parts  of  the  world. 
Your  international  postgraduate  surgical  clinics, 
which  are  held  in  a score  of  countries  each  year, 
bring  the  latest  surgical  techniques  to  your  medi- 
cal brethren  around  the  globe. 

In  a truly  international  spirit  of  dedication,  you 
have  shipped  supplies,  instruments,  sutures,  ma- 
terial, gloves  and  drugs  to  impoverished  countries 
whose  surgical  centers  are  most  desperately  in 
need  of  this  vital  equipment.  You  sponsor  re- 


search grants  to  deserving  scientists,  and  you  give 
fellowships  to  surgeons  desirous  of  improving 
their  art  through  postgraduate  study. 

As  you  establish  new  chapters  of  the  College 
in  various  parts  of  the  world,  you  lift  the  stand- 
ards of  surgical  practice;  and  bring  the  gift  of 
extended  life  to  many  areas  of  the  world  where 
the  Biblical  three-score  and  ten  years  of  life  is 
still  an  unattainable  goal.  What  this  means,  for 
example,  to  the  struggling  surgeons  of  Asia,  far 
removed  from  large  medical  centers  and  strug- 
gling with  staggering  problems  of  infectious  dis- 
eases which  have  been  wiped  out  in  the  West,  is 
told  most  movingly  in  the  words  of  Dr.  Muham- 
mad S.  Quereshi  at  the  organization  meeting  of 
the  Pakistan  Chapter  of  the  International  College 
of  Surgeons  in  1952: 

“The  establishment  of  this  Chapter  will  enable  us  to 
render  two-fold  service  to  our  country:  it  will  place 
Pakistan  at  once  on  the  international  map  of  surgery, 
and  will  greatly  help  in  the  improvement  of  our  surgical 
standards  which  means  better  service  to  Pakistan  na- 
tionals . . . The  College  brings  about  wide,  frequent 
and  intimate  contacts  with  the  leading  exponents  of  our 
art.  Such  contacts  with  men  who  have  devoted  their 
lives  to  the  solution  of  surgical  problems  and  have  made 
lasting  contributions  to  our  profession  are  undoubtedly 
a source  of  great  inspiration  and  will  stimulate  us  to 
emulate  them.” 

The  late  Dr.  Elmer  Henderson,  that  gifted  and 
distinguished  son  of  Kentucky  who  held  the  presi- 
dency of  both  the  American  Medical  Association 
and  the  World  Medical  Association,  probably  best 
summed  up  your  impact  when,  in  1951  in  his 
farewell  address  as  President  of  the  American 
Medical  Association,  he  said: 

“The  work  of  the  World  Medical  Association  and  of 
the  World  Health  Organization  and  that  of  other  groups, 
such  as  the  International  College  of  Surgeons,  has  as- 
sumed importance  far  beyond  the  field  of  medicine.  By 
serving  as  forums  for  the  exchange  of  ideas  between 
men  and  women  of  vastly  different  backgrounds  and 
environments,  they  initiate  a realization  of  brotherhood 
that  seems  beyond  the  best  efforts  of  diplomacy.  Medi- 
cine’s high  role  in  world  affairs  is  firmly  rooted  in  the 
very  nature  of  its  own  work.” 

In  this  second  half  of  the  20th  Century,  America 
holds  an  increasingly  solid  position  as  the  medical 
fountainhead  of  the  world.  Reversing  the  trend 
of  the  18th  and  19th  Centuries,  the  trek  is  now 
westward  across  the  Atlantic  to  the  United  States 
to  keep  abreast  of  the  latest  developments  in  the 
art  and  science  of  medicine  and  surgery. 

In  a world  which  modern  communication  and 
transportation  make  smaller  each  day,  we  become 
increasingly  aware  of  the  plight  of  our  fellow 
men  in  many  parts  of  the  world.  At  the  turn  of 
the  century  the  great  physician  Sir  William  Osier 
wrote,  “Humanity  has  but  three  great  enemies: 
fever,  famine  and  war;  of  these  by  far  the  great- 
est, by  far  the  most  terrible,  is  fever.”  His  words 
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still  ring  true.  We  are  aware  of  the  fact  that  an 
underprivileged  two-thirds  of  the  human  race  is 
constantly  afflicted  by  the  ravages  of  disease. 
Millions  of  these  people  suffer  from  the  age-old 
scourges  of  malaria,  tuberculosis,  and  the  various 
intestinal  infections.  In  many  countries  of  the 
world  a third  of  the  babies  die  during  the  first 
year  of  life,  and  life  expectancy  falls  30  and  40 
years  short  of  the  Biblical  three-score  and  ten. 

At  present  we  are  engaged  in  an  effort  to  stop 
the  spread  of  Communist  imperialism,  which  is 
competing  with  us  for  the  uncommitted  peoples 
of  the  world.  Communism  finds  a ready  breeding 
place  in  the  ill  health  and  poverty  of  the  sub- 
merged peoples  of  the  world.  Communist  forces 
of  militant  medicine  are  on  the  march.  We  have 
reports  that  Russia  is  sending  about  2,000  doctors 
a year  to  do  medical  missionary  work  in  these 
underdeveloped  areas. 

Yet  we  who  once  fired  the  shot  “heard  around 
the  world,”  and  gave  a new  dimension  to  per- 
sonal liberty  in  the  founding  of  a Republic  which 
guaranteed  life,  liberty,  and  the  pursuit  of  happi- 
ness to  all  of  its  citizens,  have  been  slow  to  meet 
this  challenge. 

In  the  closing  days  of  the  85th  Congress,  I in- 
troduced a bill  which  would  provide  the  mech- 
anism through  which  this  country  would  join 
with  all  the  countries  of  the  world  in  a united 
medical  research  offensive  against  the  major  kill- 
ers and  cripplers  of  mankind.  The  bill  would 
create,  as  part  of  the  National  Institutes  of  Health, 
a National  Institute  of  International  Health  and 
Medical  Research.  This  institute  would  be 
charged  with  the  support  of  worthy  medical  re- 
search projects  submitted  by  competent  investi- 
gators from  any  part  of  the  world.  It  would  sup- 
port the  training  of  specialized  research  personnel 
here  and  abroad;  it  would  encourage  and  support 
the  rapid  international  exchange  of  research 
knowledge  concerning  disease  and  disability. 

In  introducing  this  bill  on  the  Senate  floor,  I 
pointed  out  that  the  unfinished  tasks  facing  medi- 
cal research  are  truly  staggering.  For  example, 
cancer,  that  most  ancient  enemy  of  man,  is  rising 
in  its  incidence  in  33  countries  of  the  world.  What 
more  priceless  bounty  could  be  given  to  the  suf- 
fering peoples  of  the  world  than  a cure  for  this 
universal  disease? 

In  the  current  session  of  the  Congress,  63  Sena- 
tors have  joined  me  in  sponsoring  this  legislation. 
During  the  last  week  in  February  of  this  year, 
hearings  were  held  on  this  International  Medical 
Research  Act,  and  I think  I may  state  that  it  re- 
ceived unprecedented  and  overwhelming  support 
from  doctors,  scientists,  voluntary  health  organi- 
zations, and  civic  leaders. 

Testifying  on  behalf  of  the  American  Medical 


Association,  its  President,  Dr.  Gunnar  Gundersen, 
told  our  Senate  committee  of  “a  growing  recogni- 
tion that  medicine  with  its  resources  and  influence 
fully  mobilized  can  perhaps  do  more  for  world 
peace  than  the  billions  of  dollars  being  poured 
into  armaments.”  Mr.  John  T.  Connor,  the  presi- 
dent of  one  of  the  largest  pharmaceutical  com- 
panies in  America,  told  the  committee  that  “the 
International  Medical  Research  Act  stirs  the 
imagination  with  its  opportunities  for  a new 
breakthrough  in  international  relations  as  well 
as  in  medical  research.” 

Dr.  I.  S.  Ravdin,  the  distinguished  surgeon  who 
is  currently  serving  as  Vice-President  for  Medical 
Development  of  the  University  of  Pennsylvania, 
told  us  that  “we  who  have  gained  so  much  from 
the  research  of  our  own  scientists  and  those  from 
other  countries,  where  good  research  has  been 
done  and  is  being  done,  must  realize  that  the 
more  quickly  we  can  assist  those  less  fortunate 
to  begin  to  achieve  what  we  have  so  fortunately 
achieved,  the  more  quickly  universal  understand- 
ing will  be  won  in  our  troubled  world.” 

Your  own  Dr.  Ross  T.  Mclntire,  who  serves 
you  so  capably  as  Executive  Director  of  the  Inter- 
national College  of  Surgeons,  strongly  endorsed 
the  bill  in  a very  fine  presentation  before  our 
Committee.  Following  his  testimony,  Dr.  Mcln- 
tire wrote  me  that  “the  International  College  of 
Surgeons  is  so  organized  that  the  program  that 
you  are  proposing  in  the  International  Medical 
Research  Act  would  be  a natural,  in  that  we  have 
outstanding  men  in  foreign  lands  who  are  in 
teaching  institutions  and  who  are  presently  en- 
gaged in  forms  of  research.” 

In  Chicago  you  have  built  the  International 
Surgeons’  Hall  of  Fame  which  does  honor  to  those 
great  men  of  all  faiths  and  of  all  nations  who  have 
made  immortal  contributions  to  the  art  and  science 
of  surgery.  On  the  day  that  the  Hall  of  Fame  was 
dedicated,  Dr.  Max  Thorek,  the  father  of  the  In- 
ternational College  of  Surgeons,  pronounced  these 
words,  which  truly  epitomize  the  universality  of 
all  surgery: 

“We  shall  honor  these  men,  but  not  so  much  as  they 
will  honor  us.  As  Agesilaus  truly  remarked,  ‘It  is  not 
the  places  that  grace  men,  but  men  the  places.’  We  are 
but  paying  another  installment  of  our  age-long  debt  to 
those  who  cleared  the  way  for  us,  a debt  to  which  we 
can  never  write  ‘paid  in  full.’  ” 

Let  me  say  that  the  International  Medical  Re- 
search Act  is  not  only  a payment  on  our  debt  to 
the  physicians  and  surgeons  of  all  nations  but  an 
affirmation  of  the  ideals  which  motivate  the  In- 
ternational College  of  Surgeons.  It  states  our  be- 
lief that  disease  is  a universal  threat  to  the  family 
of  man,  and  that  we  must  unite  our  medical  re- 
search efforts  to  wipe  out  this  threat.  It  accepts 
the  fact  that  no  nation  has  a monopoly  on  medical 
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research,  and  that  our  own  self-interest  dictates  a 
maximum  effort  toward  the  rapid  polling  of  the 
fruits  of  such  research.  It  accepts  the  fact  that 
we  must  raise  a common  banner  under  which  the 
doctors  and  scientists  of  all  lands  can  march 
toward  the  goal  of  better  health  for  all  mankind. 

Inspired  by  your  devotion  to  the  health  of  our 
people,  by  your  generous  works  for  humanity, 
your  courage  and  your  faith,  and  moved  by  the 


"Social  Diet"  for  Weight  Reduction  Described — You 

can  diet  and  your  friends  don’t  even  have  to  know  about 
it,  a New  York  physician  said  recently. 

A “social”  diet — in  which  you  eat  normally  with  only 
a few  modifications — was  described  by  Dr.  Milton  Plotz 
in  the  July  25  Journal  of  the  American  Medical  Asso- 
ciation. 

The  modifications  include  the  following: 

— Not  more  than  one  slice  of  bread  is  to  be  eaten  at 
any  meal. 

— At  breakfast,  cereal  or  one  slice  of  toast — not  both 
— may  be  eaten. 

— Variety  can  be  added  to  the  lean  meat,  green  vege- 
table routine  at  dinner  by  small  portions  of  rice,  noodles, 
cracked  wheat,  or  spaghetti,  a small  baked  potato,  or 
portions  of  peas  or  lima  beans. 

— No  gravies  are  to  be  added  to  food. 

— Portions  of  everything  should  be  reduced  by  about 
one-quarter,  and  “seconds”  are  not  to  be  taken. 

— Desserts  should  consist  of  one  portion  of  fresh  fruit, 
one  ounce  of  any  suitable  cheese,  or  a small  slice  of  angel 
food  cake. 

On  this  routine,  almost  every  determined  patient  will 
lose  weight,  Dr.  Plotz  said.  In  100  successive  patients, 
this  routine  resulted  in  a reduction  of  about  1,400  calo- 
ries a day,  he  said,  adding,  “In  many  instances,  the  pa- 
tient’s friends — and  sometimes  his  family — did  not  know! 
that  he  was  on  a diet.” 

Dr.  Plotz  noted  that  the  dietary  management  of  obe- 
sity “is  evolving  today  in  much  the  same  way  as  that 
of  diabetes  some  20  years  ago.” 

In  the  treatment  of  diabetes,  the  use  of  highly  artifi- 
cial diets  with  special  preparation,  with  special  or  even 
exotically  prepared  dietetic  foods,  and  food  substitutes 
has  been  superseded  by  diets  resembling  normal  diets; 
as  closely  as  possible. 

A similar  evolution  is  taking  place  in  the  manage- 
ment of  obesity;  artificial  and  complicated  routines  are 
being  replaced  by  those  which  throw  less  burden  on 
the  patient’s  family  and  which  enable  the  patient  to  be 
a more  acceptable  member  of  society. 

Diets  cannot  be  prescribed  for  a short  time,  Dr.  Plotz 
said.  The  dieter  must  realize  that  he  will  have  to 
change  his  eating  habits  for  a long  time — perhaps  for 
life. 

The  dieter  at  first  may  need  the  help  of  a drug  in 
suppressing  his  appetite.  When  newer  eating  habits  are 
well  established,  the  supportive  medicine  can  often  be 
withdrawn. 

Dr.  Plotz  is  associated  with  the  State  University  of 
New  York,  Medical  Center  at  New  York,  and  Kings 
County  and  Goldwater  Memorial  Hospitals. 


high  ideals  and  purposes  of  your  International 
College  of  Surgeons,  we  shall  press  forward  into 
the  ever-widening  horizons  of  medical  discovery 
and  medical  knowledge.  In  the  confidence  of 
knowledge,  in  the  strength  of  integrity,  in  the 
tenderness  of  sympathy,  in  the  fellowship  of  hu- 
mility and  in  the  love  of  God,  we  shall  continue 
to  wage  together  the  never-ending  battle  for  the 
health  of  our  people,  for  the  health  of  all  peoples, 
and  for  peace  on  this  earth. 


Steps  Listed  for  Saving  Child  from  Plastic  Suffocation 

— Three  steps  for  saving  a child  who  is  endangered  by 
a plastic  bag  have  been  outlined  by  the  American  Medi- 
cal Association. 

In  addition,  it  listed  precautionary  measures  to  pre- 
vent suffocation  by  plastic  bags. 

Since  January  at  least  70  deaths,  mainly  in  infants, 
have  been  attributed  to  plastic  bag  suffocation.  Many 
children  have  died  while  playing  with  the  bags  or  while 
the  plastic  film  was  being  used  as  a make-shift  pillow- 
case, mattress  cover,  or  blanket  protector. 

The  A.  M.  A.  Committee  on  Toxicology,  as  part  of  its 
environmental  health  activities,  outlined  in  the  August 
1 Journal  the  necessary  steps  to  be  taken  if  a child  is 
ensnared  by  thin  plastic  material.  They  are: 

1.  If  the  child’s  breathing  has  stopped,  the  immediate 
need  is  to  restore  breathing.  If  possible,  call  a neigh- 
bor or  send  for  help.  Ask  that  a fire  department  inhala- 
tor  squad  be  summoned  and  that  the  nearest  hospital 
be  alerted. 

2.  Try  to  resuscitate  the  child,  using  the  mouth-to- 
mouth  technique  recommended  as  the  most  effective 
method  by  the  American  Red  Cross: 

— Place  the  child  on  his  back  and  extend  the  neck 
back.  Put  a towel  or  pillow  under  the  shoulders  so 
the  head  drops  back. 

— Lift  and  hold  the  lower  jaw  up  to  assure  an  open 
airway. 

— Place  the  other  hand  on  the  stomach  to  prevent  its 
overinflation. 

— Place  your  mouth  over  the  child’s  mouth  and  nose 
and  blow  in.  After  each  breath,  turn  your  head  to  the 
side,  take  another  breath,  and  blow  in  again.  Repeat  12 
to  20  times  a minute. 

3.  If  the  child  is  suffering  labored  breathing,  is 
stunned,  or  has  difficulty  in  movement,  rush  him  to  the 
nearest  hospital. 

The  committee  also  said,  “Despite  the  sudden  aware- 
ness of  the  potential  danger  to  infants  and  children,  the 
convenience  and  utility  which  plastic  offers  as  a cover- 
ing material  suggests  that  it  will  continue  to  be  used.” 

It  is  therefore  imperative  that  parents  take  precau- 
tions. They  are: 

1.  Do  not  give  plastic  bags  or  plastic  film  in  any  form 
to  children  to  play  with. 

2.  After  plastic  bags  and  wrappers  have  served  their 
purpose,  destroy  them. 

3.  Do  not  use  plastic  film  as  slip  covers  for  pillows  and 
mattresses  or  as  blanket  protectors. 
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TRUDEAU  SOCIETY  SPEAKERS— Dr.  H.  McLeod  Riggins, 
President  of  the  National  Tuberculosis  Association,  (left),  Ruth 
E.  Leininger,  R.  N.,  Assistant  Director  and  Nursing  Education 
Consultant  for  the  Tuberculosis  Nursing  Advisory  Service  of  the 
National  League  for  Nursing  (below),  and  Lt.  General  Arthur 
G.  Trudeau,  Chief,  Office  of  Research  and  Development,  Depart- 
ment of  the  Army,  (right),  will  be  the  principal  speakers  at  the 
Alabama  Trudeau  Society  meeting  in  Birmingham  on  Septem- 
ber 29th. 


STATE  HEALTH  OFFICER— Dr.  D.  G. 
Gill,  President  of  the  Association  of  State  and 
Territorial  Health  Officers,  was  host  to  the 
Executive  Committeemen  and  Committee 
Chairmen  of  the  Association  at  a two-day 
meeting  in  Montgomery  on  August  3-4. 
Shown  above  with  Dr.  Gill  (center)  are  Dr. 
Mack  I.  Shanholtz  (left),  Virginia,  Secre- 
tary-Treasurer; Dr.  Wilson  T.  Sowder, 
(right),  Florida,  Vice-President;  Dr.  Malcolm 
H.  Merrill,  (left,  second  row)  and  Dr.  An- 
drew C.  Offutt,  Indiana,  of  the  Executive 
Committee.  Left:  Business  session  of  State 
Health  Officers. 
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New  Psychiatric  Clinic  to  Be  Constructed 

Greatly  expanded  facilities  for  outpatient  psy- 
chiatric care  will  come  with  the  opening  of  a clinic 
building  which  was  started  at  the  Medical  Center 
on  August  1 at  a ceremonial  groundbreaking. 

Mr.  and  Mrs.  Joseph  Smolian,  whose  gift  of 
$100,000  makes  possible  this  new  facility,  par- 
ticipated in  the  ceremony.  Also  taking  part  were 
University  officials,  members  of  the  psychiatry 
department,  key  medical  people,  and  others  who 
have  worked  for  psychiatric  care  and  mental 
health.  These  included  Dr.  Frank  A.  Rose,  presi- 
dent of  the  University;  Dr.  Robert  C.  Berson,  vice 
president  in  charge  of  health  affairs;  Dr.  Richard 
T.  Eastwood,  executive  director  of  University  af- 
fairs in  Birmingham;  Matthew  F.  McNulty,  Jr., 
administrator  of  University  Hospital  and  Hillman 
Clinic;  and  Dr.  James  N.  Sussex,  chairman  of  the 
psychiatry  department. 

“This  occasion  marks  the  beginning  of  an  im- 
portant development  for  the  Medical  Center,  the 
University  of  Alabama  and  the  state,”  said  Dr. 
Rose  of  the  groundbreaking. 

The  new  building,  to  be  erected  adjacent  to  the 
School  of  Nursing  Building,  will  be  a two-story 
structure  of  reinforced  concrete  frame.  Its  ex- 
terior will  be  red  brick  veneer  backed  with  hollow 
clay  tile.  Precast  concrete  vanes  are  to  shade  the 
windows  and  embellish  the  building. 

Plans  for  the  new  building  include  27  consulta- 
tion rooms,  a group  therapy  room,  a child  treat- 
ment demonstration  area,  facilities  for  electro- 
shock treatment,  and  ample  office  and  storage 
space.  The  building  will  be  constructed  so  that 
two  floors  may  be  added  when  needed. 

Fully  staffed,  this  clinic  will  be  capable  of  han- 
dling 65,000  patient  visits  a year,  according  to  Dr. 
James  N.  Sussex,  chairman  of  the  psychiatry  de- 
partment. Psychiatric  service  now  takes  care  of 
6,000  outpatient  visits  a year — about  120  consulta- 
tions each  week. 


Residents  and  Interns 
for  1959-60  Announced 

Residents  and  interns  in  the  various  depart- 
ments of  the  Medical  College  of  Alabama  have 
been  appointed  for  the  1959-60  academic  year. 


Residents  are  Drs.  Alvin  J.  Bearman,  Raul  J. 
Hernandaz,  James  D.  Jones,  and  Warren  F. 
Stephan,  anesthesiology;  Drs.  Robert  N.  Alex- 
ander, Donald  Montgomery,  and  Asbury  D. 
Wright,  dermatology;  Drs.  William  N.  Dakos, 
James  E.  Harris,  and  G.  Don  Roberson,  otolaryn- 
gology; Elmo  Alexander  Derrick,  hospital  admin- 
istration. 

Drs.  J.  Claude  Bennett,  John  D.  Boyette,  George 
G.  B.  Bilsten,  John  I.  Brooks,  Jr.,  M.  Lory  Camp- 
bell, John  B.  Douglas,  George  E.  Ennis,  Ali  Mo- 
hamed  Fakhro,  Thomas  J.  Ferrell,  Jr.,  Mason  D. 
Field,  III,  William  Fulton,  Stephen  Furst,  C.  Bernie 
Johnson,  Jr.,  Robert  H.  Lokey,  Jean  McNeil,  Peter 
W.  Morris,  Constance  Pittman,  John  H.  Smith, 
Jack  W.  Trigg,  Bayard  S.  Tynes,  and  Lloyd  C. 
Warr,  medicine. 

Dr.  Bluitt  Landers,  neurosurgery;  Drs.  Janice 
Cailleteau,  John  C.  Carter,  Gene  W.  Gray,  Frank 
Giglio,  Richard  Osband,  Paul  Scokel,  Selden 
Stephens,  and  Gilder  Wideman,  obstetrics  and 
gynecology;  Drs.  Fakhredine  Dolatabadi,  Fred- 
erick D.  Gillespie,  John  L.  Hinton,  Elmar  M.  J. 
Lawaczeck,  Adelle  B.  Sperling,  and  Jose  L. 
Zubero,  ophthalmology. 

Drs.  Ray  Evans,  Donald  E.  Kurth,  Cletis  Hand, 
James  Leo,  and  John  C.  Strother,  oral  surgery; 
Drs.  Ignacio  Arboleda,  James  S.  Faulkner,  Edgar 
V.  Howell,  Furnie  Johnson,  Clarence  Rawson, 
Lucius  C.  Sheehan,  and  Donald  Slappy,  ortho- 
pedics; Drs.  Oliver  Baker,  Ernest  Gonzalez, 
Charles  S.  Kahn,  Needham  Long,  Edgard  P. 
Maroun,  and  Ernest  Tucker,  pathology. 

Drs.  William  W.  Ausbon,  Rabon  B.  Cox,  Jr., 
Alonza  R.  Pappas,  Katrina  McArthur,  William  G. 
Null,  Charles  H.  Smith,  Joe  K.  Stephens,  and 
Percy  G.  Sullivan,  pediatrics;  Drs.  Henry  Abele, 
Inez  Fowler,  and  Nell  Lowery,  psychiatry;  Drs. 
John  Carlin,  Lester  B.  Glover,  John  S.  Hamilton, 
Robert  Milledge,  Frank  P.  Phillips,  John  Picker- 
ing, and  Myung  Soo  Shin,  radiology. 

Drs.  Thomas  Allen,  Robert  Atland,  Jerry  Baines, 
Austin  Bennett,  Merrill  Bradley,  Barnard  Bridges, 
James  Carmichael,  William  Cox,  Dallas  Dalton, 
Robert  Davis,  Alan  Dimick,  Mell  Duggan,  Gerald 
Falletta,  Orion  Finklea,  Floyd  Fitts,  Nolan  Dul- 
ton,  Charles  Hollis,  Cary  Lambert,  Henry  Laws, 
Alvin  Lewis,  Holt  McDowell,  James  Mathis,  Al- 


SEPTEMBER  1959— VOL.  29,  NO.  3 


107 


MEDICAL  CENTER  NEWS 


fred  Phillips,  William  Pitts,  Joseph  Ray,  James 
Russell,  Eugene  Sherlock,  Earl  Simmons,  Everett 
Spees,  and  William  Taylor,  surgery. 

Rotating  interns  are  Drs.  Margaret  E.  Averett, 
John  W.  Bolen,  John  L.  Branch,  Jr.,  Joseph  K. 
Brantley,  Jr.,  Max  M.  Bynum,  Thomas  K.  Byrne, 
Jr.,  John  G.  Cocoris,  James  G.  Creveling,  Jr.,  Her- 
man P.  Ekern,  Thomas  C.  Hurd,  Jr.,  J.  R.  B. 
Hutchinson,  Harry  L.  Phillips,  Seth  W.  Poole,  Roy 
F.  Roddam,  Bryant  N.  Sheehy,  Gilbert  O.  Spencer, 
Jr.,  William  S.  Stickley,  Kenneth  D.  Strother,  and 
Robert  C.  Wesson. 

Other  interns  are  Drs.  Chris  H.  Alexander, 
David  L.  Angle,  Philip  M.  Awtrey,  Maurice  N. 
Courie,  Richard  J.  Duma,  Charles  J.  Faulk,  III, 
Garry  A.  Goldstein,  Harold  L.  Riley,  III,  and  W. 
Russell  Rowland,  medicine;  Drs.  N.  J.  Conforti 
and  Leon  E.  Pappanastos,  oral  surgery;  and  Dr. 
Andrew  W.  Morris,  pathology. 


Dr.  Pigman’s  Book  Displayed  in  Moscow 

A book  by  Dr.  Ward  Pigman  is  on  display  at 
the  American  National  Exhibit,  which  is  current- 
ly drawing  big  crowds  in  Moscow. 

Title  of  the  book  is  The  Carbohydrates : Chem- 
istry, Biochemistry  and  Physiology.  Dr.  Pigman, 
an  associate  professor  of  biochemistry,  describes 
the  work  as  a monograph  for  specialists  in  these 
fields. 

He  said  sections  of  the  book  were  written  by 
two  other  Medical  Center  staff  members,  Dr. 
Robert  W.  Mowry,  associate  professor  of  patholo- 
gy, and  Dr.  Jane  Reid  Patton,  research  associate 
in  pharmacology. 

Selected  by  a national  committee  of  scientists, 
librarians,  and  publishers,  Dr.  Pigman’s  book  is 
one  of  a group  of  publications  in  the  exhibition, 
designed  to  represent  the  best  in  American  knowl- 
edge, technology,  and  culture. 

The  exhibit,  which  opened  July  25  at  Sokolniki 
Park  in  Moscow,  is  to  run  for  six  weeks.  An  ex- 
position of  Russian  life  is  being  held  concurrently 
in  New  York  City. 

The  Carbohydrates  was  published  in  1957  by 
Academic  Press. 


Hearing  Testing,  Therapy 
to  be  Enlarged  this  Fall 

Expansion  of  both  facilities  and  staff  is  planned 
by  the  Hearing  and  Speech  Clinic  for  fall. 

The  unit’s  capacity  for  audiologic  testing  will  be 
potentially  doubled  with  the  addition  of  an  $11,000 
double  floating  room,  giving  the  clinic  two  double 
suites  for  hearing  testing.  New  equipment  for 
the  testing  chamber  will  include  a speech  audi- 
ometer. 


Addition  of  a speech  and  hearing  therapist  will 
enable  the  clinic  to  establish  a therapy  program 
for  hard-of-hearing  children  and  adults.  Because 
of  previous  staff  limitations  the  clinic  has  had  few 
facilities  for  hearing  therapy.  The  new  staff 
member  will  work  in  the  areas  of  lip  reading,  au- 
ditory training,  speech  correction,  and  hearing 
aid  orientation. 

These  changes  in  staff  and  equipment  are  neces- 
sitating renovations  including  the  creation  of  two 
new  offices  and  an  interior  paint  job  throughout 
the  clinic. 


Dr.  Shirley  Joins  Surgery  Staff 

Dr.  Sheridan  Shirley  has  joined  the  Medical 
Center  staff  as  instructor  in  the  department  of 
surgery. 

A native  of  Birmingham  and  a graduate  of  the 
University  of  Alabama,  Dr.  Shirley  received  his 
M.  D.  degree  from  the  New  York  Medical  College- 
Flower  and  Fifth  Avenue  Hospitals. 

He  interned  and  did  a two-year  residency  in 
surgery  here,  then  went  to  New  Orleans,  La.,  for 
a three-year  residency  in  urology  at  Tulane  Ochs- 
ner  Clinic  Service  of  Charity  Hospital.  While  at 
Tulane,  Dr.  Shirley  taught  and  did  research  in 
renal  physiology.  He  is  now  associated  with  the 
Veterans  Administration  Hospital  as  chief  of 
urology. 

Dr.  Shirley  and  his  wife,  the  former  Fay  An- 
twine  of  Birmingham,  have  two  daughters. 


Final  Payment  Made 

Last  payment  has  been  made  on  a federal  grant 
toward  redevelopment  of  the  Medical  Center  area. 

A final  installment  of  $18,650  brought  to  a total 
of  $261,850  the  federal  assistance  given  this  proj- 
ect. The  city  of)  Birmingham  allocated  about 
$130,000  to  match  the  federal  grant. 

The  University  bought  the  land — 10  V2  blocks  on 
the  west  side  of  the  present  Medical  Center  build- 
ings— through  a bond  issue  approved  by  Alabama 
voters,  and  the  federal  grant  and  matching  local 
funds  paid  for  clearing  it. 

Use  of  the  former  slum  areas  for  Medical  Cen- 
ter facilities  set  a new  national  pattern  in  urban 
renewal  programs.  Until  that  time,  slum  clear- 
ance projects  had  all  been  coupled  with  develop- 
ment of  low-cost  housing. 


NEXT  ANNUAL  SESSION 
MOBILE 

APRIL  21,  22,  23,  1960 
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BUREAU  OF  ADMINISTRATION 

D.  G.  Gill,  M.  D. 

State  Health  Officer 

THE  ALABAMA  PUBLIC  HEALTH  ASSOCIATION 

The  Alabama  Public  Health  Association  was  or- 
ganized in  1956  with  the  object  of  protecting  and 
promoting  public  and  personal  health  in  the  state 
of  Alabama.  It  also  has  the  object  of  furthering 
acquaintance  and  mutual  understanding  among 
persons  interested  in  public  health.  The  Associa- 
tion is  a member  of  the  American  Public  Health 
Association  and  the  Southern  Branch,  American 
Public  Health  Association  and  sends  delegates  an- 
nually to  each. 

Before  the  organization  of  the  Association,  the 
Alabama  Public  Health  Workers’  Conference  was 
Alabama’s  only  statewide  organization  devoted 
solely  to  public  health.  Membership  in  the  latter 
organization  was,  however,  limited  to  employees 
of  public  health  departments.  There  are  no  re- 
strictions relative  to  membership  in  the  Alabama 
Public  Health  Association.  There  are  three  classes 
of  membership.  One  is  open  to  members  or  Fel- 
lows of  the  American  Public  Health  Association. 
A second  is  open  to  anyone  engaged  in  any  branch 
of  public  health  work  who  is  not  a member  or 
Fellow  of  the  American  Public  Health  Association 
or  to  any  person  who  is  sufficiently  interested  in 
public  health  to  desire  affiliation.  The  third  class 
consists  of  honorary  members.  Membership  is 
thus  drawn  from  a wide  variety  of  organizations 
and  includes  many  private  citizens  who  have  no 
official  connection  with  any  public  or  voluntary 
agency.  (The  Alabama  Public  Health  Workers’ 
Conference  is  still  in  existence  and  convenes  an- 
nually immediately  after  adjournment  of  the  Ala- 
bama Public  Health  Association.) 

The  Association  is  divided  into  sections  for  per- 
sons having  similar,  special  interests.  The  Health 
Officer,  Laboratory,  Public  Health  Nursing,  Sani- 
tation, and  Statistical  and  Clerical  Sections  were 
established  when  the  Association  was  formed. 
The  Medical  Care  and  Unclassified  Sections  have 
been  established  since  that  time.  Additional  sec- 
tions may  be  established  upon  approval  of  the 
Executive  Board  of  a petition  from  the  group  de- 
siring to  form  such  sections. 

As  one  means  of  furthering  its  objectives,  the 
Association  meets  in  annual  session  at  times  and 
places  determined  by  the  Executive  Board.  The 


first  annual  meeting  was  held  at  Birmingham  in 
1957.  The  1958  and  1959  sessions  were  also  held  in 
Birmingham. 

At  general  sessions  of  the  annual  meeting,  out- 
standing speakers  address  the  group  on  subjects 
of  broad  public  health  significance.  Speakers  at 
the  1959  session  included  Dr.  David  E.  Price,  As- 
sistant Surgeon  General,  U.  S.  Public  Health  Serv- 
ice. Drs.  Milton  Terris  and  Ben  Freedman,  both 
of  Tulane,  also  addressed  the  group.  Programs 
for  section  meetings  reflect  the  particular  inter- 
ests of  the  various  sections. 

Officers  of  the  Alabama  Public  Health  Associa- 
tion for  the  current  year  are  Dr.  Otis  F.  Gay,  Madi- 
son County  Health  Officer,  president;  Arthur  N. 
Beck,  Director,  Bureau  of  Sanitation,  State  Health 
Department,  first  vice-president;  K.  W.  Grimley, 
Executive  Secretary,  Alabama  Tuberculosis  Asso- 
ciation, second  vice-president;  and  Ralph  Roberts, 
State  Registrar  of  Vital  Statistics,  secretary-treas- 
urer. 


BUREAU  OF  LABORATORIES 

Thomas  S.  Hosty,  Ph.D.,  Director 
SPECIMENS  EXAMINED 

June  1959 


Examinations  for  diphtheria  bacilli  and 

Vincent’s  40 

Agglutination  tests 651 

Typhoid  cultures  (blood,  feces  and  urine) 611 

Brucella  cultures 6 

Examinations  for  malaria 43 

Examinations  for  intestinal  parasites 3,517 

Darkfield  examinations 3 

Serologic  tests  for  syphilis  (blood  and 

spinal  fluid) 26,557 

Examinations  for  gonococci 1,758 

Examinations  for  tubercle  bacilli 3,639 

Examinations  for  Negri  bodies  (smears  and 

animal  inoculations) i 345 

Water  examinations 2,825 

Milk  and  dairy  products  examinations 4,590 

Miscellaneous  examinations 870 


Total  45,455  * 

**This  includes  1,455  specimens  examined  in  the 
Dothan  Branch  Laboratory  during  the  month  of  May 
but  the  report  was  not  received  in  time  to  be  included 
in  our  May  report. 

Dothan  Branch  Laboratory  report  not  received  in 
time  to  be  included  in  the  June  report. 
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BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  SMITH,  M.  D.,  Director 
CURRENT  MORBIDITY  STATISTICS 


1959 

May 

June 

E.E.* 

June 

Typhoid  and  paratyphoid 

2 

3 

6 

Undulant  fever. 

0 

1 

2 

Meningitis  

9 

6 

11 

Scarlet  fever 

192 

29 

24 

Whooping  cough 

46 

82 

64 

Diphtheria  

0 

0 

5 

Tetanus  

3 

5 

3 

Tuberculosis  

...  229 

210 

217 

Tularemia  

0 

0 

0 

Amebic  dysentery 

2 

1 

2 

Malaria  

0 

0 

0 

Influenza  

60 

10 

87 

Smallpox  

0 

0 

0 

Measles  

1,105 

354 

721 

Poliomyelitis  

1 

10 

24 

Encephalitis  

3 

1 

1 

Chickenpox  

...  263 

72 

75 

Typhus  fever 

0 

0 

1 

Mumps  

59 

8 

159 

Cancer  

978 

505 

438 

Pellagra  

0 

0 

5 

Pneumonia  

...  218 

124 

159 

Syphilis  

138 

154 

171 

Chancroid  

4 

3 

5 

Gonorrhea  

325 

302 

364 

Rabies — Human  cases  

0 

1 

0 

Positive  animal  heads 

7 

24 

0 

As  reported  by  physicians  and  including  deaths 
cases. 

not  reported  as 

*E.  E.—The  estimated  expectancy 

represents  the  median 

inci- 

dence  of  the  past  nine  years. 

g g g 

bureau  of  Vital  statistics 

Ralph  W.  Roberts,  M.  S.,  Director 
PROVISIONAL  BIRTH  AND  DEATH  STATISTICS 
AND  COMPARATIVE  DATA,  APRIL  1959 


Live  Births,  Deaths, 
Fetal  Deaths, 
Infant  Deaths, 
Maternal  Deaths,  and 
Deaths  by  Cause 

Number 
Registered 
During 
Aoril  1959 

Rates* 

(Annual  Basis) 

FIOI 

•i 

White 

i 

Non- 

White 

1959 

1958 

1957 

Live  births 

5998 

3810 

2188 

22.6 

22.3 

23.9 

Deaths  ... ..  

2330 

1436 

894 

8.8 

9.2 

8.9 

Fetal  deaths 

125 

42 

83 

20.8 

20.7 

22.5 

Infant  deaths — 

under  one  month ' 

119 

51 

68 

19.8 

23.9 

22.7 

under  one  year 

184 

77 

107 

30.7 

34.3 

31.1 

Maternal  deaths 

3 

1 

2 

4.9 

15.0 

6.3 

Cause  of  Death 

Tuberculosis,  001-019 

17 

6 

11 

6.4 

11.4 

11.9 

Syphilis,  020-029.. ._ 

8 

2 

6 

3.0 

5.3 

1.5 

Dysentery,  045-048 

1 

1 

0.4 

0.4 

Diphtheria,  055  ...  . . 

0.4 

Whooping  cough,  056  . .. 

1 

1 

0.4 

0.4 

Meningococcal  infections,  057 

1 

1 

0.4 

0.4 

Poliomyelitis,  080,  081 

1 

1 

0.4 

0.4 

0.4 

Measles,  085 

2 

2 

0.8 

2.3 

1.5 

Malignant  neoplasms,  140-205.. 

321 

242 

79 

121.1 

110.5 

111.3 

Diabetes  mellitus,  260 

44 

22 

22 

16.6 

17.2 

11.2 

Pellagra,  281.—  . ....  

1 

1 

0.4 

0.4 

Vascular  lesions  of  central 

nervous  system,  330-334 

302 

179 

123 

113.9 

118.5 

122.8 

Rheumatic  fever,  400-402 

3 

2 

1 

1.1 

0.8 

Diseases  of  the  heart,  410-443 

798 

519 

279 

301.1 

320.5 

302.3 

Hypertension  with  heart 

disease,  440-443 

152 

61 

91 

57.3 

65.2 

59.7 

Diseases  of  the  arteries,  450-456 

49 

35 

14 

18.5 

22.1 

20.0 

Influenza,  480-483 

9 

4 

5 

3.4 

10.3 

6.2 

Pneumonia,  all  forms,  490-493 

57 

25 

32 

21.5 

33.2 

22.7 

Bronchitis,  500-502  

6 

5 

1 

2.3 

2.3 

1.2 

Appendicitis,  550-553  ..  .. 

1 

1 

0.4 

0.8 

2.3 

Intestinal  obstruction  and 

hernia,  560,  561,  570 

16 

12 

4 

6.0 

3.8 

3.5 

Gastro-enteritis  and  colitis, 

under  2,  571.0,  764  

6 

2 

4 

2.3 

1.1 

2.3 

Cirrhosis  of  liver,  581 

21 

14 

7 

7.9 

4.2 

3.1 

Diseases  of  pregnancy  and 

childbirth,  640-689 

3 

1 

2 

4.9 

15.0 

6.3 

Congenital  malformations, 

750-759 

22 

17 

5 

3.7 

4.8 

5.0 

Immaturity  at  birth,  774-776 .... 

42 

15 

27 

7.0 

7.0 

8.3 

Accidents,  total,  800-962 

150 

106 

44 

56.6 

60.2 

63.9 

Motor  vehicle  accidents, 

810-835,  960 

70 

53 

17 

26.4 

25.2 

31.6 

All  other  defined  causes 

346 

184 

162 

130.5 

129.6 

140.2 

Ill-defined  and  unknown 

causes,  780-793,  795 

102 

39 

63 

38.5 

40.0 

27.3 

Rates:  Birth  and  death — per  1,000  population;  Infant  deaths— 
per  1,000  live  births;  Fetal  deaths — per  1,000  deliveries;  Maternal 
deaths — per  10,000  deliveries;  Deaths  from  specified  causes — per 
100,000  population. 


Report  New  Index  System  for  Medical  Literature — 

The  American  Medical  Association  and  the  United 
States  Public  Health  Services’  National  Library  of  Med- 
icine in  Washington  have  announced  jointly  that,  be- 
ginning Jan.  1,  1960,  they  will  institute  a new  program 
for  the  indexing  of  medical  literature  which  is  estimat- 
ed at  220,000  articles  annually. 

The  new  system,  which  calls  for  mechanizing  the 
composition  of  the  index  itself,  will  not  only  speed  up 
the  reference  service  to  physicians  but  it  will  also  be 
less  costly. 

Dr.  F.  J.  L.  Blasingame,  executive  vice  president  of 
the  American  Medical  Association,  said  that  this  new 
joint  effort  by  a government  agency  and  a professional 
society  is  “a  revolutionary  step  in  the  speed-up  of  medi- 
cal communications  which,  in  the  end,  will  benefit  pa- 
tients everywhere.” 

Dr.  Frank  B.  Rogers,  Washington,  D.  C.,  director  of 
the  National  Library  of  Medicine,  which  was  estab- 
lished by  congressional  action  in  1956,  said  the  new  op- 
eration would  “lift  scientific  and  medical  documenta- 
tion to  new  heights  of  efficiency  and  usefulness.  Phy- 
sicians will  come  to  know  eventually  that  the  National 
Library  of  Medicine  and  the  American  Medical  Associa- 
tion can  jointly  perform  a real  service  to  all  who  work 
close,  hands  and  heart,  to  the  problems  of  disease.” 

Here,  briefly,  is  how  the  new  indexing  system  will 
work: 

1.  The  American  Medical  Association  will  discontinue 
publication  of  its  “Quarterly  Cumulative  Index  Medi- 
cus,”  compiled  by  the  library  staff.  This  index  served 
as  an  invaluable  aid  to  physicians,  teachers,  editors  and 
writers,  students  and  libraries  since  it  was  started  in 
1916. 

2.  The  “Current  List  of  Medical  Literature,”  pub- 
lished by  the  National  Library  of  Medicine,  will  be  ex- 
panded in  coverage  to  include  currently  published  med- 
ical periodicals  not  covered  in  the  past  by  either  the  Na- 
tional Library  or  the  A.M.A. 

3.  Beginning  with  the  issue  of  January  1960,  the  “Cur- 
rent List  of  Medical  Literature”  will  appear  in  a re- 
vised format,  using  improved  composition  techniques, 
and  will  be  renamed  “Index  Medicus.”  The  new  “Index 
Medicus”  will  be  published  monthly  by  the  National 
Library  of  Medicine,  and  will  be  available  on  a subscrip- 
tion basis  through  the  Superintendent  of  Documents, 
Government  Printing  Office. 

4.  The  A.M.A.  will  publish  annual  cumulated  volumes 
of  the  new  index,  which  will  be  known  as  the  “Cumu- 
lated Index  Medicus,”  beginning  with  the  volume  for 
the  calendar  year  1960.  The  A.M.A.  will  bear  the  cost 
of  publishing  the  “Cumulated  Index  Medicus,”  inde- 
pendently of  the  National  Library.  In  publishing  this 
index  the  A.M.A.  will  use  cumulative  copy,  in  the  form 
of  film  negatives,  prepared  and  furnished  by  the  Na- 
tional Library  of  Medicine. 

Dr.  Rogers  said  the  mechanized  system  will  revolve 
around  a new  type  camera  (Eastman)  which  is  capable 
of  photographing  text  material  at  the  rate  of  230  cards 
per  minute.  The  camera  not  only  reduces  printing 
costs,  he  said,  but  it  also  speeds  up  production  which  is 
all  important  because  of  the  pressing  need  by  physi- 
cians to  have  notice  of  current  literature  as  quickly  as 
possible. 

Dr.  Rogers  said  that  the  savings  incurred  in  the  pro- 
duction operation  make  it  possible  to  expand  coverage 
to  currently  published  medical  periodicals  not  present- 
ly covered  by  any  index. 
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SILICON  HAIR  CURLERS  PRESENT 
OCCUPATIONAL  DISEASE  PROBLEM 

Silicon  hair  curlers  may  produce  an  invisible 
but  terribly  painful  skin  disease  among  hairdress- 
ers, two  University  of  Pennsylvania  dermatolo- 
gists warned  recently. 

Writing  in  the  August  8 Journal  of  the  American 
Medical  Association,  Drs.  Walter  B.  Shelley  and 
Donald  M.  Pillsbury  said  the  disease  consists  of 
excessively  sensitive  fingertips,  although  the  skin 
shows  no  sign  of  disease. 

The  sensitivity  is  due  to  tiny  particles  of  silica 
which  become  embedded  in  the  top  layer  of  the 
skin,  irritating  the  sensory  nerve  endings.  The 
particles  rub  off  silica  or  sand-coated  hair  curlers, 
which  have  replaced  plastic  curlers  in  many  beau- 
ty shops. 

The  widespread  use  of  these  curlers  suggests 
that  such  an  invisible  skin  disease  “may  become 
common  among  beauticians  unless  efforts  are  tak- 
en to  eliminate  this  new  occupational  hazard,”  the 
doctors  said. 

They  have  seen  one  case — in  a 40-year-old  wom- 
an, who  first  noted  a marked  sensitivitv  of  the 
fingertips  to  light  touch.  This  began  on  the  side  of 
the  tip  of  the  right  fourth  finger.  Eventually  all 
the  fingertips  became  involved.  Pain  and  inflam- 
matory changes  were  absent,  but  exquisite  tender- 
ness to  touch  eventually  forced  her  to  stop  work- 
ing. 

At  first  it  was  thought  the  patient  had  a neuro- 
logic or  vascular  condition.  Treatment  with  a 
variety  of  local  anesthetic  and  steroid  creams  was 
unavailing,  the  doctors  said. 

Finally  microscopic  examination  of  the  finger- 
tips showed  the  tiny  particles  embedded  in  the 
skin.  Then  the  patient  remembered  that  the  con- 
dition had  begun  about  the  time  she  had  started 
using  sand-coated  curlers  instead  of  plastic  curl- 
ers. 

Treatment  consisted  of  removing  the  very  top 
layer  of  skin  by  microsurgery. 


PIMA  INDIANS  FOUND  TO  HAVE 
LOW  HEART  DISEASE  RATE 

Even  though  they  eat  high-fat  diets,  few  Pima 
Indians  of  southern  Arizona  develop  heart  disease, 
a new  study  has  indicated. 

Two  other  Indian  tribes — the  Sioux  and  Navaho 
— have  also  been  found  to  have  low  rates  of  ar- 
teriosclerotic heart  disease  in  spite  of  high-fat 
diets. 

These  findings  are  in  contrast  to  those  among 
other  population  groups  where  a high-fat  intake 


is  proportional  to  a high  rate  of  heart  disease  and 
the  fat  is  believed  to  play  a role  in  the  develop- 
ment of  the  disease. 

The  Pima  Indians’  health  problems  were  studied 
extensively  by  Dr.  Frank  G.  Hesse,  formerly  with 
the  U.  S.  Public  Service  Hospital  at  Sacaton,  Ariz., 
and  now  with  the  State  University  of  New  York 
Upstate  Medical  Center,  Syracuse,  N.  Y. 

The  study  showed  that  while  the  Pimas  have  a 
low  heart  disease  rate,  they  have  a high  rate  of 
gallbladder  disease  and  a very  low  rate  of  peptic 
ulcer. 

Writing  in  the  August  8 Journal  of  the  Ameri- 
can Medical  Association,  Dr.  Hesse  said  that  dur- 
ing a two-year  period  there  were  three  cases  of 
myocardial  infarction  definitely  diagnosed  among 
the  2,688  Pimas  who  were  above  15  years  of  age. 
Three  others  were  suspected  of  having  myocardial 
infarctions,  but  one  showed  another  heart  condi- 
tion on  close  examination  and  two  died  before  a 
definite  diagnosis  was  made. 

The  high  rate  of  gallbladder  disease  and  the  low 
rates  of  heart  disease  and  peptic  ulcer  (none  was 
found  in  the  two-year  period)  in  a relatively  in- 
bred  tribe  is  difficult  to  explain  on  the  basis  of 
the  currently  suspected  causes  of  the  diseases,  Dr. 
Hesse  commented. 

This  is  especially  true  of  the  role  of  diet,  which 
consisted  mainly  of  beans,  tortillas,  coffee  and  hot 
chili  peppers,  with  meat  and  vegetables  eaten 
about  once  a week,  and  all  food  fried  in  lard.  The 
diet  is  not  thought  to  predispose  to  gallbladder 
disease,  he  said. 


NEW  TREATMENT  OUTLINED  FOR 
ESOPHAGEAL  LYE  BURNS 

The  serious  consequences  of  swallowing  lye  can 
be  prevented  by  the  use  of  antibiotics  and  artificial 
hormones,  according  to  two  Delaware  doctors. 

In  fact,  the  treatment — combining  tetracycline 
and  prednisone — produced  “uniformly  good”  re- 
sults in  13  children  who  had  swallowed  lye-con- 
taining  substances. 

Lye,  which  burns  the  esophagus  when  swal- 
lowed, is  the  fifth  leading  cause  of  poisoning  among 
those  under  19  years  of  age,  Drs.  Charles  L.  Mill- 
er and  Robert  O.  Y.  Warren,  Wilmington,  said  in 
the  July  25  Journal  of  the  American  Medical  As- 
sociation. 

After  the  lye  is  swallowed,  the  esophagus  be- 
comes swollen  and  inflamed,  which  interferes 
with  swallowing.  This  is  followed  by  a period  of 
normal  swallowing  until  scar  tissue  gradually 
forms  and  obstructs  the  esophagus.  Untreated, 
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the  esophagus  completely  closes  and  the  patient 
dies  of  dehydration  and  starvation. 

Until  recently,  treatment  consisted  of  surgery 
or  the  mechanical  opening  of  the  esophagus. 

Now  the  daily  oral  doses  of  antibiotics  and  ster- 
oids help  heal  the  burns  and  prevent  the  develop- 
ment of  scar  tissue. 

The  antibiotic  is  used  to  prevent  infection  in 
the  burned  area.  Prednisone,  a derivative  of  corti- 
sone, speeds  healing  through  its  effect  on  the  glan- 
dular system,  which  controls  the  body’s  reaction  to 
such  stresses  as  burns. 

Feeding  tubes  were  used  for  the  first  three  days. 
After  that  the  children  ate  soft  diets  for  three 
weeks  before  returning  to  general  diets. 

None  of  the  13  children  showed  any  narrowing 
of  the  esophagus  after  treatment.  Follow-ups 
three  months  to  three  and  a half  years  later  also 
showed  no  subsequent  narrowing. 

In  conclusion  the  doctors  said,  “Despite  the  fact 
that  the  more  severe  consequences  of  lye  ingestion 
can  be  averted  with  proper  and  early  treatment  in 
most  cases,  it  is  still  a serious  problem. 

“The  real  answer  lies  in  the  field  of  prevention, 
especially  through  dissemination  to  the  public  of 
information  about  the  dangers  inherent  in  leav- 
ing poisonous  substances  within  the  reach  of  chil- 
dren.” 


SIMPLE  PAPER  TEST  SHOWS 
ANTIBIOTIC  EFFECTIVENESS 

A piece  of  paper  that  turns  red  under  certain 
situations  can  now  be  used  by  doctors  to  decide 
what  antibiotic  to  give  for  an  infection. 

The  simple  test  involves  the  use  of  filter  paper 
impregnated  with  a chemical  that  turns  the  pa- 
per red  when  bacteria  grow  on  it.  It  is  described 
in  the  July  25  Journal  of  the  American  Medical 
Association. 

The  test  works  this  way:  The  filter  paper  is 

divided  into  several  areas.  Small  quantities  of  in- 
dividual antibiotics  are  placed  in  each  division. 
Then  the  paper  is  swabbed  with  infectious  materi- 
al taken  from  the  patient.  The  paper  is  sealed  in 
a plastic  bag  and  heated. 

If  an  antibiotic  inhibits  the  growth  of  the  bac- 
teria causing  the  infection,  the  paper  remains 
white.  But  if  an  antibiotic  does  not  work  against 
the  bacteria,  the  bacteria  grow  and  the  paper 
turns  red. 

The  doctor  then  knows  that  the  drug  to  give  the 
patient  is  the  one  that  keeps  the  paper  white.  The 
time  required  for  the  test  depends  on  the  number 
of  organisms  in  the  infectious  material,  but  it  usu- 
ally ranges  from  three  to  12  hours. 

According  to  the  authors  of  the  article — Wayne 
L.  Ryan,  Ph.  D.,  Howard  J.  Igel,  B.  S.,  and  Perry 

T.  Williams,  M.  D.,  Omaha the  test  is  simple 

and  rapid  enough  to  be  used  in  a doctor’s  office, 
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where  the  majority  of  patients  with  infections  are 
treated. 

The  bacteria-inhibiting  abilities  of  antibiotics 
are  regularly  tested  in  hospital  laboratories  by  the 
use  of  test  tube  and  agar  plate  tests,  but  these  are 
time  consuming,  complicated,  and  expensive. 

The  authors  feel  that  their  test  is  easy  to  read, 
accurate,  convenient,  and  relatively  inexpensive. 

The  test  was  used  in  100  cases  of  frank  or  sus- 
pected bacterial  infections  in  a normal  office  prac- 
tice. Infections  included  boils,  tonsillitis,  ab- 
scesses, sinusitis,  urinary  tract  infections,  and  sev- 
eral others. 

In  76  cases  antibiotic  treatment  was  initiated  on 
the  basis  of  experience  before  the  results  of  the 
sensitivity  test  were  available.  Treatment  in  the 
remaining  24  cases  was  begun  after  the  tests  were 
completed. 

Of  the  76  given  immediate  treatment,  only  23 
showed  sufficient  improvement  within  two  days 
to  warrant  continuation  of  the  first  antibiotic. 
Fifty-three  were  changed  to  the  drugs  indicated 
by  the  test  paper  and  began  improving. 

Of  the  24  patients  treated  after  the  tests  were 
run,  14  showed  excellent  to  good  results  from  the 
drugs  indicated  by  the  test  paper.  In  the  other  10, 
the  test  papers  showed  no  bacterial  growth,  ap- 
parently because  the  infections  were  not  caused 
by  bacteria. 


MYTHS  ABOUT  PREGNANCY 
EXPLAINED,  REFUTED 

If  you  eat  ice  cream,  the  baby  inside  of  you  will 
catch  cold. 

If  you  want  a boy,  eat  peanuts  and  alkalies;  for 
a girl,  eat  sweets  and  acids. 

If  you  have  heartburn,  the  baby  will  have  lots 
of  hair. 

These  are  just  some  of  the  old  wives’  tales  that 
plague  pregnant  women.  They  exist  because  oc- 
casionally coincidence  seemingly  makes  one  come 
true,  according  to  an  article  in  the  August  Today’s 
Health,  published  by  the  American  Medical  Asso- 
ciation. 

Mrs.  Joan  S.  Pollack,  a University  City,  Mo., 
mother,  pointed  out  that  the  major  hazard  in  pass- 
ing on  such  tales  is  that  the  pregnant  woman  seems 
to  be  especially  imaginative.  She  is  concerned  with 
protecting  her  child  and  is  only  too  likely  to  be 
scared  by  the  myths. 

Among  the  myths  are: 

— Broad-hipped  women  have  easier  deliveries 
than  those  with  narrow  hips.  This  belief  can’t 
hurt,  Mrs.  Pollack  noted,  even  though  it  is  the 
internal,  not  external,  measurements  that  deter- 
mine ease  of  delivery. 

— If  you  eat  lobster,  you  will  mark  the  baby.  To/ 
which  Mrs.  Pollack  replied,  “If  I drink  milk,  will 
my  baby  look  like  a cow?” 
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The  other  day  I came  across  an  article  in  the 
March  27th  edition  of  the  Arizona  Republic  which 
I thought  you  might  find  interesting.  It  was  writ- 
ten by  Julian  DeVries  and  concerns  American 
medicine  and  socialism. 

In  the  article  Mr.  DeVries  recalls  the  old  folk 
tale  about  the  rabbit  or  chicken  that  is  hypnotical- 
ly transfixed  by  a snake  to  prevent  the  prey  from 
escaping. 

“It  sounds  a bit  far  fetched,”  he  says,  “but  the 
analogy  is  a good  one  when  applied  to  the  medi- 
cal profession  vs.  socialized  medicine. 

“From  every  doctor’s  office  in  the  land  there 
come  medical  moans  about  how  socialized  medi- 
cine is  creeping  up  on  ’em.  But,  like  the  rabbit 
or  the  chicken,  they  just  sit  there  and  wait  for  the 
socialized  snake  to  snap  ’em  up.” 

Mr.  DeVries  notes  the  reintroduction  in  Congress 
of  the  Forand  Bill  which  would  provide  federal 
subsidy  for  the  hospital  and  surgical  care  of  the 
aged. 

He  points  out  that  there  are  several  similar 
plans  today,  both  inside  and  out  of  Congress. 

“All  these  read  very  nice  on  paper,”  he  contin- 
ues, “and  you’d  think  the  docs  would  go  for  it  big 
as  a sure  income  gimmick.  Because  if  you  think 
the  magazines  in  the  average  doctor’s  waiting  room 
are  old,  you  should  see  the  dates  on  a lot  of  his 
unpaid  bills.  But  it  doesn’t  work  that  way. 

“The  average  U.  S.  medico  is  among  the  most 
individual  of  individualists.  No  one,  but  no  one, 
tells  him  how  to  practice  medicine  unless  they’re 
looking  for  a fat  lip.  And  subsidized,  socialized  or 
any  other  sort  of  -ized  medicine  amounts  to  some- 
one telling  him  what  to  do  and  how  to  do  it.  They 
might  be  able  to  get  away  with  that  racket  abroad, 

Delivered  before  the  Association  in  annual  session, 
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but  the  American  doctor  is  a very  different  breed 
of  cat.  And  so  are  his  fellow  Americans. 

“Specialized  or  subsidized  medical  care,”  the 
author  continues,  “is  charity  medical  care,  and  I 
like  to  think  Americans  still  have  enough  self- 
respect  and  pride  not  to  want  charity  as  long  as 
other  avenues  of  self-help  are  open  to  them.  There 
are  many  private  health  insurance  plans  to  choose 
from,  like  Blue  Cross  and  Blue  Shield.  And  the 
cost  of  any  of  these  plans  figures  out  to  less  per 
annum  per  person  than  government  medical  care 
would  cost  in  taxes.  And  that,  mayhap,  is  where 
medicine  men  may  be  missing  the  boat.” 

This  article,  I believe,  contains  several  points 
worth  considering.  The  first  is  that  we  cannot  sit 
back,  quaking  with  terror  in  the  face  of  undesir- 
able legislation.  The  second  is  that  we  are  not 
alone  in  our  fight,  but  rather  that  we  have  many 
allies.  However,  Mr.  DeVries  failed  to  mention 
that  American  medicine  is  taking  positive  action 
to  avoid  the  evils  of  state  interference. 

Certainly  one  of  our  most  urgent  goals,  one 
which  continues  to  magnify  in  importance  as  the 
years  pass,  concerns  health  care  for  the  aged.  To 
meet  this  challenge,  the  American  Medical  Asso- 
ciation has  set  into  motion  a positive,  forward- 
stepping program  designed  to  help  the  aged  help 
themselves. 

Last  December  the  AMA  House  of  Delegates 
spearheaded  the  plan  by  unanimously  calling  on 
physicians  to  provide  medical  services  at  reduced 
rates  for  persons  65  or  over  with  modest  resources 
and  reduced  incomes.  State  medical  societies  were 
called  upon  to  implement  this  plan  on  their  own 
level. 

Because  our  program  is  for  all  old  people,  we 
need  public  support  and  acceptance. 

Unfortunately,  the  AMA  has  been  distracted 
from  its  positive  program  by  proponents  of  infe- 
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rior  ones,  the  basis  of  which  is  government  abro- 
gation of  the  rights  of  the  medical  profession. 
Specifically,  our  attention  is  currently  diverted 
by  legislation  introduced  in  Congress  which  would 
expand  the  Social  Security  law  to  include  hos- 
pital (and  perhaps  medical  and  surgical)  benefits 
to  most  Social  Security  beneficiaries.  Although 
the  proposal  died  last  year,  it  has  been  reintro- 
duced again  this  term  by  Representative  Forand 
of  Rhode  Island. 

The  AMA  is  opposed  to  this  bill  because  it  is  in 
direct  opposition  to  the  measures  called  for  by 
our  own  program.  Also,  we  feel  it  is  based  on  a 
faulty  approach  to  the  problem  of  how  to  care  for 
the  aged. 

On  one  hand  we  have  the  AMA  program,  with 
its  roots  steeped  in  individual  responsibility , vol- 
untary action,  community  initiative,  physician  co- 
operation, and  a realistic  attitude  by  every  Ameri- 
can to  the  entire  aspect  of  growing  old.  Such  a 
program  is  attuned  to  the  traditional  American 
independence.  There  is  no  compulsion,  no  politi- 
cal interference,  no  dependency  on  the  govern- 
ment. 

On  the  other  hand,  however,  is  a measure  which, 
in  effect,  would  legislate  the  elderly  into  a state 
of  permanent  dependence.  The  federal  govern- 
ment would  exercise  full  control,  financing  the 
plan  through  stepped-up  taxation. 

Without  sufficient  information  on  the  subject, 
some  people  might  regard  such  legislation  as 
worthy  of  consideration.  But  aside  from  a few 
partisans,  I am  afraid  that  anyone  who  would  en- 
dorse such  a measure  must  be  under  the  impression 
they  would  be  getting  something  for  nothing.  Un- 
fortunatelv,  such  is  not  the  case. 

Philanthropy  is  fine,  when  it  is  the  philanthro- 
pist’s money  that  is  being  spent.  But  some  Ameri- 
cans are  addicted  to  the  curious  philanthropy  of 
spending  other  people’s  money,  as  well  as  obligat- 
ing future  generations  to  pay  the  debts  acquired 
today. 

The  attitude  of  something-for-nothing  reminds 
me  of  the  king  whose  domain  was  troubled  by  a 
shaky  economy.  He  summoned  his  wisest  coun- 
selors and  commanded  them  to  prepare  a simple 
text  on  economic  principles  which  could  be  un- 
derstood by  all  the  people. 

A year  passed  before  the  wise  men  returned, 
bearing  with  them  67  ponderous  volumes,  replete 
with  graphs,  charts,  diagrams  and  pictures.  The 
king  started  to  throw  up  his  arms  in  desperation 
when  the  solution  to  the  problem  suddenly  ar- 
rived. It  came  in  the  form  of  an  old  patriarch 
who  summed  up  his  economic  theories  with  the 
words: 

“There  ain’t  no  such  thing  as  a free  lunch.” 
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Many  backers  of  the  Forand  Bill  seem  to  think 
the  financing  problem  involved  in  such  legisla- 
tion would  be  insignificant.  Insurance  experts, 
however,  have  estimated  that  the  cost  of  health 
care  benefits  called  for  under  the  Forand  Bill 
could  exceed  2 billion  dollars.  This  figure  would 
necessitate  raising  the  total  Social  Security  pay- 
roll tax  to  more  than  11  per  cent. 

The  effect  then  of  such  legislation  would  be  to 
force  that  part  of  the  population  under  65  years 
old  to  finance  an  indeterminate  amount  of  health 
care  for  those  over  65. 

As  I have  pointed  out,  your  AMA  has  a far  su- 
perior program,  one  which  will  help  the  aged  help 
themselves.  Such  a program  embraces  all  aspects 
of  aging — not  just  the  health  and  physical  needs 
but  the  social,  economic  and  psychologic  require- 
ments. 

Years  ago  the  AMA  formed  a committee  on 
geriatrics,  following  the  recommendation  of  the 
House  of  Delegates.  At  its  first  meeting,  how- 
ever, the  committee  decided  that  it  could  not  lim- 
it its  scope  to  problems  involved  in  the  diagnosis 
and  treatment  of  older  patients.  It  recognized  that 
practically  no  diseases  are  specifically  or  exclu- 
sively diseases  of  old  age,  and  the  committee  mem- 
bers saw  they  had  to  think  in  terms  of  both  the 
sick  and  the  healthy.  It  defined  its  province  asi 
all  aspects  of  the  aging  process — physical,  mental, 
social,  occupational,  emotional,  cultural  and  eco- 
nomic. Its  name  was  changed  to  the  Committee 
on  Aging. 

Since  that  time,  in  coordination  with  other 
committees  on  indigent  care,  medical  facilities  and 
health  insurance  and  prepayment  plans,  the  AMA 
Committee  on  Aging  has  developed  an  expanding, 
intensified  program  of  activities. 

The  problem  we  are  faced  with  at  this  moment 
is  two-fold:  (1)  to  provide  leadership  and  imagina- 
tion for  a multiphased  approach  to  health  care  of 
the  aged,  and  (2)  the  defeat  of  an  unsound  bill  in 
Congress  which  would  place  sick  old  people  at  the 
mercy  of  a bureaucratic  system. 

The  response  by  state  societies  to  the  action  of 
the  House  of  Delegates  has  been  most  encouraging. 
Official  groups  from  West  Virginia,  New  Jersey, 
Texas,  Florida,  Iowa,  Ohio,  California,  Michigan 
and  other  states,  have  acted  decisively  on  the  AMA 
policy  recommendation.  Also,  34  state  medical 
societies  will  give  the  matter  top  priority  at  their 
annual  meetings  this  spring. 

One  of  our  major  objectives  in  the  field  of  ag- 
ing is  to  extend  and  improve  voluntary  health  in- 
surance, which  already  protects  more  than  40  per 
cent  of  people  over  65.  For  several  years  the  AMA 
has  been  urging  experimentation  in  special  types; 
of  coverage  for  the  aged,  and  since  June  of  1958 
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it  has  intensified  its  liaison  efforts  with  Blue 
Shield,  Blue  Cross,  insurance  companies  and  other 
agencies  in  the  prepayment  field. 

The  AMA  is  working  closely  with  commercial 
insurance  organizations  to  encourage  the  develop- 
ment of  new  insurance  programs  and  expansion 
of  existing  lower  cost  protection  for  persons  over 
65.  Already,  some  companies  have  introduced 
guaranteed  renewable  contracts,  “paid-up-at-65” 
and  “65-plus”  policies. 

In  addition  to  all  this,  the  Health  Insurance  As- 
sociation of  America  has  asked  its  member  compa- 
nies to  offer:  (1)  policies  guaranteed  renewable 

for  life;  (2)  coverage  for  persons  now  over  65;  (3) 
coverages  that  will  continue  after  retirement,  and 
(4)  inclusion  in  the  group  contract  of  the  right  to 
convert  to  an  individual  contract  on  termination 
of  employment. 

Developments  in  this  area  are  moving  at  a rap- 
id, accelerating  pace.  The  Health  Insurance  Asso- 
ciation also  estimates  that  60  per  cent  of  our  sen- 
ior citizens  will  have  protection  by  the  end  of  next 
year.  The  figure  will  rise  to  a predicted  75  per 
cent  in  1965  and  90  per  cent  by  1970,  but  actual 
growth  may  exceed  these  conservative  estimates. 

Financing  mechanisms  are  not  the  only  means  of 
solving  problems  of  health  care  for  the  aged.  We 
are  also  concerned  with  reductions  in  the  costs  of 
services. 

One  alternative  is  the  nursing  home.  We  believe 
there  is  an  urgent  need  for  facilities  designed  spe- 
cifically to  fit  the  health  requirements  of  the  eld- 
erly. Your  AMA  not  only  approves  but  also  vig- 
orously supports  a government-insured  loan  pro- 
gram of  the  FHA  type  for  non-governmental  hos- 
pitals and  nursing  homes,  whether  their  owner- 
ship is  non-profit  or  proprietary.  We  also  have 
urged  changes  in  the  Hill-Burton  Act  to  enable 
states  to  put  more  money  into  non-profit  nurs- 
ing homes. 

We  look  forward  to  the  development  of  alterna- 
tives to  institutional  care  for  the  aged.  Among 
these  are  home  care  programs  and  homemaker 
services.  These  services  have  a common  purpose: 
to  reduce  the  length  of  hospital  and  nursing  home 
care  by  permitting  earlier  discharge  of  patients  or 
to  avoid  the  need  for  such  institutional  care. 

Meanwhile,  the  AMA  is  planning  for  the  future 
in  all  aspects  of  the  aging  problem.  All  state  med- 
ical societies  have  been  urged  to  cooperate  active- 
ly in  the  development  of  state  conferences  on  ag- 
ing which  will  precede  a White  House  Conference 
on  Aging  in  January  1961.  Your  Association  is 
working  closely  with  the  U.  S.  Department  of 
Health,  Education,  and  Welfare  in  this  whole  pro- 
gram. 
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A highlight  of  the  AMA  annual  meeting  in  At- 
lantic City  this  June  will  be  a special  scientific 
session  on  the  medical  aspects  of  aging.  The  As- 
sociation is  pushing  distribution  of  a new  health 
appraisal  for  stimulating  increased  physician  par- 
ticipation in  health  maintenance  programs.  And 
the  AMA  itself  will  sponsor  a national  conference 
on  aging  for  medical,  paramedical  and  lay  groups 
at  some  time  in  the  near  future. 

These  are  some  of  the  many  reasons  which  can 
leave  no  doubt  about  the  AMA  stand  on  the  sub- 
ject of  health  care  for  the  aged.  The  AMA  is 
working  hard  to  provide  leadership  for  a concerted, 
positive,  voluntary  program  for  all  older  citizens 
of  our  nation. 

All  of  us  share  the  social  responsibility  and  obli- 
gation of  providing  for  our  aging  population  the 
chance  to  lead  productive  and  rewarding  lives. 

It  would  be  foolish  for  us  to  think  we  can  reach 
all  our  goals  overnight.  We  cannot.  But  progress 
is  being  made,  and  we  intend  to  continue  on  the 
road  of  progress  until  every  obstacle  is  overcome. 

American  medicine  has  a bold,  progressive  pro- 
gram that  outshadows  all  other  attempts  to  deal 
with  this  mammoth  problem.  Our  program  is  one 
that  will  accomplish  positive,  constructive  results, 
without  compromising  the  dignity  or  freedom  of 
those  it  helps. 

I feel  we  have  a right  to  be  proud  of  what  we 
are  doing  for  America’s  aged.  As  with  all  social 
and  scientific  progress,  the  results  will  not  be  seen 
immediately  but  will  be  judged  by  future  genera- 
tions. 

Perhaps  in  our  approach  to  the  subject  of  aging, 
we  might  keep  in  mind  the  words  of  an  unknown 
author  who  said: 

“Youth  is  not  a time  of  life.  It  is  a state  of 
mind.  It  is  not  a matter  of  ripe  cheeks,  red  lips 
and  supple  knees;  it  is  a temper  of  the  will — a 
quality  of  the  imagination — a vigor  of  the  emo- 
tions, Nobody  grows  old  by  merely  living  a num- 
ber of  years — people  grow  old  only  by  deserting 
their  ideals.  Years  wrinkle  the  skin,  but  to  give 
up  enthusiasm  wrinkles  the  soul.  Worry,  doubt, 
self-distrust,  fear  and  despair — these  are  the  long, 
long  years  that  bow  the  heart  and  turn  the  green- 
ing spirit  back  to  dust.  Whether  60  or  16,  there  is 
in  every  human  being’s  heart  the  lure  of  wonder, 
the  undaunted  challenge  of  events,  the  unfailing 
child-like  appetite  for  what  next,  and  the  joy  of 
the  game  of  living.  We  are  as  young  as  our  self- 
confidence,  as  old  as  our  fear;  as  young  as  our 
desire,  as  old  as  our  despair.” 
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There  has  been  intense  interest  in  the  subject 
of  thyroid  carcinoma  during  the  past  decade  and  a 
great  deal  of  information  about  this  disease  has 
been  developed.  There  still  exists,  however,  a 
wide  difference  of  opinion  regarding  the  incidence 
of  the  disease,  the  approach  to  nodular  goiter,  and 
the  management  of  thyroid  carcinoma.  Of  course, 
many  questions  remain  unanswered,  but  it  is  the 
purpose  of  this  discussion  to  outline  an  approach  to 
the  problem  in  the  light  of  the  present  accumulat- 
ed data. 

INCIDENCE  OF  THYROID  CARCINOMA 

Our  information  regarding  the  statistical  inci- 
dence of  thyroid  carcinoma  comes  from  prevalence 
and  death  rates,  from  examination  of  surgically 
excised  goiters,  and  from  autopsy  specimens.  For 
the  year  1947  a careful  study  of  ten  scattered  met- 
ropolitan areas  in  the  United  States  indicated  that 
the  incidence  of  thyroid  carcinoma  was  2.4  per 
100,000  population.* 1  In  1955,  there  were  1064  deaths! 
from  thyroid  carcinoma  as  compared  with  21,945 
from  carcinoma  of  the  breast;  for  deaths  from  thy- 
roid cancer  this  is  a rate  of  0.6  per  100,000  popula- 
tion.2 Dr.  Klopp  in  Washington,  where  one  has 
access  to  the  analysis  of  physical  examinations  on 
a large  number  of  adults  in  that  area,  finds  that 
1%  of  the  local  adult  population  has  nodular  goi- 
ter and  there  is  a 9%  incidence  of  carcinoma  inj 
the  George  Washington  group  of  operated  cases.3 

Dr.  Mortensen  of  the  Mayo  Clinic  reported  an 
interesting  study  of  1000  consecutive  autopsies  on 
individuals  who  clinically  had  normal  thyroids. 
There  was  an  incidence  of  nodularity  of  the  thy- 
roids, as  determined  by  the  pathologist  on  gross 
examination,  in  25%  and  on  cut  sections  nodules 
could  be  found  in  an  additional  25%  of  the  cases. 
The  frequency  with  which  nodules  occurred  in- 
creased with  age.  Occult  carcinoma  occurred  in 
4.2%  of  nodules  in  autopsies  with  clinically  nor- 
mal thyroids,  which  represented  a 2%  incidence 
in  their  autopsy  series  in  which  the  clinical  evalu- 


Read before  the  January  1959  meeting  of  the  Birming- 
ham Surgical  Society. 

1.  Mustacchi,  P.,  and  Cutler,  S.  J.:  Some  Observa- 

tions on  the  Incidence  of  Thyroid  Cancer  in  the  United 
States,  New  England  J.  Med.,  Nov.  8,  1956. 

2.  Vital  Statistics  of  the  United  States,  Volume  2, 
1955. 

3.  Anglem,  T.  J.;  Cattell,  R.  B.;  Chapman,  E.;  Frantz, 

V.  K.;  Klopp,  C.  T.,  and  Vanderlann,  W.  P.:  Problems 

in  Thyroid  Cancer.  Symposium  on  Cancer  of  the  Head 
and  Neck,  Annual  Scientific  Session,  American  Cancer 
Society,  Inc.,  Oct.  28-29,  1957. 
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ation  of  the  thyroid  gland  was  normal.4 

Dr.  Queen  in  Oregon  has  been  serially  section- 
ing thyroids  that  are  otherwise  normal  at  autopsy 
and  has  found  a 6%  incidence  of  focal  carcinoma.3 

These  unusual  statistics  raise  certain  points.  It 
is  obvious  that  our  detection  of  thyroid  nodules  by 
the  present  means  of  examination  has  its  limita- 
tions but  information  such  as  this  poses  two  in- 
teresting questions: 

First,  is  thyroid  carcinoma  a relatively  innocu- 
ous disease  that  remains  dormant  without  produc- 
ing clinical  disease  or  death?  This  question  cannot 
be  answered  at  the  present  time  but  an  effort  is 
being  made  in  that  direction.  One  of  the  more 
illuminating  studies  on  the  natural  history  of  thy- 
roid carcinoma  is  being  compiled  by  Dr.  Winship 
through  the  Childhood  Thyroid  Cancer  Regis- 
try. Over  400  cases  of  childhood  thyroid  carci- 
noma have  been  collected  and  thus  far  17%  of  the 
entire  group  have  died  of  their  disease  and  al- 
most 40%  are  known  to  be  living  with  disease. 
Of  the  children  who  have  died,  65%  of  the  deaths 
were  caused  by  tumors  of  a papillary  element, 
22%  by  follicular  carcinoma,  and  13%  by  un- 
differentiated carcinoma.  Of  the  patients  living 
more  than  10  years,  74%  were  papillary,  18%  fol- 
licular and  8%  undifferentiated.5 

The  second  question  that  these  reports  about 
thyroid  carcinoma  raises  is:  Is  the  incidence  of 

thyroid  cancer  increasing?  Without  any  doubt, 
diagnosed  carcinoma  is  increasing.  Statistics  from 
the  New  York  State  Department  of  Health  show 
that  the  incidence  of  thyroid  carcinoma  doubled 
during  the  period  1940  to  1950,  as  compared  with 
the  previous  decade.  Statistics  reporting  the  in- 
cidence of  carcinoma  in  surgical  specimens  at 
the  Mayo  Clinic  have  gone  from  1.6%  to  4.8%,  at 
the  Massachusetts  General  Hospital  from  3.2%  to 
10%,  and  at  the  Crile  Clinic  from  1.6%  to  8%. 6 

At  the  Lahey  Clinic  Dr.  Cattell  reported  in  1953 
a jump  in  the  incidence  of  thyroid  cancer  for  the 
two  preceding  years  in  single  nodules  from  10% 

4.  Mortensen,  J.  D.;  Woolner,  L.  B.,  and  Bennett,  W. 

A.:  Gross  and  Microscopic  Findings  in  Clinically  Nor- 

mal Thyroid  Glands,  J.  Clin.  Endocrinol.  15:  1270,  Oct. 
1955. 

5.  Winship,  T.,  and  Chase,  W.  W.:  Thyroid  Carcinoma 
in  Children,  Surg.,  Gynec.  and  Obst.  101:  217,  August 
1955. 

6.  Zimmerman,  L.  M.,  and  Wagner,  D.  H.:  Carci- 
noma of  the  Thyroid  Gland:  Its  Incidence  of  Relation 

to  Nodular  Goiter,  Trans.  American  Goiter  Association, 
287,  1953. 
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to  33%  and  in  multiple  nodules  from  .61%  to 
9.1  %. 7 

Dr.  Searls  at  the  University  of  California  School 
of  Medicine  has  reported  a progressive  rise  in  the 
5-year  totals  of  the  incidence  of  carcinoma  in  sur- 
gical specimens  from  1.7  in  the  early  twenties  to 
13.3  in  the  early  fifties.8 


A CLINICAL  APPROACH  TO  NODULAR  GOITER 

Since  our  clinical  means  of  reaching  an  accu- 
rate diagnosis  of  thyroid  cancer  are  unreliable, 
how  do  we  decide  which  nodular  goiters  should 
be  operated  on  because  of  the  suspicion  of  malig- 
nancy? I think  it  is  generally  agreed  that  all 
palpable  solitary  nodules  should  be  removed,  as 
various  large  clinics  report  a statistical  incidence 
of  carcinoma  from  7%  to  33%  in  single  nodules. 


7.  Cattell,  R.  B.,  and  Colcock,  B.  P.:  The  Present  Day 
Problem  of  Cancer  of  the  Thyroid,  Trans.  American 
Goiter  Association,  323,  1953. 

8.  Searls,  H.  H.:  Cancer  of  the  Thyroid,  Presented  at 

the  meeting  of  the  Pan-Pacific  Surgical  Association  in 
Honolulu,  October  1954. 


INCREASING  INCIDENCE  OF  THYROID  CARCINOMA 
IN  NODULAR  GOITER  IN  SAME  INSTITUTIONS 


University  of  California  Hospital 


1919  1924  1929  1934  1939  1944  1949 

1924  1928  1934  1939  1944  1949  1954 


Percentage  of  Malignancies  in  Nodular  Goiter 

Figure  3 

GEOGRAPHICAL  INCIDENCE  OF  CARCINOMA  IN  NON-TOXIC  NODULAR  GOITER 


Author 

Year 

Locat ion 

Single 

Multiple 

Lahey  Hare 

1951 

Boston 

10.4 

.62 

Cole 

1950 

Chicago 

24.4 

9.8 

Cr  ile 

1950 

Cleveland 

24.5 

3,4 

Bears 

1951 

Rochester 

3,8 

Ward 

1944 

San  Francisco 

15.6 

4,8 

Young 

1950 

Oklahoma 

18.2 

9.4 

Cope 

1950 

Boston 

19.0 

io.i 

Ochsner 

1952 

New  Orleans 

19.8 

12,8 

Cattell 

1953 

Boston 

33.3 

9,1 

Figure  4 


It  is  well  to  point  out  that  these  statistics  vary 
depending  on  whether  one  speaks  about  clinical 
appraisal  of  the  solitary  nodule,  the  more  accurate 
evaluation  of  the  gland  at  the  time  of  operation,  or 
the  determination  of  the  single  nodule  by  the 
pathologist.  Anglem  has  evaluated  his  series  of 
563  cases  of  “single  nodules”  and,  including  the 
cases  in  which  the  preoperative  appraisal  was  a 
single  nodule,  the  incidence  of  carcinoma  was 
6%,  when  the  series  was  limited  to  single  nodules 
as  determined  at  operation  the  incidence  was  9%, 
and  when  restricted  to  the  single  nodules  as  de- 
termined by  the  pathologist  on  cut  sections  it  was 
25%.  The  statistics  from  the  large  clinics  appar- 
ently refer  to  the  dominant  lump  at  operation  as 
being  the  single  nodule.3 

If  one  takes  the  experience  in  the  literature  with 
nodular  goiter  in  children,  the  incidence  of  car- 
cinoma is  30%,  so  it  is  agreed  that  all  thyroid 
nodules  in  children  should  be  removed.5 

The  statement  is  made  repeatedly  in  articles 
on  thyroid  cancer  that  all  nodular  goiters  in  men 
should  be  removed.  The  only  statistics  I have  ever 
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NODULAR  GOITER  IN  CHILDREN 
Non-toxic 
Nodular 


Author 

Year 

Locat ion 

Goiter 

Carcinoma 

Percentage 

Pemberton 

1944 

Rochester 

53 

18 

347. 

Ravdin 

1951 

Philadelphia 

62 

19 

317. 

Ward 

1944 

San  Francisco 

10 

4 

407. 

Kennedy 

1940 

62 

12 

197. 

Hendrick 

1951 

San  Antonio 

31 

8 

267. 

Ochsner 

1952 

New  Orleans 

15 

4 

277. 

Winship 

1955 

Washington 

8 

4 

507. 

Dailey 

1950 

Cal ifornia 

19 

10 

537. 

260  79  307. 

Figure  5 


seen  are  from  the  Wheeling  Clinic  in  West  Vir- 
ginia where  10.5%  of  the  multiple  nodules  and 
14%  of  the  single  nodules  were  malignant.9  As- 
suming these  figures  to  be  representative,  I would 
favor  the  removal  of  all  nodules  in  men. 

This  brings  us  to  a consideration  of  what  to  do 
with  the  large  group  of  women  with  multinodular 
goiter  in  which  the  incidence  of  carcinoma  is  va- 
riously reported  from  1 to  10%.  (It  has  been 
postulated  that  this  incidence  may  increase  slight- 
ly as  endemic  goiter  areas  are  erased.)  It  is  cer- 
tainly debatable  how  much  good  would  be  accom- 
plished by  routine  thyroidectomy  in  this  group  of 
cases.  I would  prefer  to  individualize  the  prob- 
lem and  would  favor  removal  of  goiters  that  show 
an  increase  in  size,  those  producing  pressure  symp- 
toms, and  those  in  the  under  30  age  group.  It  is 
admitted  that  it  is  impossible  to  prejudge  the  na- 
ture of  a nodule  on  the  basis  of  duration  of  the 
lesion  or  the  character  on  palpation.  The  small 
asymptomatic  multinodular  goiter  in  the  middle 
or  older  age  group  I would  either  follow  or  treat 
with  thyroid  extract! 

PATHOLOGY  OF  THYROID  MALIGNANCIES 

PATHOLOGIC  TYPE  OF  CHILDHOOD  AND 
ADULT  THYROID  CARCINOMA 


Adult  s 

Children 

Cell  Type 

No. 

°k 

No. 

°k 

Papillary  Ca. 

89 

15 

21 

16 

Papillary  and 

Follicular  Ca. 

184 

31 

41 

31 

Follicular  and 

papillary  Ca. 

89 

15 

23 

18 

(Cases  showing 

papillary  element) 
Follicular  Ca. 

102 

(61) 

17 

26 

(65) 

20 

Hurthle  Cell  Ca. 

107 

18 

19 

15 

Lymphoma 

7 

1 

0 

0 

TOTAL 

596 

100 

130 

100 

Figure  6 

Figure  6 shows  the  types  of  thyroid  carcinoma 
and  their  relative  frequency. 


9.  Hershey,  C.  D.:  Thyroid  Carcinoma  and  Nodular 

Goiter  in  a Community  Hospital,  Arch.  Surg.  76:  407- 
411,  1958. 
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It  should  be  emphasized  at  this  point  that  these 
groupings  according  to  pathologic  cell  types  are 
for  the  convenience  of  discussion  and  in  no  way 
imply  a predictable  course  for  any  individual 
tumor.  As  will  be  pointed  out  later,  those  indi- 
viduals studying  these  tumors  by  subserial  paraf- 
fin sections  find  that  many  of  these  lesions  often 
contain  papillary,  follicular,  and  solid  elements 
both  in  the  primary  stage  and  the  metastasis.  This 
figure  serves  to  point  up  that  the  cell  type  in  chil- 
dren is  not  particularly  different  from  that  in 
adults,  contrary  to  the  belief  that  these  malignan- 
cies in  children  are  by  and  large  papillary  carci- 
nomas. 

Prefacing  our  comments  about  the  pathologic 
types  with  these  remarks,  the  following  general 
statements  may  be  made. 

The  papillary  adenocarcinoma  constitutes  the 
most  frequently  encountered  type  and  represents 
45  to  60%  of  the  cases  reported.  This  type  may  be 
seen  in  any  age  group  and  includes  the  group  of 
papillary  neoplasms  which  were  formerly  called 
lateral  aberrant  thyroids  presenting  as  lateral 
cervical  masses  with  small  or  non-palpable  thy- 
roid primaries.  Fifty  per  cent  of  the  primaries 
are  less  than  1 cm.  in  diameter.  This  tumor  tends 
to  spread  to  the  homolateral  cervical  lymph  nodes 
(50  to  85%)  and  occasionally  by  way  of  the  blood 
stream  to  the  lungs  and  bone. 

Follicular  or  alveolar  carcinoma,  which  consti- 
tutes 20  to  35%  of  the  series,  occurs  primarily  from 
the  4th  through  the  7th  decade.  It  tends  to  in- 
vade its  capsule  early  and  invades  locally  the  ad- 
jacent thyroid  gland.  This  variety  tends  to  spread 
to  the  lymph  nodes  in  about  50%  of  the  operative 
cases,  to  the  lungs  in  33%,  and  to  the  bone  in  17% 
as  determined  by  follow-up  study. 

Hurthle-cell  carcinoma  (3%)  is  considered  by 
most  pathologists  a type  of  follicular  carcinoma: 
its  route  and  frequency  of  metastasis  are  similar. 

Undifferentiated  carcinoma  (15  to  20%)  in- 
cludes the  giant  cell,  small  cell,  and  solid  adeno- 
carcinomas. This  lesion  is  seen  most  frequently 
in  the  older  age  groups  (6th  through  8th  decade). 
The  lesion  grows  rapidly  and  can  frequently  be 
diagnosed  preoperatively.  Early  metastasis  by 
way  of  the  lymphatics  and  through  the  blood 
stream  is  the  rule.  Metastasis  goes  to  the  cervical 
lymph  nodes  (50  to  60%),  to  the  lungs  (45%), 
and  to  the  bone  (25  to  35%) . 

Miscellaneous  malignancies  of  the  thyroid  in- 
clude lymphosarcoma,  fibrosarcoma,  squamous 
cell  carcinomas  and  metastatic  lesions. 

As  our  knowledge  of  the  biologic  potential  and 
variability  of  individual  thyroid  tumors  increases, 
I think  time  will  show  that  we  must  follow  the 
relatively  slow-growing  papillary  lesions  20  to  25 
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years  to  determine  not  only  their  natural  history 
but  to  evaluate  any  mode  of  treatment.  In  the 
case  of  the  undifferentiated  carcinomas  the  course 
is  often  predetermined  before  any  therapy  is  initi- 
ated. It  is  probable  that  mainly  in  the  thyroid 
carcinomas  of  intermediary  malignancy,  and  pos- 
sibly the  papillary  lesions  capable  of  hemotogen- 
ous  spread,  it  is  important  to  effect  early  diag- 
nosis and  treatment. 

CANCER  OF  THE  THYROID 

CANCER  OF  THE  THYROID 

CUMULATIVE  SURVIVAL  RATE 


Figure  7 


Figure  7 depicts  the  cumulative  survival  rate  for 
190  cases  of  thyroid  carcinoma  seen  at  the  Massa- 
chusetts General  Hospital  where  the  policy  over' 
the  20-year  span  (1931-1951)  was  to  remove  the 
gross  tumor,  doing  neck  dissections  when  the  nodes 
were  clinically  positive.10 


Cumulative  Survival  5 Years  10  Years  20  Years 


Papillary  73%  60%  45% 

Follicular  71%  48%  24% 

Undifferentiated  17%  17%  17% 


OPERATIVE  APPROACH  TO  NODULAR  GOITER 

Armed  with  this  general  information  regarding 
the  behavior  of  thyroid  carcinomas,  how  are  we 
going  to  approach  technically  the  solitary  or  the 
multinodular  goiter  in  which  carcinoma  is  sus- 
pected? I feel  that  the  nodule  should  be  approached 
as  if  it  might  be  carcinoma  and,  when  dealing 
with  a solitary  nodule,  a total  lobectomy  and  re- 
moval of  the  isthmus  should  be  performed,  and 
the  tissue  submitted  for  frozen  section  study.  When 
dealing  with  a multinodular  goiter,  a total  lobec- 
tomy on  the  dominant  side  and  a subtotal  lobec- 


10.  McDermott,  W.  V.;  Morgan,  W.  S.;  Hamlin,  E.,  and 
Cope,  O.:  Cancer  of  the  Thyroid,  Trans.  American  Goi- 

ter Association,  413,  1954. 


tomy  on  the  opposite  side  should  be  performed, 
preferably  without  dividing  the  isthmus. 

In  order  to  carry  out  adequate  initial  surgery, 
it  is  desirable  to  reach  a positive  diagnosis  at  the 
time  of  operation.  Our  pathologists  are  perhaps 
more  accurate  than  we  realize  with  the  frozen 
section  detection  of  the  papillary  and  undiffer- 
entiated lesions;  the  nature  of  the  follicular  lesions 
is  usually  distinguishable  but  may  be  quite  diffi- 
cult to  determine  on  frozen  section.  If  errors  are 
made,  they  are  made  in  calling  a low  grade  ma- 
lignancy benign,  so  when  we  are  given  the  di- 
agnosis of  carcinoma,  we  can  proceed  with  definh 
tive  treatment.  Several  large  clinics  now  report 
an  accuracy  of  diagnosis  on  frozen  section  study 
of  thyroid  tissue  of  95%;  Dr.  Cunningham  (Bir- 
mingham) recently  reported  an  accurate  diagno- 
sis in  44  of  45  instances. 

I would  like  to  emphasize  the  importance  of  do- 
ing a lobectomy  initially  for  a single  nodule  in- 
stead of  simple  enucleation,  which  is  done  in  some 
quarters.  My  reasons  for  this  opinion  are  two- 
fold: (1)  Many  times  you  will  be  cutting  across 
the  primary  tumor  even  though  you  grossly  re- 
move the  nodule.  Dr.  Frazell  at  Memorial  Hos- 
pital has  reported  that,  of  the  cases  of  thyroid  car- 
cinoma referred  to  them  after  a simple  enucleation 
of  an  “adenoma,”  50%  have  shown  residual  can- 
cer in  this  lobe.  (2)  If  one  is  going  to  avoid  the; 
very  undesirable  complication  of  postoperative 
tetany,  he  has  a much  better  opportunity  of  identi- 
fying and  preserving  parathyroid  bodies  at  the 
time  of  initial  surgery. 

Given  the  situation  where  the  nodule  in  a lo- 
bectomy specimen  is  reported  as  papillary  adeno- 
carcinoma on  frozen  section  study,  should  one  per- 
form additional  surgery? 

Dr.  Crile,  who  is  a proponent  of  conservative 
surgery  for  thyroid  malignancy,  after  performing 
a lobectomy  explores  the  neck  and  mediastinum 
through  his  thyroid  incision  and  removes  all  the 
jugular  and  paratracheal  lymph  nodes  as  is  prac- 
tical, preserving  the  sternocleidomastoid  muscle. 
Dr.  Crile  believes  that,  if  the  primary  tumor  is 
completely  removed,  then  this  disease  does  not 
seem  to  spread  from  the  remaining  lymph  nodes. 
He  places  his  patient  on  3 gr.  of  thyroid,  and  87% 
are  living  and  well  after  5 years.11  (I  might  in- 
clude here  that  Dr.  Crile  classifies  his  thyroid  tum- 
ors, not  according  to  the  predominant  type,  but 
according  to  the  most  malignant  element.)  Dr. 
Bears  reported  the  Mayo  Clinic  results  of  136  cases 
of  papillary  carcinoma  of  the  thyroid  gland  treated 
where  lobectomy  or  subtotal  thyroidectomy  and 
modified  neck  dissections  were  performed  where 

11.  Crile,  G.,  Jr.:  Results  of  Conservative  Operations 

of  Thyroid  Malignancy,  J.  Clin.  Endocrinol.  15,  Nov. 
1955. 
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indicated.  Their  5-year  survival  rate  was  97.0%, 
the  10-year  rate  was  87.9%,  and  the  15-year  rate 
was  75.5%.  (It  should  be  mentioned  here  that 
not  included  in  this  group  reported  were  14  cases 
of  papillary  carcinoma  that  were  considered  inop- 
erable and  24  cases  of  papillary  carcinoma  that 
upon  restudy  showed  areas  of  angioinvasive  fol- 
licular and  solid  carcinoma.1-) 

Since  1946  Dr.  Frazell  and  the  Memorial  group, 
who  have  had  a less  happy  experience  with  papil- 
lary carcinoma,  have  performed  routine  radical 
neck  dissections  whether  nodes  could  be  felt  or 
not.  In  1955  they  reported  their  experience  with 
182  consecutive  radical  neck  dissections,  18  of 
which  were  dissected  bilaterally.  In  104  cases; 
with  clinically  positive  nodes  and  11  cases  with 
doubtful  nodes,  115  specimens  (or  96%)  yielded 
pathological  confirmation  of  metastasis.  Patho- 
logical study  revealed  an  impressively  high  rate 
of  undetected  node  metastasis  in  neck  dissection 
specimens  from  67  patients  having  no  clinical  sign^ 
of  cervical  node  involvement.  One  or  more  node 
groups  were  involved  by  metastatic  tumor  in  41 
of  these  61  specimens  (or  61.2%).  Thus,  in  182 
radical  neck  dissections  for  papillary  thyroid  car- 
cinoma, the  overall  cervical  node  involvement  rate 
was  84. 6%. 13 

It  is  of  interest,  particularly  to  those  who  do 


modified  neck  dissections,  to  show  the  pattern  of 

metastasis  to  the  cervical  nodes. 
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Figure  8 

Figure  8 shows  the  predominate  spread  to  the 
upper,  mid,  and  lower  jugular  nodes  but  there  is 
also  an  appreciable  incidence  of  spread  to  the 
juxta-thyroid  area  and  along  the  spinal  accessory 
nerve.  Dr.  Cattell  does  not  include  the  submaxil- 
lary triangle  in  his  neck  dissections.  The  incidence 
of  involvement  of  this  area  in  Dr.  Clark’s  series 
at  the  M.  D.  Anderson  Hospital  in  Houston  is  12% 
and  10%  in  the  Memorial  series. 

12.  Bears,  O.  H.,  and  Woolner,  L.  B.:  The  Treatment 

of  Papillary  Carcinoma  of  the  Thyroid  Gland,  Surg., 
Gynec.  and  Obst.  108:  43,  1959. 

13.  Frazell,  E.  L.,  and  Foote,  F.  W.:  Papillary  Thy- 
roid Carcinoma:  Pathological  Findings  in  Cases  with 

and  without  Clinical  Evidence  of  Cervical  Node  Involve- 
ment, Cancer  8:  1164,  Nov.  1955. 


The  follow-up  figures  of  the  Memorial  series 
treated  by  routine  radical  neck  dissection  are  65% 
survival  at  the  end  of  5 years.  This  relatively  low 
5-year  salvage  may  be  due  in  part  to  the  inclusion 
of  those  referred  cases  of  thyroid  malignancy  with 
demonstrated  metastatic  potential.  The  better 
earlier  results  in  Dr.  Crile’s  series  than  those  treat- 
ed by  more  extensive  dissections  may  be  explained 
in  part  by  the  endocrine  influence  on  these  tumors 
by  thyroid  extract,  which  I will  discuss  later.  A 
second  difference  in  these  early  results  may  be  in 
the  classification  of  these  neoplasms;  for  exam- 
ple, a predominantly  papillary  lesion  with  some 
areas  of  solid  adenocarcinoma  would  be  classed 
as  an  undifferentiated  carcinoma  by  Crile  and  as 
a papillary  lesion  by  Foote. 

The  next  question  that  follows  in  the  defini- 
tive treatment  of  papillary  carcinoma  of  the  thy- 
roid is:  Is  total  lobectomy  adequate  local  excision? 
In  the  past  few  years  we  are  hearing  more  and 
more  of  the  frequency  of  multicentric  foci  of  can- 
cer involving  the  opposite  lobe  or  the  transthvroid 
spread  to  the  opposite  lobe.  The  frequency  of 
contralateral  lobe  involvement  has  been  found  to 
depend  on  the  enthusiasm  of  the  pathologist. 
Where  they  are  making  subserial  paraffin  sections, 
Dr.  Frantz  at  P.  & S.  in  New  York  reports  involve- 
ment in  over  50%. 3 Dr.  Groesbeck  of  San  DiegO' 
found  carcinoma  (usually  papillary)  in  the  oppo- 
site lobe  in  37%  of  his  cases;  Dr.  McDonald  of  Los 
Angeles,  74%;  and  Dr.  Russell  of  Houston,  87%. 14 
I have  communicated  with  Dr.  Russell  to  see  if  he 
grouped  the  lesions  into  papillary,  follicular  and 
undifferentiated,  and  he  reported  that  this  was 
hardly  practical  in  that  their  multiple  sections 
showed  that  many  tumors  contained  papillary, 
follicular  and  solid  elements  both  in  the  primary 
and  in  the  metastases.  For  these  reasons  some 
individuals  feel  that,  when  carcinoma  is  found  in 
one  lobe,  a total  thyroidectomy  should  be  per- 
formed. 

There  is  one  serious  objection  to  the  routine  per- 
formance of  total  thyroidectomy  for  thyroid  can- 
cer, and  that  is  the  hazard  of  developing  perma- 
nent postoperative  tetany.  The  only  statistically 
significant  series  with  which  I am  familiar  is  Dr. 
Clark’s  at  the  M.  D.  Anderson  Hospital  in  Hous- 
ton, in  which  he  reports  that  15  out  of  120  cases 
(12.5%)  of  total  thyroidectomy  developed  perma- 
nent tetany.14 

Tetany,  as  you  know,  is  a serious  complication, 
is  expensive,  and  not  always  too  satisfactory  to 
treat.  This  complication  forces  one  to  consider 
leaving  the  posterior  capsule  of  the  contralateral 


14.  Clark,  R.  Lee,  Jr.,  and  White,  E.  C.:  Total  Thy- 
roidectomy for  Cancer  of  the  Thyroid:  Significance  of 

Intraglandular  Dissemination,  annual  meeting,  South- 
ern Surgical  Association,  Dec.  11,  1958. 
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lobe  in  selected  cases  to  minimize  the  risk  of 
tetany.  It  goes  without  saying  that  one  should  be 
most  familiar  with  the  technique  of  identifying 
and  preserving  the  parathyroid  bodies  and  the 
recurrent  laryngeal  nerve  before  undertaking  to- 
tal thyroidectomy.  (It  is  of  interest  that  Dr.  Clark 
reports  89%  5-year  survival  in  his  series.) 

The  discussion  developed  on  the  treatment  of 
the  papillary  lesion  dictates,  for  the  most  part,  a 
similar  treatment  of  follicular  carcinoma;  that  is, 
total  thyroidectomy  (or  one  may  elect  to  preserve 
the  posterior  capsule  on  the  contralateral  side  and 
unilateral  neck  dissection  on  the  presenting  side) . 
If  it  is  determined  that  the  contralateral  nodes  are 
involved  by  gross  examination  or  biopsy,  a contra- 
lateral neck  dissection  may  be  performed  6 weeks 
later.  Dr.  Cattell  has  had  the  unique  experience 
of  achieving  better  5-year  results  with  his  follic- 
ular lesions  (80%)  than  with  his  papillary 
(67%). 3 

The  undifferentiated  carcinomas  commonly 
present  as  inoperable  neoplasms  and  often  little 
can  be  accomplished  other  than  tracheal  decom- 
pression. Because  radiation  therapy  offers  little 
and  these  anaplastic  lesions  are  unresponsive  to 
hormonal  influence,  a more  aggressive  surgical  at- 
tack is  in  order  when  this  is  feasible.  Both  the 
early  and  late  results  of  treatment  of  this  lesion 
are  poor;  a few  of  these  tumors  can  be  cured  with 
early  surgical  attack  and  rarely  the  lesion  may  re- 
main stationary  locally  without  spread  or  growth 
for  many  years. 

ENDOCRINE  DEPENDENCE  OF  THYROID  CARCINOMA 

In  1937  Sir  Thomas  Dunhill  of  London  first  re- 
ported the  response  of  papillary  carcinoma  in 
children  to  large  doses  of  thyroid  extract.  His 
first  patient  was  a 13-year-old  child  who  had  been 
operated  on  for  a papillary  carcinoma  at  the  age 
of  8.  In  1934  the  patient  was  seen  with  a recur- 
rence in  the  neck  and  was  started  on  thyroid.  The? 
mass  disappeared  and  did  not  return.  Twenty- 
two  years  later  the  patient  remained  well.  Dun- 
hill’s  second  patient  was  a 24-year-old  woman  who, 
at  the  age  of  5,  had  been  operated  on  for  cancer  of 
the  thyroid;  she  developed  a massive  recurrence1 
at  age  22  and  was  treated  with  radium  without  re- 
sponse. At  age  24  she  was  started  on  large  doses 
of  thyroid  and  the  recurrence  disappeared.  She 
is  alive  and  well.  In  1939  Dunhill  treated  another 
child  with  papillary  carcinoma  of  the  thyroid  with 
biopsy-proven  cervical  node  metastasis  and  de- 
posits throughout  both  lung  fields.  During  the 
ensuing  years  she  took  thyroid  and  all  deposits  dis- 
appeared from  the  lung  fields;  the  patient  is  mar- 
ried and  has  several  children. 

Dunhill’s  observations  were  overlooked  until 
1954.  Since  that  time  numerous  reporters  have 
cited  their  short  term  experience  with  the  effect 


of  thyroid  extract  on  metastatic  thyroid  cancer.13 
The  most  impressive  responses  to  thyroid  feeding 
have  occurred  in  patients  with  papillary  carci- 
nomas or  their  follicular  variants.  In  a majority 
of  the  reported  cases  of  differentiated  tumors  with 
metastasis,  the  lesions  recede  and  clear,  or  remain 
stationary  if  adequate  doses  of  thyroid  (3-6  gr.), 
or  tri-iodothyronine  (200-300  meg.)  are  given. 
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These  early  reports  may  not  represent  a true 
picture  of  the  expected  results  as  some  observers 
who  have  not  seen  favorable  responses  have  not 
reported  their  experiences.  Trunnell  detected  no 
regression  in  any  of  25  patients  when  the  dosage 
of  thyroid  was  small  and  designed  only  to  main- 
tain the  euthyroid  state.  There  have  been  no  re- 
ported responses  of  the  undifferentiated  tumor  to 
thyroid  therapy. 

It  is  felt  that  the  mechanism  of  action  of  large 
doses  of  thyroid  on  thyroid  malignancies  is  by  sup- 
pression of  the  thyrotrophic  hormone  of  the  pitui- 
tary. It  has  also  been  noted  conversely  that  hypo- 
thyroidism in  the  presence  of  thyroid  carcinoma 
has  activated  the  growth  and  spread  of  the  lesions. 
In  addition  to  the  experimental  data,  there  have 
been  several  clinical  cases  reported  in  which  well 
differentiated  carcinomas,  which  had  remained 
stationary  for  many  years,  after  treatment  with 
radioactive  iodine,  metastasized  widely,  caused 
death,  and  at  autopsy  undifferentiated  cancer  was 
found.  Maloof,  in  discussing  the  effects  of  total 
thyroidectomy  on  15  patients  with  metastatic  can- 
cer of  the  thyroid,  stated  that,  along  with  increased 
uptake  of  Iodine131,  a concomitant  growth  stimu- 
lus was  imparted  to  the  metastases  in  12  cases. 
Crile  has  reported  a case  of  Hurthle-cell  carcinoma 
with  severe  hyperthyroidism  with  pulmonary 
metastases  static  for  several  years.  As  soon  as 
Iodine131  controlled  the  hyperthyroidism,  the  me- 
tastases grew  and  killed  the  patient  in  a few 
months.  In  other  words,  hypothyroidism  is  to  be 
avoided  when  dealing  with  metastatic  thyroid 
cancer. 


15.  Crile,  G.,  Jr.:  The  Endocrine  Dependency  of  Cer- 

tain Thyroid  Cancers  and  the  Danger  That  Hypothy- 
roidism May  Stimulate  Their  Growth,  Cancer  10:  1119, 
Nov. -Dec.  1957. 
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For  these  reasons  it  is  probably  wise  to  treat 
pulmonary  or  osseous  metastasis  of  differentiated 
thyroid  carcinoma  with  large  doses  of  desiccated 
thyroid  and  to  consider  Iodine131  only  if  there  is 
no  suppression  of  the  metastatic  lesions  by  thyroid 
extract. 

CONCLUSIONS 

1.  The  incidence  of  diagnosed  thyroid  carcinoma 
is  increasing. 

2.  Careful  study  of  surgical  specimens  has  shown 
a high  incidence  of  spread  to  regional  lymph  nodes 
and  an  appreciable  incidence  of  transthyroid 
spread  to  the  opposite  lobe. 

3.  To  achieve  better  end  results  in  the  therapy 
of  thyroid  carcinoma,  more  adequate  initial  sur- 
gery, which  has  been  defined,  must  be  performed. 

4.  The  alternative  to  adequate  surgery  is  the 
complete  removal  of  the  primary  thyroid  malig- 
nancy and  the  control  of  the  metastases  by  TSH 


suppression. 

5.  Twenty  to  25  years  must  elapse  before  a 
means  of  treating  differentiated  thyroid  malignan- 
cy can  be  evaluated. 

6.  It  is  possible  that  time  may  ultimately  prove 
that  the  major  factor  in  curability  of  thyroid  car- 
cinoma is  the  biologic  potential  of  an  individual 
tumor,  that  early  surgical  intervention  and  the 
extent  of  resection  of  metastatic  disease  play  sec- 
ondary roles.  Until  this  question  is  settled  I would 
prefer  to  depend  upon  excisional  therapy  for  thy- 
roid cancer  aimed  at  the  total  extirpation  of  the 
disease  than  to  rest  on  local  excision  which  seems 
to  place  a dependence  on  the  long  natural  history 
of  differentiated  thyroid  carcinoma,  such  un- 
knowns as  host  resistance,  and  the  possible  sup- 
pression of  metastatic  disease  with  exogenous  thy- 
roid extract. 

2618  10th  Avenue,  South. 


AN  APPRAISAL  OF  THE  MANAGEMENT  OF 
HIRSCHSPRUNG'S  DISEASE 

ARTHUR  I.  CHENOWETH,  M.  D. 
Birmingham,  Alabama 


It  has  now  been  more  than  a decade  since  the 
pathologic  anatomy  and  physiology  of  congenital 
megacolon  were  clearly  elaborated  and  an  effec- 
tive operation  devised  for  the  relief  of  the  condi- 
tion. It  seems  appropriate,  therefore,  at  this  time 
to  examine  the  results  of  this  operative  procedure 
in  order  to  appraise  its  usefulness  in  the  treatment 
of  the  disease. 

It  was  in  1888  that  Hirschsprung* 1  of  Copenhagen 
published  a paper  entitled  “Constipation  of  the 
Newborn  Because  of  Dilatation  and  Hypertrophy 
of  the  Colon.”  By  this  paper  he  naturally  fo- 
cussed the  attention  of  later  observers  upon  the 
dilated  segment  of  colon  as  the  primary  seat  of  the 
disease.  It  was  more  than  half  a century  later  that 
it  was  clearly  demonstrated,  through  the  contribu- 
tions of  Ehrenpreis,2  Swenson,3  Hiatt4  and  others 


Read  before  the  Association  in  annual  session,  Bir- 
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that  not  the  dilated  but  the  narrow  distal  segment 
is  the  seat  of  the  disease.  This  segment,  incapable 
of  normal  peristaltic  activity,  is  the  site  of  physio- 
logic obstruction.  Whitehouse  and  Kernohan,5  by 
careful  pathologic  studies,  demonstrated  that  the 
morbid  anatomy  was  an  absence  of  the  ganglion 
cells  of  Auerbach’s  plexus  in  this  narrow  distal 
segment. 

Based  upon  these  observations,  Swenson  and  his 
associates,3  working  on  dogs  in  the  experimental 
laboratory,  devised  the  ingenious  operative  pro- 
cedure which  allows  removal  of  the  narrow,  dis- 
eased segment  of  the  lower  colon  or  rectum,  and 
yet  preserves  the  continuity  of  the  lower  enteric 
canal.  The  procedure  is,  in  brief,  an  abdomino- 
perineal resection  of  the  lower  segment  of  the 
colon  and  rectum,  the  proximal  segment  of  colon 
being  anastomosed  to  the  stump  of  the  anus  after 
being  telescoped  through  the  dilated  anal  sphinc- 
ter. 

During  the  early  years  following  Swenson’s  de- 
scription of  the  procedure,  and  Hiatt’s  modifica- 
tion thereof,  many  surgeons  adopted  this  method 
of  management.  Others  were  reluctant  to  em- 
ploy it  for  varying  reasons.  Some  thought  the 
procedure  too  hazardous,  others  feared  loss  of 
sphincteric  control  or  development  of  a stricture. 

5.  Whitehouse,  F.  R.,  and  J.  W.  Kernohan:  The  My- 
enteric Plexus  in  Congenital  Megacolon,  Arch.  Int.  Med. 
82:  75,  1948. 
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Still  others  anticipated  loss  of  sexual  potency  be- 
cause of  interruption  of  the  pelvic  autonomic 
nerves  entailed  by  extensive  pelvic  dissection.  In 
an  attempt  to  avoid  these  potential  objections, 
some  surgeons  continued  to  perform  some  type  of 
limited  transabdominal  method  of  resection.  With 
the  passage  of  time,  however,  progressively  wider 
acceptance  of  Swenson’s  procedure  has  been  not- 
ed. There  remain,  however,  a few  surgeons  and 
pediatricians  who  yet  have  reservations  regarding 
the  procedure.  By  now  a sufficient  number  of 
cases  have  been  reported  to  allow  a fair  evalua- 
tion of  results. 

Wyllie6  of  Great  Britain  has  reported  152  pa- 
tients followed  up  to  10  years,  with  a mortality  of 
4%.  He  reports  7 strictures  but  does  not  state 
whether  there  were  other  patients  who  required 
dilatation  for  a time.  Of  102  patients  operated 
on  more  than  3 years  ago  he  reports  that  61  pa- 
tients are  fully  continent;  28  others  have  good 
control,  meaning  that  they  may  stain  occasionally 
when  the  stool  is  loose;  while  13  patients  have  on- 
ly fair  or  poor  control. 

Swenson7  has  reported  his  series  of  200  cases 
operated  on  since  1948,  and  followed  for  10  years1 
or  less.  He  reports  an  overall  mortality  of  3%. 
Seventy-three  patients  have  been  followed  5 to 
10  years  and  of  these  there  has  been  one  unsatis- 
factory result.  Of  64  patients  followed  2 to  5 
years  there  has  been  one  unsatisfactory  result, 
and  among  52  patients  operated  on  less  than  2 
years  ago,  3 have  results  which  to  date  are  not 
satisfactory — one  has  persistent  constipation  and 
two  have  persistent  diarrhea.  In  the  series  are  8 
men  who  are  now  fathers,  and  6 men  over  20  who, 
though  not  married,  are  known  to  have  no  defect 
of  ejaculation. 

Such  results,  excellent  as  they  are,  are  not 
achieved  lightly,  and  a few  remarks  directed  to, 
this  end  seem  in  order. 

First  of  all  a most  important  factor  in  achieving 
good  results  is  the  proper  selection  of  patients  for 
the  operation.8  Just  as  it  is  true  that  all  chronical- 
ly constipated  children  do  not  have  megacolon, 
so  it  is  also  true  that  all  cases  of  megacolon  are 
not  true  Hirschsprung’s  disease — or  agenesis  of 
the  myenteric  plexus.  True  Hirschsprung’s  dis- 
ease embraces  certain  typical  features:  (1)  a his- 
tory of  constipation  dating  back  to  the  neonatal 


6.  Wyllie,  G.  G.:  The  Course  and  Management  of 

Hirschsprung’s  Disease,  Lancet  1:  847,  1957. 

7.  Swenson,  O.:  Follow-up  on  200  Patients  Treated 

for  Hirschsprung’s  Disease  During  a 10-Year  Period, 
Ann.  Surg.  146:  706,  1957. 

8.  Bill,  A.  H.,  Jr.,  S.  A.  Creighton  and  J.  K.  Stevenson: 
The  Selection  of  Infants  and  Children  for  the  Surgical 
Treatment  of  Hirschsprung’s  Disease,  Surg.,  Gynec.  & 
Obst.  104:  151,  1957. 


period;  (2)  a rectum  which  on  digital  examina- 
tion is  collapsed  and  empty  of  feces — rather  than 
bulbous  and  distended  with  feces;  and  (3)  an 
area  of  narrowing  in  the  colon  or  rectum  demon- 
strable on  barium  enema  carried  out  according  to 
a prescribed  technique.  It  must  be  added,  how- 
ever, that  occasionally  one  of  these  features  may 
be  altered.  When  doubt  as  to  the  diagnosis  exists, 
a rectal  biopsy  performed  under  general  anes- 
thesia is  a simple  procedure  that  will  provide  a 
positive  diagnosis.  The  absence  of  ganglion  cells, 
in  the  myenteric  plexus  establishes  the  diagnosis 
of  Hirschsprung’s  disease. 

Once  the  diagnosis  is  established,  proper  man- 
agement of  the  patient  prior  to  the  definitive  op- 
eration is  another  important  factor  influencing 
the  end  result.  We  now  know  that  the  extensive 
operation  should  not  be  carried  out  in  the  very 
young  infant,  but  that  he  should  be  controlled  by 
conservative  means  until  he  reaches  a weight  of 
25  or  30  pounds,  which  usually  occurs  about  the 
age  of  1 year.  Often  the  infant  can  be  managed 
with  daily  enemas — which  should  always  be  of 
normal  or  half  normal  saline.  It  should  be  point- 
ed out  parenthetically  that  these  infants  may  de- 
velop either  sodium  intoxication  or  water  intoxi- 
cation as  a result  of  enemas.  If,  on  the  other  hand, 
enemas  do  not  control  the  condition,  a colostomy 
is  necessary. 

A word  about  the  actual  operative  procedure  i3 
in  order.  This  is  a tedious,  time-consuming  pro- 
cedure, which,  especially  in  performance  of  the 
anastomosis  between  the  dilated  colon  and  the 
narrow  anal  cuff,  demands  meticulous  care.  Swen- 
son recently  commented  that  he  required  5 or  6 
hours  to  complete  the  entire  procedure.  I think 
his  results,  as  reported  above,  have  been  good  be- 
cause of  the  patience  and  care  which  he  exercises. 

In  a small  group  of  cases  managed  by  the  Swen- 
son procedure,  we  have  had  uniformly  good  ulti- 
mate results.  It  is  most  gratifying  to  see  these 
children,  who  have  never  had  a bowel  movement 
in  their  lives  without  an  enema,  spontaneously 
produce  a stool  on  the  second  or  third  postopera- 
tive day.  A few  of  these  cases  have  been  selected 
to  demonstrate  certain  features  worthy  of  empha- 
sis. 

Case  1:  R.  R.,  diagnosed  at  4 months,  followed 

carefully  with  daily  enemas  until  1 year  of  age. 
Operative  procedure  was  uneventful.  Bowel 
movement  occurred  on  the  2nd  postoperative  day. 
His  only  problem  in  the  6 months  since  operation 
has  been  occasional  diarrhea. 

Case  2:  H.  F.:  This  5-year-old  boy  had  a typi- 

cal history  of  constipation  dating  back  to  early  in- 
fancy. On  physical  examination,  however,  he  pre- 
sented a rectum  distended  with  feces,  a condition 
which,  as  a rule,  is  not  found  in  Hirschsprung’s 
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disease.  However,  because  of  many  other  features 
suggestive  of  the  disease,  he  was  subjected  to 
rectal  biopsy.  The  biopsy  demonstrated  absence 
of  ganglion  cells  and  thus  the  diagnosis  was  estab- 
lished. He  has  done  well  since  operation. 

Case  3:  R.  L.  demonstrates  several  points.  First, 

one  barium  enema  failed  to  show  the  distinctive 
area  of  narrowing  and  serves  to  point  up  the  fact 
that  the  lesion  may  go  unrecognized  unless  special 
technique  is  employed.  Second,  another  barium 
enema  made  much  earlier  had  demonstrated  the 
typical  area  of  narrowing  but  a local  procedure 
had  been  carried  out  on  the  constricted  area  with 
prompt  recurrence  of  symptoms.  Third,  following 
the  Swenson  procedure  a stormy  postoperative 
course  developed  because  of  failure  at  that  time 
to  recognize  the  frequent  coexistence  of  megaure- 
ter and  megacolon — both  due  to  absence  of  gan- 
glion cells  in  the  wall  of  the  involved  viscus.  We 
now  carry  out  routine  intravenous  urograms  on 
every  patient  with  congenital  megacolon. 

Case  4:  D.  O.:  This  is  an  example  of  two  im- 

portant points.  First,  the  condition  is  an  impor- 
tant, though  frequently  overlooked,  cause  of  acute 
intestinal  obstruction  in  the  newborn.  This  fact, 
until  quite  recently,  has  not  been  widely  appre- 
ciated. However,  during  the  years  1957  and  1958 


Figure  1 


several  articles  have  appeared  on  this  subject. 
A second  point  demonstrated  by  this  case  is  the 
location  of  the  point  of  narrowing  in  the  upper 
colon.  The  area  of  ganglion  agenesis  is  not  nec- 
essarily confined  to  the  lower  sigmoid  or  rectum. 
This  particular  defect  is  located  at  the  splenic 
flexure.  Though  the  figure  varies  in  different  se- 
ries, it  is  estimated  that  in  15%  of  cases  the  neuro- 
genic defect  extends  higher  than  the  sigmoid.  The 
defect  has  been  reported  extending  from  the  duo- 
deno-jejunal  junction  to  the  anus.  Two  cases  hav- 
ing involvement  of  the  entire  colon  and  terminal 
ileum  have  been  salvaged  by  Ehrenpreis  and  by 
Dorman  by  primary  ileostomy,  followed  at  the  age 
of  a year  and  a half,  by  ileoanostomy. 


Figure  2 


Case  5:  W.  S.:  This  boy,  the  oldest  in  my 

group,  was  13  at  the  time  of  diagnosis  and  opera- 
tion. When  first  encountered  at  the  age  of  13 
years,  he  was  of  the  size  of  a malnourished  child 
of  6 years.  You  will  note  the  habitus  (figure  1) 
— and  in  the  second  illustration  (figure  2)  the 
striking  change  in  profile  6 months  after  opera- 
tion. Due  to  the  enormous  size  of  the  sigmoid, 
which  literally  was  as  wide  as  the  entire  perito- 
neal cavity,  a preliminary  colostomy  was  neces- 
sary, of  course.  It  is  of  further  interest  to  observe 
that  this  boy,  now  19,  is  well  developed,  fully  con- 
tinent and  sexually  competent! 
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POLYMORPHOUS  LIGHT  ERUPTION  AND  SOLAR 
KERATOSIS  TREATMENT  WITH  8-METHOXYPSORALEN 

R.  L.  BRIER,  M.  D. 

Mobile,  Alabama 


The  drug  8-methoxypsoralen*  has  been  found 
useful  in  the  prevention  of  sunburn1-3  and  for 
treatment  of  vitiligo.4-8  It  seemed  logical  that 
this  compound  would  be  useful  for  such  condi- 
tions as  polymorphous  light  eruption  (sunlight 
sensitivity)  and  early  solar  keratoses. 

Polymorphous  light  eruption  or  solar  sensitivi- 
ty is,  as  the  name  indicates,  a condition  in  which 
a person  becomes  sensitive  to  certain  light  wave- 
lengths of  the  solar  spectrum.  This  condition  is 
seen  more  frequently  in  the  warmer  climates  due 
to  the  strong  sunlight.  Other  drugs  that  are  used 
for  treatment  of  polymorphous  light  eruption  are 
chloroquine,  hydroxychloroquine  sulfate,  and  lo- 
cal sunscreening  agents  as  sunburn  preventive 
creams  that  often  contain  para-aminobenzoic  acid. 

During  the  past  two  years  I have  used  8-meth- 
oxypsoralen  for  nine  cases  of  polymorphous  light 
eruption  and  six  cases  of  solar  keratoses.  The  pa- 
tient should  be  examined  carefully  to  rule  out 
such  conditions  as  porphyria  or  pellagra  and  a 
careful  history  taken  to  rule  out  light  sensitive 
dermatoses  due  to  the  ingestion  of  such  drugs  as 
barbiturates,  sulfonamides,  chlorpromazine,  qui- 
nine and  quinidine. 

The  following  case  illustrates  one  of  the  pa- 
tients treated  for  polymorphous  light  eruption. 
Mr.  T.  P.  R.,  a 52-year-old  white  male  carpenter, 
developed  a skin  eruption  8 years  ago  which  would 
almost  disappear  during  our  mild  winter  months 

*Oxsoralen  capsules,  Paul  B.  Elder  Company,  con- 
taining 10  mg.  8-methoxypsoralen,  were  used  in  this 
study. 

1.  Fitzpatrick,  T.  B.;  Hopkins,  C.  E.;  Blickenstaff,  D. 

D.,  and  Swift,  S.:  Augmented  Pigmentation  and  Other 

Responses  of  Normal  Human  Skin  to  Solar  Radiation 
Following  Oral  Administration  of  8-Methoxypsoralen, 
J.  Invest.  Dermat.  25:  187,  Sept.  1955. 

2.  Lerner,  A.  B.;  Denton,  C.  R.,  and  Fitzpatrick,  T. 
B.:  Clinical  and  Experimental  Studies  with  8-Meth- 
oxypsoralen  in  Vitiligo,  J.  Invest.  Dermat.  20:  299,  April 
1953. 

3.  Lerner,  A.  B.:  Potentiation  of  Sun  Tanning 

Through  Ingestion  of  8-Methoxypsoralen,  J.  Invest. 
Dermat.  25:  1,  July  1955. 

4.  Couperus,  M.:  Ammoidin  (Xanthotoxin)  in  the 

Treatment  of  Vitiligo,  California  Med.  81:  402,  Dec.  1954. 

5.  George,  W.  M.,  and  Burks,  J.  W.,  Jr.:  Treatment 

of  Vitiligo  with  Psoralen  Derivatives,  A.  M.  A.  Arch. 
Dermat.  71:  14,  Jan.  1955. 

6.  Kanof,  N.  B.:  Newer  Knowledge  of  Melanin  Pig- 

mentation and  the  Treatment  of  Melanin  Disturbances 
in  the  Skin,  New  York  J.  Med.  55:  3103,  Nov.  1955. 

7.  Elliott,  J.  A.,  Jr.:  The  Treatment  of  Vitiligo  with 

8-Methoxypsoralen,  South.  M.  J.  49:  691,  July  1956. 

8.  Sheldon,  S.  A.;  Harrell,  E.  R.,  and  Curtis,  A.  C.: 
Results  in  the  Treatment  of  Vitiligo  with  8-Methoxy- 
psoralen,  A.  M.  A.  Arch.  Dermat.  74:  9,  July  1956. 


of  December,  January  and  February  and  recur 
during  the  spring.  The  eruption  would  often  in- 
capacitate the  patient  and  he  had  been  hospital- 
ized on  two  occasions.  The  urine  examination  was 
negative  for  sugar  and  porphyrins.  Physical  ex- 
amination was  negative  except  for  the  skin  erup- 
tion which  showed  small  urticarial  lesions,  pap- 
ules, redness,  scaling  and  evidence  of  scratching 
which  was  almost  limited  to  the  sun  exposed  areas 
of  the  hands,  arms,  neck,  legs  just  above  the  an- 
kles, upper  chest  and  back  (since  the  patient  often 
worked  in  his  undershirt) . He  was  instructed  to 
take  one  8-methoxypsoralen  capsule  before  break- 
fast and  lunch,  and  to  apply  a cream  containing 
para-aminobenzoic  acid  at  these  times.  The  pa- 
tient became  clear  in  one  month.  He  was  seen  on 
a few  more  occasions  with  mild  recurrences.  How- 
ever, he  was  able  to  continue  his  work  with  few 
symptoms. 

Six  cases  of  solar  keratoses  with  the  so-called 
“farmer’s  and  sailor’s”  type  of  skin  have  been 
treated.  One  case  was  Mr.  K.  S.,  a 49-year-old 
white  male  who  worked  for  the  Department  of 
Agriculture.  The  patient  had  a ruddy  complexion 
with  a large  solar  keratosis  on  the  right  forearm 
and  left  temple  with  many  smaller  scaling  kera- 
totic  lesions  on  the  face.  The  two  larger  lesions 
were  anesthetized,  curetted  and  electrodesiccated. 
He  was  instructed  to  take  one  8-methoxypsoralen 
capsule  before  breakfast  and  lunch.  Sixteen  days 
later  the  electrodesiccated  areas  were  healed,  the 
early  keratotic  areas  had  disappeared,  and  the 
skin  was  much  smoother. 

The  patients  in  both  groups  were  instructed  to 
take  one  8-methoxypsoralen  capsule  before  break- 
fast and  lunch  (which  would  give  them  sunlight 
protection  throughout  the  day)  and  eight  patients 
were  also  instructed  to  use  a cream  containing 
para-aminobenzoic  acid  locally.  The  results  of 
the  treatment  of  the  polymorphous  light  eruption 
cases  were  as  follows:  two  cleared,  five  showed 

marked  improvement,  one  moderate  improvement, 
and  one  mild  improvement.  Results  of  treatment 
of  the  solar  keratoses  cases  were  as  follows:  one 
cleared,  one  marked  improvement,  two  moderate 
improvement,  and  one  mild  improvement. 

One  patient  who  gave  a history  of  being  allergic 
to  penicillin  and  sulfa  drugs  developed  nausea 
while  on  the  medication,  and  when  changed  to 
chloroquine  a few  days  later  she  again  developed 
nausea. 

SUMMARY 

8-methoxypsoralen  was  used  in  the  treatment  of 
nine  cases  of  polymorphous  light  eruption  and  six 
cases  of  solar  keratoses.  Results  of  treatment 
were  favorable. 
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HE  WONT  HIRE  HEALTHY  WORKERS 

Henry  Viscardi,  Jr.,  operates  a world  famous 
factory  at  Albertson,  L.  I.,  and  he  attributes  his 
success  to  a frankly  discriminatory  employment 
policy.  He  won’t  hire  a healthy  worker. 

Viscardi  is  president  and  founder  of  Abilities, 
Inc.,  the  factory  run  by  and  for  disabled  people. 
Its  purpose:  to  prove  that  the  disabled  can  reap 
both  medical  and  economic  benefits  from  doing 
active,  useful  work. 

The  company  began  in  an  unfurnished  garage 
with  four  employees  who  had  only  five  usable 
arms  among  them,  only  one  usable  leg.  None  of 
them  had  had  any  experience  in  the  electronic 
work  they  were  trying  to  do;  they  just  waded  in 
on  the  theory  that  “you’ve  got  to  start  somewhere.” 
Today,  7 years  later,  the  company  hires  more  than 
400  people,  does  more  than  2 million  dollars’  worth 
of  business  a year,  and  operates  out  of  a handsome 
new  plant  of  its  own. 

The  employees  include  paraplegics,  epileptics, 
cardiacs,  amputees,  the  blind,  deaf  mutes,  victims 
of  cerebral  palsy,  rheumatoid  arthritis,  multiple 
sclerosis,  polio  and  cancer.  The  case  histories  of 
successful  rehabilitation  include  people  like  these: 

An  armless,  legless  man  is  a foreman  in  the 
plant’s  busy  packaging  department. 

Another  supervisor  works  flat  on  his  back,  from 
a litter.  His  back  and  legs  have  been  fused  as  a 
result  of  spinal  injuries. 

One  employee  suffers  from  dystonia,  a rare  dis- 
order which  destroys  the  sense  of  equilibrium. 
Through  immense  concentration  he  is  able  to  work 
while,  with  flailing  arms  and  legs,  he  fights  a 
constant  battle  to  remain  erect. 

A woman  worker  has  hands  so  afflicted  by  rheu- 
matoid arthritis  that  she  is  not  able  to  flick  a light 
switch,  yet  she  became  proficient  at  delicate,  ex- 
acting tasks  of  electronic  assembly.  Another  wom- 
an, blind  and  deaf,  had  to  overcome  severe  emo- 
tional disturbance  as  well. 

Every  man  and  woman  in  the  plant  is  serious- 
ly disabled,  down  to  the  floorsweeper  and  up  to 
the  boss.  Viscardi  himself  was  born  legless, 
achieved  personal  success  through  long  struggle, 
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then  quit  his  secure,  well-paying  job  to  devote  his 
talents  and  energies  to  a bold  new  idea  in  rehabili- 
tation. 

Viscardi  tells  the  full  story  of  Abilities  in  his 
book  Give  Us  The  Tools.  It  is  published  by  Eriks- 
son-Taplinger  Company. 

Give  Us  The  Tools  is  an  adventure  story — the 
adventure  of  men  fighting  and  winning  the  hard- 
est of  all  battles  against  seemingly  impossible 
odds. 

It  is  also  a story  of  medical  discovery.  Abilities 
has  become  a living  laboratory,  is  producing  ex- 
citing new  evidence  of  what  work  therapy  might 
do  for  thousands  of  people  who  are  now  confined 
to  wheelchairs  or  hospital  wards.  One  study  con- 
ducted at  Abilities,  and  published  recently  in  the 
Journal  of  the  American  Medical  Association, 
showed  that  the  physical  and  emotional  benefits 
of  suitable  employment  far  outweighs  the  risks 
for  many  of  those  who  suffer  from  serious  heart’ 
conditions.  Now  in  progress  are  similar  studies 
covering  other  major  causes  of  disability. 

The  Abilities  program  has  won  warm  endorse- 
ment from  such  an  authority  as  Dr.  Howard  Rusk 
of  the  famous  N.Y.U.-Bellevue  Hospital  rehabili- 
tation center.  The  AMA  has  conferred  on  Viscardi 
a rare  citation  for  distinguished  service.  He  is 
the  second  layman  ever  to  receive  that  medical 
award. 


WARM  SPRINGS  FOUNDATION  EXPANDS 

The  Georgia  Warm  Springs  Foundation  has 
completed  its  expansion  into  broad  new  health 
areas  in  which  skills  gained  in  30  years  of  reha- 
bilitating polio  patients  are  being  applied  to  a wide 
range  of  other  physical  handicaps,  Basil  O’Con- 
nor, president  of  Warm  Springs  Foundation  since 
its  inception  in  1927,  announced  recently. 

Arthritis  patients  are  now  receiving  treatment  at 
Warm  Springs,  along  with  patients  disabled  by 
birth  defects,  amputations  of  arms  or  legs,  trau- 
matic paralysis,  and  other  disabling  neuromuscu- 
lar disorders,  Mr.  O’Connor  said. 

New  patients  include  youths  and  adults  disabled 
by  motorcycle  and  auto  accidents,  farmers  injured 
in  tractor  accidents,  industrial  workers  hurt  in 
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factory  mishaps,  older  men  and  women  suffer- 
ing paralysis  from  strokes,  and  many  others,  he 
said. 

“With  the  advent  of  the  Salk  vaccine  four  years 
ago,  we  began  planning  for  the  day  when  polio 
would  no  longer  require  our  full  attention  and  we 
would  be  able  to  help  many  patients  disabled  from 
other  causes,”  Mr.  O’Connor  reported. 

“As  the  need  for  care  of  the  physical  handicaps) 
caused  by  polio  is  met,  Warm  Springs  Foundation 
is  morally  bound  to  utilize  its  facilities  to  care  for 
the  infinite  number  of  other  problems  that  could 
reasonably  be  expected  to  be  solved  through  the 
training  and  experiences  in  the  care  of  polio,”  he 
said. 

While  each  disease  or  injury  has  its  own  pe- 
culiar problems,  the  basic  principles  of  care  at 
Warm  Springs  Foundation  are  applicable  to  most, 
if  not  all,  physical  handicaps,  he  added. 

“Warm  Springs  has  accepted  these  responsibili- 
ties, not  for  the  selfish  reason  of  continued  exist- 
ence, but  rather  to  assume  its  rightful  place  in  the 
field  of  medical  care  and  education.  We  have 
sought  to  create  for  all  physical  disability  the  same 
philosophy  of  total  care  that  we  have  attempted  to 
develop  for  poliomyelitis,”  he  said. 

More  than  one-fifth  of  all  patients  treated  in 
1958  at  Warm  Springs  were  affected  by  conditions 
other  than  polio  and  the  percentage  figure  is  grow- 
ing steadily  in  1959. 

“However,  polio  is  by  no  means  finished.  There 
still  are  thousands  disabled  by  polio  who  will  need 
further  care.  There  are  millions  who  have  not 
yet  received  the  Salk  vaccine  and  thus  are  still 
susceptible  to  new  polio  attack.  We  know  at  the 
Warm  Springs  Foundation  that  polio  will  contin- 
ue to  be  a big  part  of  our  work  for  years.  Warm 
Springs  was  founded  originally  by  Franklin  D. 
Roosevelt  as  a polio  rehabilitation  center,  and  as 
long  as  there  are  polio  patients  who  seek  treat- 
ment here  Warm  Springs  will  continue  to  receive 
them,”  he  said. 

Mr.  O’Connor  also  is  president  of  The  National 
Foundation,  originally  the  National  Foundation  for 
Infantile  Paralysis,  which  developed  in  1938  as 
an  outgrowth  of  the  Warm  Springs  Foundation. 
The  two  organizations  are  entirely  separate  en- 
tities but  have  worked  closely  together  since  their 
beginnings. 

The  National  Foundation  has  recently  expand- 
ed its  program  to  include  arthritis,  birth  defects, 
virus  diseases  and  disorders  of  the  central  nervous 
system  as  well  as  polio. 


HOSPITAL  ADMISSIONS  IN  1958 

Hospitals  in  the  United  States  cared  for  700,000 
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more  cases  last  year  than  in  1957,  according  to  the 
American  Hospital  Association. 

A total  of  23,697,000  hospital  admissions  was 
reported  in  1958  as  compared  to  22,993,000  in  1957, 
according  to  statistics  which  appeared  in  the 
annual  Guide  Issue  of  Hospitals,  Journal  of  the 
Association.  The  information  was  compiled  from 
questionnaires  received  from  6,786  hospitals  in 
the  continental  United  States. 

Births  reported  by  the  hospitals  reached  an  all- 
time  high  of  3,742,000  babies  born  in  1958.  Each 
day  last  year  there  were  more  than  1,300,000  pa- 
tients and  48,000  newborn  babies  in  hospitals. 

The  hospitals  reported  total  expenses  of  $7,133,- 

493.000,  of  which  $4,660,191,000  was  for  payroll. 
Total  assets  for  all  hospitals  amounted  to  $15,470,- 

017.000.  The  hospitals  employed  1,464,829  people 
in  1958,  an  average  of  111  per  100  patients,  as 
compared  with  107  in  1957.  This  ratio  ranged  from 
224  employees  per  100  patients  in  voluntary  short- 
term  hospitals  to  34  per  100  patients  in  nonfederal 
psychiatric  hospitals. 

The  voluntary  short-term  hospitals  cared  for 
15,825,136  cases;  the  average  patient  stay  in  these 
hospitals  was  7.4  days.  An  average  of  $29.24  a 
day  was  spent  by  these  hospitals  for  the  care  of 
each  patient,  an  increase  of  $2.43  over  1957. 

Patients  in  voluntary  short-term  hospitals  paid 
an  average  of  $1.28  a day  less  than  it  cost  to  care 
for  them.  Total  income  from  patients  in  these 
voluntary  hospitals  in  1958  was  $3,277,242,000, 
while  expenses  were  $3,426,520,000.  Patient  in- 
come made  up  92.6  per  cent  of  the  total  income  of 
all  these  hospitals  in  1958,  as  compared  with  91.2 
per  cent  in  1957.  The  balance  came  from  contri- 
butions, grants  and  income  from  such  sources  as 
endowments. 

The  average  expenditure  per  day  in  1958  for 
each  patient  in  the  nation’s  federal  psychiatric 
hospitals  was  $10.61.  In  the  voluntary  psychiatric 
hospitals  the  average  expense  per  patient  day  was 
$16.35;  in  the  proprietary  psychiatric  hospitals, 
$17.66;  and  in  the  state  and  local  governmental 
psychiatric  hospitals,  $4.11.  The  expenses  in  all 
these  hospitals  are  higher  than  in  1957. 

Other  facts  released  by  the  Association  were: 

More  than  277,000  professional  nurses  worked 
full-time  in  hospitals  in  1958.  This  included  over 
236,000  nurses  as  hospital  employees  and  more 
than  41,000  private  duty  nurses.  In  addition,  al- 
most 65,000  professional  nurses  served  in  hospitals 
on  a part-time  basis. 

More  than  half  of  all  U.  S.  hospitals  were  volun- 
tary nonprofit  hospitals  operated  by  churches  and 
nonprofit  associations.  Fifteen  per  cent  were 
proprietary  and  33  per  cent  were  operated  by 
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agencies  of  federal,  state,  or  local  government. 
The  federal  hospitals  represented  a little  more 
than  six  per  cent  of  all  hospitals. 

Short-term  hospitals  cared  for  96  per  cent  of 
the  total  admissions  while  long-term  hospitals 
received  four  per  cent.  However,  63  per  cent  of 
the  patients  in  hospitals  each  day  were  in  the 
long-term  hospitals. 

Of  all  hospitals  with  25  beds  or  more,  58  per 
cent  were  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  In  the  non-federal 
short-term  hospitals  of  the  size,  61  per  cent  were 
accredited;  while  in  the  voluntary  hospitals  of  the 
short-term  group  73  per  cent  were  accredited,  with 
100  per  cent  accreditation  in  the  hospitals  with  300 
beds  or  more. 

Hospitals  reporting  included  1,287  in  large  met- 
ropolitan areas  of  one  million  or  more  population; 
1,555  in  small  metropolitan  areas  having  between 
50,000  and  one  million  persons;  and  3,944  in  non- 
metropolitan areas  of  less  than  50,000  persons. 
Over  78  per  cent  of  all  listed  hospitals  are  mem- 
bers of  the  American  Hospital  Association. 


AMERICAN  FRACTURE  ASSOCIATION 

The  American  Fracture  Association  will  hold 
its  20th  annual  meeting  at  the  Roosevelt  Hotel, 
New  Orleans,  November  1-4,  1959.  Dr.  Elias  Kai- 
ser of  Montgomery  is  general  chairman  of  the 
meeting,  and  other  participants  from  Alabama 
will  be  Drs.  Howard  J.  Goldstein,  Montgomery, 
and  Benjamin  Meyer-,  Birmingham. 

For  ladies  attending  the  convention  there  will 
be  a bus  tour,  with  luncheon  at  the  famous  Beach 
House  on  November  2nd. 

Ample  time  will  be  available  for  individually 
planned  tours,  shopping  and  gourmet  experiences. 
The  November  climate  in  New  Orleans  is  pleas- 
antly temperate. 

Reservations  should  be  made  directly  with  the 
hotel. 


AM.  BD.  OF  OBSTETRICS  AND  GYNECOLOGY 

The  next  scheduled  examination  (Part  1),  writ- 
ten, and  review  of  case  histories  for  all  candidates 
will  be  held  in  various  cities  of  the  United  States, 
Canada,  and  military  centers  outside  the  Conti- 
nental United  States,  on  Friday,  January  15,  1960. 
Candidates  must  submit  case  reports  to  the  office 
of  the  Secretary  within  thirty  days  of  being  noti- 
fied of  their  eligibility  to  Part  1. 

Current  Bulletins  may  be  obtained  by  writing 
to  Robert  L.  Faulkner,  M.  D.,  Executive  Secretary, 
2105  Adelbert  Road,  Cleveland  6,  Ohio. 


Speech  Training  Begins  on  First  Day  of  Life — A baby’s 
desire  to  speak  can  be  awakened  as  early  as  the  fifth 
week  of  life,  according  to  a New  York  speech  expert. 

Writing  in  the  September  Today’s  Health,  published 
by  the  American  Medical  Association,  Flora  Rheta 
Schreiber  said  parents  can  and  should  get  their  child 
ready  for  good  speech  long  before  he  speaks  his  first 
words. 

They  should  begin  on  the  first  day  of  the  baby’s  life, 
when  the  mother’s  arms,  the  softness  of  her  voice,  the 
aura  she  creates  set  the  stage  for  the  child’s  future  men- 
tal health  and  his  successful  speech  and  language  de- 
velopment. 

To  learn  to  speak,  a child  must  have  an  appreciative 
audience.  If  the  mother  responds  to  the  sounds  the  baby 
makes,  his  desire  to  speak  will  be  awakened  in  the  first 
few  weeks  of  life. 

During  the  first  months,  the  mother  must  give  her 
child  assurance  through  the  tone  of  her  voice.  When 
she  feeds  him,  she  might  say  “dogs  say  bow-wow  . . .” 
Or  she  can  just  coo.  The  words  mean  nothing,  but  the 
sound  of  the  mother’s  voice  means  a great  deal,  Miss 
Schreiber  said. 

As  the  child  begins  to  babble,  parents  should  recognize 
this  as  a rehearsal  for  true  speech  and  they  should  bab- 
ble with  him,  the  author  said. 

“Babble  anything  during  these  first  seven  months; 
it’s  not  the  sense  that  counts,  but  only  the  sound  of  love,” 
she  said. 

Between  six  and  nine  months,  when  the  baby  begins 
to  reach  for  a cup  or  a toy,  the  parent  should  babble  its 
chief  sound  and  follow  it  with  the  name.  If  the  baby 
reaches  for  a ball,  first  say  “awl,”  then  “ball,”  Miss 
Schreiber  said. 

By  the  ninth  month,  the  baby  may  be  starting  to 
mimic  the  words  he  hears.  Then  the  parent  should  be- 
gin to  talk  real  words  to  him — words  that  are  short  and 
contain  sounds  he  can  easily  form. 

Between  nine  and  12  months,  when  the  baby  begins 
to  stand  and  poke  around,  name  each  object  as  he 
touches  it  and  encourage  him  to  make  sounds,  she  said. 
Awaken  his  sense  of  rhythm  by  getting  him  to  move  to 
the  tick-tock  of  a clock  or  to  music. 

As  the  child  enters  his  second  year,  he  should  be  giv- 
en many  opportunities  to  see  the  connection  between 
things  and  experiences  and  the  words  for  them. 

“Give  him  new  words  in  a relaxed  manner.  Make 
speaking  the  most  natural  thing  in  the  world.  At  12-15 
months  there  is  a speed-up  of  words;  at  15-18  months 
a slow-up  replaced  by  a grasping  of  meanings,  and  after 
18  months  there’s  another  speed-up,”  she  said. 

When  a child  searches  for  a new  word,  accept  the 
search  as  even  more  important  than  the  word  itself.  In 
this  way,  his  assurance  is  built.  A child  gets  excited 
about  new  words  if  he  has  been  stimulated  to  do  so  and 
if  he  has  been  provided  with  a motive  for  speaking,  she 
said. 

If  the  early  months  have  been  used  to  stimulate  a, 
child  to  talk,  he  will  start  speaking  his  first  sentence 
between  12  and  27  months.  By  three  years  he  will  be 
going  great  guns,  chattering  all  the  time,  Miss  Schrei- 
ber said. 
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EIGHTY  YEARS  AGO 

HE  State  Board  of  Censors  rendered  its  sixth 
annual  report  to  the  Association  in  session  in 
Selma,  April  8,  9,  10  and  11,  1879.  In  it  were 
contained  historic  references  of  great  significance 
worthy  of  recording  again  for  today’s  readers  of 
the  Journal.  Said  the  Board: 

“In  the  beginning  of  our  Sixth  Annual  Report, 
it  affords  us  pleasure  to  be  able  to  congratulate 
the  Association  on  its  continued  and  increasing 
prosperity.  We  entered  upon  a new  career,  very 
different  from  any  known  before  in  our  history 
as  an  Association,  with  the  adoption  of  what  is 
known  amongst  us  as  the  New  Constitution,  a 
constitution  which  has  committed  us  to  a plan  of 
organization  and  action  not  only  previously  un- 
heard of  in  Alabama  but  unlike  anything  else 
that  we  know  of  in  the  way  of  medical  organiza- 
tion any  where  in  the  world.  The  more  this  plan 
has  been  put  to  the  test  by  the  onward  march  of 
events,  the  more  it  has  given  proof  of  its  adapta- 
tion to  changing  circumstances,  and  of  the  far- 
reaching  wisdom  of  its  fundamental  conceptions. 
In  1875,  by  the  ‘Act  Establishing  Boards  of  Health 
in  the  State  of  Alabama,’  we  were  called  upon  by 
the  State  to  undertake  the  administration  of  a 
complex  system  of  sanitary  organizations,  to  con- 
sist, when  completed,  of  a local  board  of  health 
in  every  county  and  in  every  city,  all  under  the 
general  management  of  this  Association  acting 
as  a State  Board  of  Health. 

“Again,  in  1877,  the  State  gave  evidence  of  her 
confidence  in  our  stability  and  trustworthiness 
by  the  passage  in  the  General  Assembly  of  the 
famous  ‘Act  to  Regulate  the  Practice  of  Medicine 
in  the  State  of  Alabama,’  the  first  law  ever  enact- 
ed by  any  State  of  the  American  Union  which  em- 
powers the  medical  profession  itself  to  prescribe 
the  terms  of  admission  into  its  own  ranks,  and 
the  character  of  the  qualifications  necessary  to 
obtain  the  right  to  practice  medicine  in  the  State. 
In  the  session  of  the  General  Assembly  which  ad- 
journed only  a few  weeks  ago,  the  State  has  again 
shown  her  high  appreciation  of  this  Association  by 
appropriating,  in  the  ‘Act  to  Carry  into  Effect  the 
Health  Laws  of  the  State,’  the  sum  of  three  thous- 
and dollars  a year,  for  the  uses  of  this  Association 


in  its  capacity  of  State  Board  of  Health;  and  in  a 
spirit  of  generous  confidence  in  us,  which  we  be- 
lieve will  prove  to  be  as  wise  as  it  is  generous,  has 
left  the  details  of  its  expenditure  to  our  discretion. 

“We  have  made  this  rapid  enumeration  of  our 
legal  privileges  and  powers  with  the  view  of  im- 
pressing upon  our  Counsellors  and  Delegates  and 
widely  scattered  membership  the  character  and 
magnitude  of  the  responsibilities  which  attach 
themselves  to  our  organization,  and  which  we  can- 
not afford  to  forget,  or  to  neglect,  or  to  value  light- 
ly. Let  us  prove  ourselves  equal  to  our  fortune. 
Let  us  prove  ourselves  worthy  of  our  mission. 
There  is  but  one  way  to  do  this;  but  that  way  is 
sure  and  easily  understood.  It  is  to  do  our  duty 
bravely,  justly,  laboriously,  and  unshrinkingly.  If 
we  do  this,  we  can  look  the  busy  present  in  the 
face  without  shame;  and  need  not  fear  the  verdict 
of  the  great  future.”  Alabama’s  medical  organi- 
zation is  unique  and  because  of  its  uniqueness, 
brought  about  by  the  soundness  of  its  conception, 
has  merited  widespread  praise. 

In  his  Message  to  the  Association  in  1879,  Dr. 
Robert  Dickens  Webb  of  Livingston  said:  “In  a 

republican  form  of  government  like  ours,  where 
the  people  are  supreme,  no  great  reform  can  be 
carried  out  without  educating  the  public  mind  to 
a proper  appreciation  of  the  object  to  be  attained. 

“Here  our  Association  has  a lever  of  great  power, 
to  be  used  as  a means  for  procuring  proper  legis- 
lation,” to  conform  to  the  axiom  of  Dr.  Jerome 
Cochran  who  said:  “We  ought  to  make  it  an  in- 

flexible rule  never  to  seek  to  influence  the  enact- 
ment of  laws  that  are  for  our  exclusive  benefit. 
Let  us  ask  nothing  of  the  General  Assembly  which 
is  not  quite  as  much  for  the  advantage  of  the  gen- 
eral public  as  for  the  profession  of  medicine.” 

On  that  rock  Alabama’s  profession  has  stood 
throughout  the  years — a rock  in  which  there  has- 
been  no  variableness  nor  shadow  that  is  cast  by 
turning. 
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Joint  Council  for 
Aging  Formed 

Representatives  of  the  medical,  dental  and  nurs- 
ing professions  met  at  the  State  Medical  Associa- 
tion Building  in  Montgomery  recently  and  formed 
a Joint  Council  to  Improve  the  Health  Care  of 
the  Aged. 

Meeting  with  Dr.  J.  J.  Kirschenfeld,  Chairman 
of  the  Association’s  Committee  on  Aging,  were 
Miss  Catherine  Corley,  Nurses’  Association  and 
Drs.  Max  Brantley,  Leon  P.  Geary,  and  Thomas 
W.  Jones  of  the  Dental  Association. 

In  his  introductory  remarks,  Dr.  Kirschenfeld 
said  a national  organization  composed  of  the 
American  Medical  Association,  American  Dental 
Association,  American  Hospital  Association, 
American  Nurses’  Association,  and  the  American 
Nursing  Home  Association  was  formed  on  the 
initiative  of  the  American  Medical  Association’s 
Committee  on  Aging  several  years  ago.  The  na- 
tional organization,  he  pointed  out,  has  urged  each 
state  to  form  a similar  council. 

Dr.  Kirschenfeld  explained  to  the  group  how 
such  joint  councils  have  been  organized  in  other 
states  for  the  purpose  of  seeking  public  accept- 
ance of  a proper  perspective  toward  older  citi- 
zens, to  promote  health  maintenance  and  restora- 
tive services,  to  encourage  the  training  of  person- 
nel and  the  development  of  facilities  for  the  care 
of  the  aged,  to  cooperate  in  developing  communi- 
ty programs  for  senior  citizens,  to  expand  medical 
and  socio-economic  research  in  reference  to  aging 
and  the  aged,  and  to  improve  methods  of  financing 
health  care  for  the  aged.  The  overall  function  of 
a joint  council,  he  continued,  would  be  to  act  as  a 
clearing  house  for  all  of  the  efforts  of  the  various 
medical  and  allied  groups  in  their  attack  on  this, 
problem. 

Dr.  Kirschenfeld  reported  that  Mr.  Alvin  T. 
Prestwood,  Commissioner  of  Pensions  and  Securi- 
ty, had  been  appointed  by  Governor  Patterson  to 
establish  a State  Advisory  Committee  on  Aging 
for  planning  Alabama’s  participation  in  the  1961 
White  House  Conference  on  Aging,  and  that  Mr. 
Prestwood  is  presently  seeking  members  for  his 
advisory  group. 

The  problem  of  aging  has  become  an  important 
one,  Dr.  Kirschenfeld  said,  because  the  percentage 


of  our  population  65  and  over  has  increased  from 
four  per  cent  in  1900  to  nine  per  cent  in  1959,  and 
will  reach  twenty  per  cent  by  1970.  Today,  he  con- 
tinued, the  life  expectancy  for  the  male  after  he 
reaches  the  age  of  sixty-five  is  thirteen  years,  for 
the  female  it  is  fifteen  and  one-half  years,  and 
that  a married  female  can  expect  to  be  a widow  for 
ten  years.  He  also  stated  that  three-fifths  of  the 
aged  population  have  an  income  of  less  than  a 
thousand  dollars  per  year,  and  that  one-third  of 
them  work. 

Dr.  Kirschenfeld  then  discussed  the  impact  of 
the  Forand  Bill  and  the  Senate  Labor  Committee 
hearings  on  aging. 

Following  this  discussion,  Dr.  Kirschenfeld  rec- 
ommended that  a committee  similar  to  the  State 
Medical  Association’s  Committee  on  Aging  be 
established  within  the  respective  associations  and 
that  one  person  from  such  committee  represent 
that  association  at  the  Joint  Council  meetings.  The 
group  passed  the  recommendation  and  unanimous- 
ly elected  Dr.  Kirschenfeld  chairman  of  the  coun- 
cil. 

The  newly  formed  council  then  adopted  the  fol- 
lowing program:  1)  Determine  what  each  associa- 
tion is  doing  in  the  regards  to  the  problem.  2)  Co- 
ordinate the  programs  of  each  of  these  associa- 
tions so  there  would  be  no  overlapping.  3)  Stimu- 
late a more  realistic  and  practical  attitude  towards 
the  problem  of  aging  in  each  component  organi- 
zation. 4)  Stimulate  a more  realistic  attitude  on 
the  part  of  the  public  with  proper  news  releases 
and  guest  speakers.  5)  Cooperate  with  manage- 
ment and  labor  in  the  development  of  a more  real- 
istic view  towards  retirement. 

The  Joint  Council  voted  to  hold  meetings  quar- 
terly, and  the  next  meeting  of  the  new  organiza- 
tion will  be  held  on  November  19  at  2:00  P.  M.  in 
the  Medical  Association’s  Building  in  Montgom- 
ery. 


The  Medical  Practice  Act 

The  four  bills  dealing  with  the  Medical  Practice 
Act  were  signed  by  Governor  John  Patterson  on 
August  26,  and  they  will  become  effective  on  Jan- 
uary 1,  1960.  The  new  reading  of  the  Medical 
Practice  Act,  as  amended  by  the  state  legislature, 
is  printed  below  to  inform  you  of  the  new  changes 
in  the  Medical  Practice  Act. 
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ALABAMA’S  MEDICAL  PRACTICE  ACT 

(Sections  258-289,  1940  Code,  As  Amended) 

(Title  46) 

Sec.  258.  Board  of  medical  examiners. — The  board  of 
censors  of  the  Medical  Association  of  the  State  of  Ala- 
bama, as  constituted  under  the  laws  now  in  force,  or 
which  may  hereafter  be  in  force,  is  constituted  a state 
board  of  medical  examiners  and  is  charged  with  the 
duties  and  clothed  with  the  powers  hereinafter  pre- 
scribed. 

Section  259.  Branches  of  learning  examined  upon. — 
An  applicant  for  a certificate  of  qualification  to  prac- 
tice medicine  or  osteopathy  in  this  state  shall  be  ex- 
amined in  writing,  by  the  state  board  of  medical  exami- 
ners, in  the  following  branches  of  medical  learning,  to- 
wit:  General  medicine,  surgery,  obstetrics,  gynecology, 

preventive  medicine  and  jurisprudence;  and  such  oth- 
er branches  as  the  board  may  require.  All  applicants 
coming  before  the  board  for  examination  must  present 
a certificate  issued  by  the  board  of  examiners  in  the 
basic  sciences  and  a diploma  showing  graduation  from 
a medical  college  approved  by  the  state  board  of  medi- 
cal examiners  or  a college  of  osteopathy  approved  by 
the  state  board  of  medical  examiners.  If  said  applicant 
shall  obtain  an  average  of  seventy-five  per  cent  in  the 
branches  set  forth  herein,  and  all  other  branches  where- 
in the  board  requires  an  examination,  there  shall  be 
issued  to  the  state  licensing  board  for  the  healing  arts 
a certificate  of  qualification  in  behalf  of  said  applicant, 
which  shall  entitle  said  applicant  to  apply  to  the  said 
board  for  license  to  practice  medicine  or  osteopathy  in 
Alabama;  and  no  person  shall  practice  medicine  or 
osteopathy  unless  and  until  such  person  shall  have  ob- 
tained a license  and  a certificate  of  registration  from 
the  state  licensing  board  for  the  healing  arts. 

In  the  case  of  applicants  who  are  to  diagnose  only  lo- 
cal ailments  of  the  human  foot  and  to  treat  such  ailments 
only  locally,  extending  treatment  no  deeper  than  the 
true  skin  and  using  only  local  anesthetics  in  connec- 
tion with  such  treatments,  such  applicants  need  possess 
only  such  qualifications  and  submit  to  such  examina- 
tions only  as,  in  the  judgment  of  the  state  board  of  med- 
ical examiners,  are  necessary  for  the  protection  of  the 
public  health,  safety,  and  morals  and  as  are  prescribed 
by  said  board  in  regulations  duly  promulgated.  Said 
examinations  shall  embrace  the  anatomy  and  physiology 
of  the  foot;  the  diagnosis  and  treatment  of  diseases  and 
ailments  of  the  foot;  asepsis;  antisepsis;  therapeutics 
and  clinical  chiropody.  On  proof  of  possessing  such 
qualifications  and  on  passing  such  an  examination, 
either  before  the  state  board  of  medical  examiners  or 
before  an  examiner  or  examiners  appointed  by  it,  and 
selected  from  the  membership  of  the  Alabama  associa- 
tion of  chiropodists  to  the  satisfaction  of  said  board  of 
medical  examiners,  there  shall  be  issued  to  the  state  li- 
censing board  for  the  healing  arts  a certificate  of  quali- 
fication in  behalf  of  said  applicant  which  shall  entitle 
said  applicant  to  apply  to  said  board  for  license  to  prac- 
tice as  a chiropodist  qualified  to  diagnose  and  treat  lo- 
cal ailments  of  the  human  foot,  but  only  by  local  treat- 
ment extending  no  deeper  than  the  true  skin  and  using 
only  local  anesthetics  in  connection  with  such  treat- 
ment. No  person  shall  practice  chiropody  unless  and 
until  such  person  shall  have  obtained  a license  and  a 
certificate  of  registration  from  the  state  licensing  board 
for  the  healing  arts. 

Section  260.  Application  for  examination  for  certifi- 
cate of  qualification. — An  applicant  shall,  before  being 
permitted  to  enter  upon  an  examination,  fill  out  an 
application  blank,  giving  his  name,  age,  residence,  col- 
lege and  date  of  graduation,  references,  and  such  other 


data  as  the  state  board  of  medical  examiners  may  re- 
quire. The  applicant  shall  make  affidavit  that  he  is  the 
person  he  represents  himself  to  be,  and  that  he  will 
faithfully  observe  all  rules  governing  the  examination. 
Any  member  of  the  state  board  of  medical  examiners, 
or  the  supervisors  of  examinations  appointed  by  said 
board,  may  administer  the  oath  prescribed.  The  board 
shall  have  the  right  to  refuse  to  examine  a person  whose 
reputation  is  such  as  to  render  him  unworthy  of  mem- 
bership in  the  medical  profession. 

Section  261.  Practicing  medicine,  osteopathy  or  chi- 
ropody without  license;  penalty  for. — Any  person  who 
practices  medicine,  osteopathy,  or  chiropody,  or  offers 
to  do  so  in  this  state,  without  a certificate  of  qualifica- 
tion having  been  issued  in  his  behalf  by  the  state  board 
of  medical  examiners  and  without  a license  and  certifi- 
cate of  registration  from  the  state  licensing  board  for 
the  healing  arts,  shall  be  guilty  of  a misdemeanor,  and, 
upon  conviction,  shall  be  fined  for  each  offense  not  less 
than  fifty  nor  more  than  five  hundred  dollars,  and  may 
be  imprisoned  in  the  county  jail  for  not  less  than  one 
month  nor  more  than  three  months.  And  where  indict- 
ments are  preferred  by  a grand  jury,  such  cases  shall 
only  be  tried  in  the  court  wherein  the  indictment  is 
preferred  and  shall  not  be  transferred  to  any  other 
court. 

Section  262.  Other  examinations  allowed  on  failure. 
— When  an  applicant  fails  to  attain  the  standard  of  pro- 
ficiency prescribed  herein  his  examination  shall  be 
deemed  unsuccessful;  however,  such  applicant  shall  be 
entitled  to  one  other  examination  at  any  time  after  the 
expiration  of  six  months  from  the  date  of  the  pre- 
ceding examination.  Subsequent  examinations  shall  be 
contingent  upon  proof  of  further  study  approved  by  the 
board  of  medical  examiners. 

Section  263.  Board  of  medical  examiners , reciprocal 
with  those  of  other  states. — (a)  The  state  board  of  medi- 
cal examiners  may  establish  reciprocal  relations  with 
similar  boards  of  other  states  in  reference  to  the  issuance 
of  certificates  of  qualification,  provided  that  such  re- 
ciprocal relations  shall  not  be  established  with  a board 
of  examiners  of  any  state  that  does  not  require  exami- 
nation upon  substantially  the  same  branches  of  medical 
learning  as  those  enumerated  in  section  259  of  this  ti- 
tle, and  does  not  maintain  a standard  of  proficiency  at 
least  equal  to  that  maintained  by  the  board  of  medical 
examiners  of  this  state.  When  such  reciprocal  relations 
have  been  established,  a certificate  of  qualification  may 
be  issued  without  examination  in  behalf  of  a person 
who  presents  evidence  that  he  has  complied  with  the 
requirements  of  a reciprocating  state  board. 

(b)  The  state  board  of  medical  examiners  may  issue 
a certificate  of  qualification  without  examination  in 
behalf  of  a person  who  presents  evidence  that  he  has 
complied  with  the  requirements  of  the  appropriate  state 
board  of  examiners  of  another  state,  provided  that  such 
board  of  that  state  requires  examinationn  upon  sub- 
stantially the  same  branches  of  medical  learning  as 
those  enumerated  in  section  259  of  this  title  and  main- 
tains a standard  of  proficiency  at  least  equal  to  that 
maintained  by  the  state  board  of  medical  examiners  of 
this  state,  whether  it  has  established  reciprocal  relations 
with  the  appropriate  board  of  examiners  of  such  state 
or  not. 

(c)  On  the  face  of  any  certificate  of  qualification  is- 
sued in  accordance  with  the  provisions  of  this  section  a 
statement  shall  appear  that  it  was  issued  pro  forma  and 
without  examination. 

(d)  Any  certificate  of  qualification  heretofore  is- 
sued by  the  state  board  of  medical  examiners  under  the 
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provisions  of  this  section  is  hereby  validated,  ratified, 
and  confirmed,  provided  such  certificate  could  have 
been  issued  under  said  section  as  the  same  now  reads. 

(e)  No  person  in  whose  behalf  a reciprocal  or  pro 
forma  certificate  of  qualification  has  been  issued  shall 
practice  in  this  state  unless  and  until  he  shall  have  ob- 
tained a license  and  certificate  of  registration  from  the 
state  licensing  board  for  the  healing  arts. 

Section  264.  Physicians  of  adjoining  states;  regula- 
tions as  to  practice  in  this  state. — A physician  who  re- 
sides in  an  adjoining  state,  near  the  border  of  this  state, 
shall  be  allowed  the  privilege  of  practicing  in  any  coun- 
ty of  this  state  into  which  his  practice  may  extend  with- 
out examination,  if  he  holds  a certificate  of  qualification 
from  his  own  state  board  of  medical  examiners  and 
causes  said  certificate  to  be  placed  on  record  in  the  of- 
fice of  the  judge  of  probate  of  the  county  or  counties 
in  this  state  into  which  his  practice  extends,  but  he 
shall  not  open  an  office  or  establish  a place  in  this 
state  at  which  calls  may  be  left  for  him.  A similar 
privilege  shall  be  accorded  to  a licensed  physician  of 
any  state  who  may  be  called  into  this  state  in  consulta- 
tion with  a physician,  except  that  such  consulting  phy- 
sician shall  not  be  required  to  place  his  certificate  of 
qualification  on  record. 

Section  265.  Certain  certificates  issued  without  ex- 
amination.— The  state  board  of  medical  examiners  may 
issue  in  behalf  of  a commissioned  officer  of  the  Medical 
Corps  of  the  Army,  the  Navy,  the  Air  Force,  or  the  Pub- 
lic Health  Service  of  the  United  States  a certificate  of 
qualification  without  examination,  provided  that  such 
commissioned  officer  presents  to  said  board  a commis- 
sion or  other  satisfactory  evidence  showing  that  he  is 
such  medical  officer;  and  may  issue  a certificate  of 
qualification  without  examination  in  behalf  of  any  one 
filing  a certificate  of  proficiency  issued  by  a national 
examining  board  accepted  and  approved  by  the  board 
of  medical  examiners;  but  upon  the  face  of  the  certifi- 
cate so  issued  it  shall  appear  that  the  certificate  was 
issued  pro  forma  and  without  examination. 

Section  266.  Suspending  or  revoking  certificate  of 
qualification  to  practice  medicine. — The  state  board  of 
medical  examiners  may  suspend  or  revoke  the  certifi- 
cate of  qualification  of  a physician,  osteopath  or  chirop- 
odist for  any  of  the  following:  Using  spirituous,  vinous, 

or  malt  liquors,  or  morphine,  opium,  cocaine,  or  other 
stimulants  or  narcotics  to  such  an  extent  as  to  render 
him  unsafe  or  unreliable  as  a practitioner.  Being  guil- 
ty of  gross  immorality  that  would  tend  to  bring  re- 
proach upon  his  profession.  Being  guilty  of  unpro- 
fessional conduct  of  a character  likely  to  deceive,  de- 
fraud or  injure  the  public  in  matters  pertaining  to 
health.  Advertising  himself  or  his  practice,  whether 
through  newspapers  or  other  periodicals,  or  by  circu- 
lars, or  otherwise,  in  such  manner  as  tends  to  mislead 
or  deceive  the  public  in  matters  pertaining  to  health. 
Inducing  or  aiding  in  inducing  or  attempting  or  aiding 
in  an  attempt  to  induce  a criminal  abortion  or  a crimi- 
nal miscarriage  or  a criminal  premature  delivery  of  a 
woman,  provided  that  the  inducing  or  aiding  in  induc- 
ing an  abortion,  or  a miscarriage  or  a premature  de- 
livery of  a woman  when  done  for  the  purpose  of  sav- 
ing her  life,  shall  not  be  deemed  criminal,  but  before 
resorting  to  any  of  said  methods  of  saving  a woman’s 
life  the  attending  physician  shall  use  diligence  to  ob- 
tain the  advice  and  help  of  one  or  more  consulting  phy- 
sicians. Being  convicted  in  any  court  anywhere  of  any 
offense  involving  moral  turpitude,  or  for  violating  any 
federal  statute  regulating  the  use  or  disposition  of  nar- 
cotics, whether  committed  under  color  of  his  profes- 
sional duty,  or  connected  therewith,  or  not.  The  board 


may  also  suspend  or  revoke  the  certificate  of  qualifica- 
tion issued  by  it  if  the  person  in  reference  to  whom 
said  certificate  was  issued  is  found  by  the  board  to  be 
mentally  incompetent  to  a degree  and  of  a character 
which  renders  such  person  unsafe  or  unreliable  as  a 
practitioner. 

Whenever  a certificate  of  qualification  has  been  sus- 
pended or  revoked,  the  state  licensing  board  for  the 
healing  arts  shall  be  so  advised. 

Section  267.  Investigation  as  to  revocation  of  certifi- 
cate of  qualification. — Whenever  written  complaint  is 
made  to  the  state  board  of  medical  examiners  that  a 
physician,  osteopath  or  chiropodist  has  committed  any 
of  the  acts  or  come  within  any  of  the  disabilities  enum- 
erated in  the  preceding  section,  the  board  shall  hear  and 
determine  said  complaint;  the  said  hearing  to  be  held 
in  the  office  of  the  state  board  of  health  in  Montgom- 
ery, Alabama.  The  person  whose  qualification  is  under 
consideration  shall  have  not  less  than  twenty  days’ 
written  notice  of  the  time  and  place  of  the  initial  hear- 
ing, which  notice  shall  be  accompanied  by  a copy  of  the 
complaint.  Said  notice  may  be  served  by  any  sheriff  of 
the  State  of  Alabama  or  by  any  member  of  the  profes- 
sional association  of  the  person  charged,  and  if  served 
by  a member  of  said  association,  the  return  of  service 
shall  be  sworn  to  by  said  member  before  some  officer 
authorized  to  administer  oaths.  If  said  person  is  out 
of  the  state  or  evades  service  or  cannot  be  served  in 
person,  then  the  service  may  be  made  by  mailing  a 
copy  of  the  complaint  and  of  the  notice  to  said  person  at 
his  last  known  post  office  address  in  this  state,  and  the 
return  shall  show  that  service  has  been  made  in  this 
manner.  The  investigation  shall  be  held  with  as  little 
publicity  as  practicable,  consistent  with  a fair  and  im- 
partial hearing,  but  said  person  may  elect  to  have  said 
hearing  in  public.  At  the  hearing  the  complainant  and 
the  person  whose  qualification  is  under  consideration, 
and  any  other  person  who  may  be  permitted  so  to  do 
by  the  board,  shall  have  the  right  to  introduce  all  such 
oral  testimony,  or  written  testimony,  or  both,  as  the 
board  mav  deem  relevant  to  the  issues  involved,  and 
the  right  to  be  heard  in  person,  or  by  counsel,  or  both. 
The  board  may  permit  the  complaint  to  be  amended, 
but  no  amendment  shall  be  permitted  that  is  not  ger- 
mane to  the  charge  or  charges  sought  to  be  amended  or 
that  materially  alters  the  nature  of  any  offense  charged, 
or  that  of  any  essential  specification  under  a charge. 
The  board  shall  have  the  right  to  determine  all  ques- 
tions as  to  the  sufficiency  of  the  complaint,  as  to  pro- 
cedure, and  as  to  the  admissibility  and  weight  of  evi- 
dence. If  the  person  whose  qualification  is  under  con- 
sideration absents  himself,  the  hearing  may  proceed  in 
his  absence. 

Section  268.  Witnesses;  how  summoned  and  sworn. — 
To  any  such  hearing  witnesses  may  be  subpoenaed  by 
the  board  on  its  own  motion,  or  on  demand  of  either 
side  by  subpoena  signed  by  the  chairman  of  the  board 
of  medical  examiners,  or  by  the  person  at  the  time  dis- 
charging the  duties  of  said  officer,  and  such  subpoenas 
may  be  served  by  any  sheriff  of  the  State  of  Alabama 
or  by  any  member  of  the  professional  association  of  the 
person  charged,  and  if  served  by  a member  of  the 
said  association  the  return  of  service  shall  be  sworn  to 
by  said  member  before  some  officer  authorized  to  ad- 
minister oaths.  Witnesses  may  be  sworn  by  said  chair- 
man or  by  the  person  discharging  the  duties  of  said 
chairman. 

Section  269.  Witness  failing  to  attend;  penalty;  pro- 
ceedings for. — Any  witness  failing  to  attend  shall  be 
liable  to  a penalty  of  not  less  than  ten  nor  more  than 
one  hundred  dollars  to  be  recovered  by  the  board  of 
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medical  examiners  if  the  witness  were  summoned  on 
behalf  of  the  complainant  or  by  the  person  whose  quali- 
fication is  under  consideration  if  the  witness  were  sum- 
moned on  his  behalf,  by  suit  in  any  court  of  competent 
jurisdiction.  In  any  such  suit  the  witness  may  offer  in 
bar  of  said  suit,  and  have  the  validity  thereof  passed 
upon,  any  excuse  he  may  have  for  such  non-attend- 
ance. In  any  such  suit  the  return  on  the  subpoena  and 
a certificate  of  the  non-attendance  of  the  witness  by  the 
chairman  of  the  board  of  medical  examiners,  or  the  per- 
son at  the  time  discharging  the  duties  of  said  chairman, 
shall  respectively  be  prima  facie  evidence  of  said  serv- 
ice of  subpoena  and  said  non-attendance. 

Section  270.  Compensation  of  witnesses. — Any  wit- 
ness attending  any  such  hearing  shall  immediately  up- 
on his  discharge  as  a witness  be  paid  by  the  board  two 
dollars  per  day  for  his  attendance  and  the  actual  cost 
of  his  transportation  to  and  from  the  place  of  hearing 
not  exceeding  five  cents  for  each  mile  traveled,  to  be 
paid  out  of  the  funds  of  the  state  board  of  medical  ex- 
aminers. 

Section  271.  Deposit  required  of  party  to  proceeding. 
— If  the  board  is  of  the  opinion  that  the  number  of  sub- 
poenas desired  by  said  person  whose  qualification  is, 
under  consideration  is  unreasonable  it  may,  for  the  wit- 
nesses above  what  it  considers  a reasonable  number,  re- 
quire of  said  person  a deposit  with  which  to  pay  the 
mileage  and  per  diem  of  said  witnesses.  After  the  hear- 
ing the  board  may  return  to  said  person  that  portion  of 
said  deposit  which  was  for  witnesses  whose  evidence 
shows  that  they  were  not  unreasonably  summoned. 

Section  272.  Testimony  by  deposition  taken, — Evi- 
dence by  deposition  may  also  be  taken,  the  commission 
being  issued  by  the  chairman  of  the  board  and  the  law 
and  practice  as  to  depositions  in  courts  shall  be  fol- 
lowed in  all  reasonable  respects;  and  no  such  deposition 
shall  be  suppressed  if  fairly  taken  and  no  injustice  will 
result  from  its  admission. 

Section  273.  Certificate  of  qualification  suspended  or 
revoked. — Whenever  it  has  been  established  by  the 
judgment  of  a court  of  competent  jurisdiction  that  a 
physician,  osteopath  or  chiropodist  has  committed  any 
of  the  acts,  or  come  within  any  of  the  disabilities  enum- 
erated in  section  266  of  this  title,  the  filing  of  a cer- 
tified copy  of  such  judgment  with  the  board  shall  be 
sufficient  to  justify  the  suspension  or  revocation  of  his, 
certificate  of  qualification  without  further  hearing  (un- 
less the  board  is  of  the  opinion  that  fairness  to  said 
practitioner  requires  that  a regular  hearing  be  held) ; 
and  of  such  action  the  state  licensing  board  for  the 
healing  arts  shall  be  advised. 

Section  274.  Appeal;  right  and  time  of. — An  appeal 
may  be  taken  to  the  circuit  court  or  court  of  like  jur-i 
isdiction  of  the  county  in  which  the  person  resides  whose 
certificate  is  ordered  suspended  or  revoked  from  any 
order  suspending  or  revoking  a certificate  of  qualifica- 
tion made  by  said  board  within  thirty  days  after  the 
rendition  thereof. 

Section  275.  Statement  setting  forth  facts  of  order 
suspending  or  revoking  certificate. — Any  person  desiring 
to  take  an  appeal  as  provided  herein  shall,  within  thirty 
days  after  such  order  suspending  or  revoking  such  cer- 
tificate has  been  made,  file  in  the  office  of  the  clerk  of 
the  court  to  which  such  appeal  is  taken  a statement  in 
writing  setting  forth  the  fact  that  such  order  suspend- 
ing or  revoking  such  certificate  has  been  made,  and  the 
ground  or  grounds  upon  which  such  order  was  made, 
and  the  names  and  residences  of  the  persons  constitut- 
ing such  board,  and  shall  also  file  with  such  written 
statement  a bond  to  be  approved  by  the  clerk  of  such 


court  conditioned  to  pay  the  costs  of  the  appeal  if  judg- 
ment be  rendered  against  the  party  making  such  appeal. 

Section  276.  Citation  to  chairman  of  board. — The 
clerk  of  such  court  shall  issue  a citation  to  the  chairman 
or  acting  chairman  of  such  board  requiring  him  on  be- 
half of  such  board  to  appear  before  such  court  at  a time 
to  be  named  in  such  citation,  not  earlier  than  twenty 
days  after  the  service  of  such  citation  and  not  later  than 
the  next  succeeding  session  of  such  court,  provided  that 
such  appeal  is  not  taken  within  thirty  days  next  pre- 
ceding the  succeeding  session  of  such  court,  in  which 
event  such  citation  may  be  made  returnable  to  the  next 
session  of  the  court  to  be  held  after  such  succeeding 
session. 

Section  277.  Docketing  cause. — If  an  appeal  is  taken 
under  the  provisions  of  this  chapter  the  cause  shall  be 
docketed  in  the  name  of  the  chairman  of  such  board  as 
plaintiff,  with  the  name  of  the  party  whose  certificate 
has  been  suspended  or  revoked  as  defendant. 

Section  278.  Issue  for  trial , how  made  up. — The  plain- 
tiff in  such  cause  shall,  under  the  direction  of  the 
board,  file  in  said  court  a written  statement  signed  by 
him  as  chairman  or  by  the  attorney  of  the  board,  setting 
forth  specifically  the  charges  against  the  said  defendant 
and  the  reasons  why  the  certificate  of  qualification 
should  remain  suspended  or  revoked,  and  the  defend- 
ant shall  take  issue  thereon  by  pleading  the  general  is- 
sue. 

Section  279.  Trial  by  judge  without  jury;  judgment 
to  be  rendered. — On  appeal  the  judge  shall  hear  both 
the  law  and  the  facts  and  if  judgment  in  such  cause  is 
rendered  in  favor  of  the  plaintiff  the  court  shall  enter 
a judgment  affirming  such  order  suspending  or  revok- 
ing such  certificate  and  shall  tax  the  defendant  with 
the  costs  of  such  cause;  if  the  judgment  is  rendered  in 
favor  of  the  defendant  the  court  shall  make  an  order 
vacating  such  order  suspending  or  revoking  such  cer- 
tificate and  shall  tax  the  costs  of  such  cause  against  the 
plaintiff. 

Section  280.  Jury  trial;  how  demanded. — Upon  a de- 
mand in  such  court  in  writing  by  either  party  to  said 
cause,  all  the  issues  of  fact  in  said  cause  shall  be  sub- 
mitted to  a jury,  to  be  selected,  empaneled  and  sworn 
as  other  juries  are  selected,  empalneled  and  sworn  in 
civil  cases. 

Section  281.  Appeal  to  supreme  court. — The  plaintiff 
or  defendant  may  appeal  to  the  supreme  court  of  Ala- 
bama from  any  judgment  rendered  in  said  cause  by 
said  court  in  the  same  manner  as  appeals  are  now  taken 
to  the  supreme  court  in  civil  cases.  Upon  such  appeal 
there  shall  be  furnished  in  the  bill  of  exceptions  or  tran- 
script of  the  testimony  a complete  statement  of  all  the 
evidence  taken  in  the  trial  of  the  cause  in  the  court  be- 
low, and  the  supreme  court  shall  upon  such  evidence 
render  final  judgment  in  the  cause  either  by  affirming 
the  judgment  or  by  reversing  and  rendering  such  judg- 
ment as  the  supreme  court  may  deem  proper  in  the 
case. 

Section  282.  Suspension  or  revocation  of  certificate 
of  qualification  and  report  to  state  licensing  board  fot 
the  healing  arts. — The  board  of  medical  examiners  shall 
not  order  the  suspension  or  revocation  of  a certificate 
of  qualification  unless  at  least  eight  members  of  the 
board  are  present  at  the  time  such  order  is  made,  nor 
then  if  two  or  more  of  those  present  vote  against  such 
order.  Whenever  the  state  board  of  medical  examiners 
decides  to  suspend  or  revoke  a certificate  of  qualifica- 
tion said  board  shall  issue  an  order  of  suspension  or 
revocation  and  shall  give  written  notice  thereof  to  the 
state  licensing  board  for  the  healing  arts,  but  if  said 


OCTOBER  1959— VOL.  29,  NO.  4 


I 33 


ORGANIZATION  SECTION 


board  of  medical  examiners  receives  written  notice  of 
appeal  from  its  decision,  as  herein  provided,  it  shall 
withhold  said  notice  of  suspension  or  revocation  from 
such  licensing  board  until  such  time  as  the  result  of 
the  appeal  becomes  known. 

Section  283.  Effect  of  revocation;  issue  of  new  cer 
tificate. — Whenever  a certificate  of  qualification  has 
been  suspended  or  revoked  it  shall  be  unlawful  for  the 
person  whose  certificate  of  qualification  has  been  so 
suspended  or  revoked  to  practice  his  profession  in 
this  state,  but  the  state  board  of  medical  examines 
may  issue  in  behalf  of  such  person,  either  with  or  with- 
out re-examination,  a new  certificate  of  qualification 
whenever  it  deems  such  course  safe  and  just.  Upon 
the  issuance  of  such  new  certificate  of  qualification 
such  person  may  apply  to  the  state  licensing  board  for 
the  healing  arts  for  license  to  re-enter  the  practice  of 
his  profession. 

Section  284.  Examinations  held  at  Montgomery. — 
All  examinations  under  this  chapter  shall  be  conducted 
at  Montgomery  and  the  state  board  of  medical  exami- 
ners shall  fix  the  time  at  which  examinations  shall  be 
held  annually. 

Section  285.  Fees  for  examination;  payment  of. — The 
fee  for  an  examination  shall  be  twenty-five  dollars, 
which  amount  must  be  paid  in  advance  of  the  exami- 
nation, and  to  such  person  as  the  board  may  authorize 
to  receipt  therefor.  A fee  shall  not  be  returnable  to 
an  unsuccessful  applicant,  but  such  applicant  shall  be 
entitled  to  a second  examination  without  paying  an 
additional  fee,  provided  such  second  examination  is 
obtained  within  one  year  after  the  date  of  the  first  ex- 
amination. 

Section  286.  Compensation  of  hoard  of  examiners. — 
After  defraying  all  expenses  of  holding  an  examina- 
tion, such  as  furnishing  blanks,  paper,  postage,  certifi- 
cates, etc.,  the  services  of  supervisors,  clerical  help, 
etc.,  the  remaining  funds  shall  be  equally  divided  among 
the  ten  members  of  the  state  board  of  medical  exami- 
ners. 

Section  287.  Records  of  examinations  kept  by  board. 
— The  state  board  of  medical  examiners  shall  keep  com- 
plete records  of  all  examinations  held  by  it,  giving  the 
name,  age,  residence,  college,  and  date  of  graduation 
of  such  applicant  examined,  together  with  the  results 
of  such  examination,  which  record  shall  be  open  to  in- 
spection. The  said  board  of  medical  examiners  shall 
also  keep  complete  minutes  of  all  of  its  proceedings, 
which  minutes  shall  be  so  preserved  as  to  be  easily  ac- 
cessible should  occasion  arise  for  referring  to  them. 

Section  288.  Domestic  arid  family  remedies  excepted 
from  statute. — Nothing  in  this  chapter  shall  prohibit 
the  administration  of  domestic  remedies  in  a family 
by  any  member  thereof,  or  prohibit  any  person  from 
rendering  service  to  a sick  or  injured  person  in  an 
emergency. 

Section  289.  This  act  shall  become  effective  on  Jan- 
uary 1,  1960,  after  its  passage  and  approval  by  the 
Governor,  or  its  otherwise  becoming  a law,  provided 
that  three  certain  bills  have  become  law  on  or  before 
said  effective  date,  to-wit,  a bill  known  as  the  “Ala- 
bama Basic  Science  Law”  (H.B.  151  or  S.B.  76)  and  a 
bill  creating  a board  to  be  known  as  the  “State  Licens- 
ing Board  for  the  Healing  Arts”  (H.B.  150  or  S.B.  75), 
and  a certain  bill  creating  a state  board  of  chiropractic 
examiners  (H.B.  152  or  S.B.  77). 


Coming  Events 

October  11.  Symposium  on  Modern  Clinical 
Medicine,  co-sponsored  by  Alabama  AGP,  Medi- 
cal College  of  Alabama,  and  Lederle  Laboratories, 
Tutwiler  Hotel,  Birmingham. 

October  16-17.  Second  Annual  University  of 
Alabama  Medical  Center  Alumni  Seminar. 

October  18.  Dedication  of  the  Luther  Leonidas 
Hill  Heart  Center,  Hillman  Building,  Medical  Cen- 
ter, Birmingham. 

October  26.  Alabama  Dermatological  Society, 
Hillman  Clinic,  Medical  Center,  Birmingham. 

Alabama  Society  of  Medical  History,  Hillman 
Auditorium,  Medical  Center,  Birmingham.  Speak- 
er: Dr.  S.  C.  Sen,  New  Delhi,  India.  Open  meet- 
ing. 

October  22-23.  Gulf  Coast  Clinical  Society,  1959 
scientific  sessions,  Admiral  Semmes  Hotel,  Mo- 
bile. 

October  30.  Alabama  Roentgen  Ray  Club,  Bank- 
head  Hotel,  Birmingham. 

November  7.  Alabama  Association  of  Obstetri- 
cians and  Gynecologists,  Mobile  Country  Club, 
Mobile. 

November  1-4.  The  American  Fracture  Associa- 
tion, 20th  annual  meeting,  Roosevelt  Hotel,  New 
Orleans,  Louisiana. 

November  16-19.  Southern  Medical  Association, 
53rd  Annual  Meeting,  Atlanta,  Georgia. 


Heart  Operations  Successful  on  Rheumatic  Fever  Pa- 
tients— Young  persons  who  have  had  rheumatic  fever 
may  safely  undergo  heart  surgery,  provided  the  disease 
is  inactive,  three  Philadelphia  doctors  have  reported. 

Writing  in  the  September  19  issue  of  the  Journal  of 
the  American  Medical  Association,  they  asked  that 
neither  a patient’s  age  nor  the  fear  of  recurring  rheu- 
matic fever  deter  heart  surgery. 

Drs.  Albert  Brest,  Joseph  Uricchio  and  William  Likoff 
of  Hahnemann  Medical  College,  Philadelphia,  stressed 
the  importance  of  operating  when  rheumatic  fever  is 
not  active,  and  gauged  the  chances  for  a successful  op- 
eration on  this  point. 

Cardiac  operations  on  rheumatic  heart  disease  pa- 
tients under  20  years  old  are  rare,  the  doctors  said,  even 
when  serious  disability  is  present.  They  gave  two  rea- 
sons for  this  reluctance  to  operate.  One  is  the  belief 
'that  heart  failure  symptoms  in  this  age  group  mainly 
arise  from  active  rheumatic  inflammation  of  the  heart, 
rather  than  from  a defective  heart  valve.  Also,  it  is 
claimed  that  surgery  reactivates  the  rheumatic  fever  of 
a person  under  20. 

Drs.  Brest,  Uricchio  and  Likoff  questioned  these  con- 
cepts on  the  basis  of  their  operations  which  showed 
that  a mechanical  obstruction  may  be  the  sole  cause  of 
a young  rheumatic  heart  disease  patient’s  worsened  con- 
dition. 

They  added  that  failure  to  consider  a mechanical 
heart  defect  may  lead  to  an  unnecessary  prolongation 
of  a critical  disability. 
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Medical  History  of  Alabama 
By 

Dan  C.  Donald,  M.  D. 

Birmingham,  Alabama 

Editor’s  note:  This  is  a posthumous  reprinting  of  a 

contribution  made  by  Dr.  Donald  to  De  Historia  Medi- 
cinae,  official  publication  of  the  Alabama  Society  of 
Medical  History,  issues  of  October  and  December  1958 
and  February  1959.  It  is  a valuable  addition  to  Ala- 
bama’s medical  history.  Dr.  Donald  died  in  August. 

Part  I:  The  State  Medical  Association  and 

The  State  Board  of  Health 

When  Alabama  was  admitted  to  the  Union  in 
1819,  the  population  of  the  State  was  127,901.  There 
were  very  few  trained  physicians,  and  the  people, 
more  often  than  not,  were  treated  by  quacks  and 
charlatans.  Towns  were  few,  roads  poor,  and  a 
man  proceeded  from  one  place  to  another  by  horse- 
back. The  Tuscumbia  railroad,  which  was  2.2  miles 
in  length,  was  the  first  in  Alabama.  It  was  fired 
by  wood  and  sometimes  horse  drawn. 

On  December  22,  1823,  the  Governor  signed  the 
first  Medical  Practice  Act.  Twenty-seven  years 
later,  in  1850,  by  Act  of  the  Legislature,  the  State 
Medical  Association  became  a chartered  body.  It 
was  empowered  to  adopt  a constitution  and  to 
pass  such  laws  as  were  deemed  necessary  for  its 
own  government.  From  this  beginning  the  Asso- 
ciation has  developed  the  best  health  system  of 
any  state  in  the  Union,  and  it  is  completely  free  of 
any  political  interference.  Five  of  its  members 
have  held  the  presidency  of  the  American  Medical 
Association.  Its  ranks  included  scientists  who 
were  key  figures  in  the  control  of  yellow  fever, 
malaria,  and  other  infectious  diseases.  Finally, 
Alabama  physicians  have  established  medical  in- 
stitutions whose  alumni  are  responsible  for  the 
greater  part  of  this  state’s  progress  in  medicine. 

In  this  paper,  we  shall  discuss  Alabama  Medi- 
cine in  three  parts.  First,  we  will  consider  the 
activities  of  the  Medical  Association  and  the 
Board  of  Health;  second,  the  accomplishments  of 
those  members  who  have  won  state,  national  or 
international  fame,  and,  lastly,  the  history  of  the 
various  institutions  for  medical  training. 

The  first  Medical  Practice  Act  was  adopted  and 
approved  by  Governor  Israel  Pickens  on  December 


22,  1823,  four  years  after  Alabama  was  admitted  to 
the  Union.  The  act  provided  that  all  practicing 
physicians  must  be  licensed.  If  they  were  not, 
their  fees  were  legally  non-collectible.  It  further 
provided  that  there  be  an  annual  examination  for 
licensure.  This  was  carried  out  by  five  physi- 
cians, three  of  whom  were  elected  by  joint  vote 
of  both  houses  of  the  State  Assembly.  These  men 
were  compensated  at  the  rate  of  three  dollars  for 
each  examination  and  five  dollars  for  the  license. 

These  funds  were  to  be  set  aside  for  the  pur- 
chase of  a medical  library  for  the  use  of  the  Medi- 
cal Board.  Nine  years  later  the  Medical  Practice 
Act  was  amended  to  exclude  from  licensure  those 
who  practiced  medicine  by  the  botanical  system 
of  Dr.  Samuel  Thompson.  This  system  included 
venesection,  application  of  fly  blisters  and  the 
administration  of  calomel,  opium,  et  cetera.  Dur- 
ing the  next  fifteen  years  the  Legislature  author- 
ized the  Boards  to  examine  and  license  applicants 
to  practice  dental  surgery. 

At  mid-century,  the  Medical  Association  re- 
ceived its  charter  and  began  work  on  the  estab- 
lishment of  a hospital  for  the  insane.  As  a result 
a state  hospital  for  the  insane  was  opened  at  Tus- 
caloosa in  1860.  Dr.  Peter  Bryce  became  its  first 
superintendent  and  served  in  this  capacity  for 
thirty  years.  In  memory  of  his  outstanding  work 
the  hospital  is  now  known  as  Bryce  Hospital. 

MEDICAL  SOCIETIES 

South  Alabama  saw  the  establishment  of  the 
first  corporate  medical  society.  It  met  initially  in 
Selma,  January  30,  1839.  Two  years  later,  four 
Mobile  physicians,  Josiah  C.  Nott,  Henry  S.  Levert, 
Solomon  Mordecai,  and  John  W.  Woodcock,  pe- 
titioned the  Legislature  for  a charter,  and  the 
Mobile  Medical  Society  was  granted  articles  of 
incorporation.  They  were  also  empowered  to  or- 
ganize a board  of  health,  and  procure  necessary  in- 
formation and  advice  concerning  the  health  of  the 
city. 

Actually,  one  of  the  first  public  health  problems 
of  the  State  occurred  in  the  Mobile  area.  Yellow 
fever  had  been  the  curse  of  the  city  since  the  days 
of  Bienville,  and  scarcely  a year  passed  without 
the  death  of  many  citizens,  especially  during  the 
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“sickly  season”  from  July  to  December.  In  the 
year  1839,  thousands  were  ill  with  yellow  fever 
and  600  people  died. 

A very  severe  epidemic  of  yellow  fever  in  1853 
resulted  in  1191  deaths  in  Mobile.  One  of  every 
three  victims  of  the  disease  died.  The  official 
population  of  Mobile  in  1850  was  20,515,  but  three 
weeks  after  the  1853  epidemic  began  there  were 
only  ten  to  twelve  thousand  citizens  left  in  the 
city. 

At  a time  when  many  people  left  the  city  to  save 
themselves,  four  physicians  stayed  to  fight  the  dis- 
ease. They  were  Drs.  Josiah  Nott,  Henry  S.  Lev- 
ert,  F.  A.  Ross,  and  George  Ketchum. 

The  Montgomery  or  Sydenham  Medical  Society 
was  incorporated  by  Act  of  the  Legislature  on 
February  1, 1850,  just  twelve  days  before  the  Medi- 
cal Association  of  the  State  of  Alabama  became  a 
chartered  organization.  The  latter  charter  in- 
cluded legal  means  to  rid  the  profession  of  irregu- 
lar men,  who,  with  their  numerous  pretentions, 
secured  the  confidence  of  the  inhabitants.  They 
were  responsible  for  the  many  deaths  which  they 
often  laid  skillfully  at  the  door  of  the  regular  prac- 
titioners. 

The  urgent  need  to  correct  these  irregular  prac- 
tices and  to  enlighten  the  public  was  proclaimed 
by  Dr.  H.  V.  Wooten,  who  resided  and  practiced 
medicine  in  Lowndesboro,  Alabama,  from  the  time 
of  his  graduation  at  Pennsylvania  University  Med- 
ical School  until  his  death.  In  an  address  to  the 
first  anniversary  session  of  the  State  Medical  As- 
sociation at  Selma  on  March  9,  1848,  he  pointed 
out  the  need  for  united  effort  on  the  part  of  phy- 
sicians, the  need  of  a uniform  and  just  code  of 
ethics,  and  the  need  of  government  control  of  the 
procurement  and  distribution  of  medicine  and 
drugs. 

In  1854,  Dr.  S.  Lopez  of  Mobile  told  the  Associa- 
tion that  the  safety  of  the  people  against  disease 
was  the  highest  law,  and  thereby  set  the  stage  for 
the  formation  of  the  State  Board  of  Health.  How- 
ever, it  was  not  until  1875  that  the  Legislature  co- 
operated in  its  legal  formation. 

In  1855  there  were  149  members  in  the  State  As- 
sociation, although  annual  meetings  were  not  the 
usual  thing. 

FOUNDING  OF  STATE  BOARD  OF  HEALTH 

There  were  no  state  medical  meetings  held  be- 
tween 1855  and  1868,  and  the  statute  creating  the 
Board  of  Health  in  1872  read:  “The  County  Medi- 

cal Societies  in  affiliation  with  the  State  Medical 
Association  are  hereby  constituted  Boards  of 
Health  for  their  respective  counties.” 

Later,  the  Legislature  approved,  on  September 
29,  1919,  a proposal  by  Dr.  W.  Prude  McAdory  of 


Birmingham  that  the  Board  of  Censors  of  the 
County  Medical  Societies,  rather  than  the  So- 
ciety as  a whole,  constitute  the  County  Board  of 
Health.  The  duties  of  the  latter  were  to  secure  a 
uniform  system  of  sanitary  supervision  through- 
out the  State. 

On  April  11,  1879  the  first  appropriation  for  pub- 
lic health  was  made  in  the  sum  of  $3,000.00,  and 
Dr.  Jerome  Cochran  of  Mobile  was  chosen  State 
Health  Officer.  His  salary  was  $1,500.00  per  year 
for  five  years.  He  was  reappointed  and  served 
until  his  death  in  1896. 

In  1907  the  appropriation  was  increased  to  $15,- 
000.00  per  year  and  again  in  1911  to  $25,000.00  per 
year. 

Dr.  Cochran  led  a rather  interesting  life.  A shy 
native  Mississippian,  he  opened  an  office  at  Mobile. 
He  was  34  years  old,  without  friends  or  funds,  and 
had  served  in  the  Medical  Corps  of  the  Confeder- 
ate Army.  In  Mobile  he  became  acquainted  with 
Dr.  George  A.  Ketchum,  leader  in  medical  and 
civic  circles  of  the  city,  who  sponsored  his  mem- 
bership in  the  Medical  Society.  Dr.  Cochran  soon 
took  an  active  interest  in  the  improvement  of  the 
health  of  the  city  and  became  Health  Officer  of 
Mobile.  He  helped  to  battle  epidemics  of  yellow 
fever,  typhoid  and  malaria.  (At  that  time  the 
mosquito  was  suspected  to  be  the  carrier  of  yellow 
fever  and  malaria.  General  William  Gorgas  of 
the  United  States  Army,  and  a Cuban  physician, 
Dr.  Carlos  J.  Finlay,  first  identified  the  Stegomyia 
mosquito  in  1901.) 

Dr.  Cochran’s  fame  in  health  circles  was  en- 
hanced when  he  was  appointed  a member  of  the 
National  Yellow  Fever  Commission.  By  this  time, 
through  his  activities  with  the  State  Association 
and  his  views  on  health  matters,  he  had  become  a 
dominant  factor  in  the  reorganization  of  the  Medi- 
cal Association  and  establishment  of  a Board  of 
Health.  At  the  Montgomery  meeting,  1870,  Dr. 
Cochran  offered  a program  for  reorganization  of 
the  Association.  This  was  adopted  at  the  Tusca- 
loosa meeting  in  1873,  and  became  law  in  1875. 
The  Medical  Association  of  the  State  of  Alabama 
was  invested  with  the  powers  and  responsibilities 
of  a State  Board  of  Health.  Such  functions  were 
to  be  exercised  through  such  organs  as  the  Associa- 
tion might  think  best.  Each  County  Medical  So- 
ciety was  invested  with  the  functions  of  a County 
Board  of  Health  to  govern  the  health  of  said  coun- 
ty. Through  the  adopted  constitution  of  Dr.  Coch- 
ran, the  Association  became  a quasi-legal  agency 
for  the  primary  purpose  of  conducting  the  health 
affairs  of  the  State.  In  eulogy  of  Dr.  Cochran’s 
duties  to  the  Association  and  his  accomplishments 
while  health  officer,  Dr.  L.  L.  Hill,  of  Montgom- 
ery, in  his  annual  message  while  President  of  the 
Association  in  1898,  recommended  that  future 
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presidents  of  the  Association  appoint  some  emi- 
nent medical  man  to  deliver  an  address  to  be 
known  as  the  Jerome  Cochran  Lecture.  The  pro- 
posal was  adopted  by  the  Association  and  through- 
out the  years  such  a lecture  has  been  an  outstand- 
ing scientific  feature  of  the  annual  program. 

Dr.  William  Henry  Sanders  of  Mobile  was  chos- 
en to  succeed  Dr.  Cochran,  thus  becoming  Ala- 
bama’s second  State  Health  Officer.  During  his! 
21  years  in  this  capacity  his  attention  was  given  to 
improving  and  upholding  the  principles  of  the  As- 
sociation and  Board  of  Health  as  outlined  by  Dr. 
Cochran.  He  resigned  because  of  poor  health  one 
year  before  his  death,  January  2,  1918.  Under  Dr. 
Sanders’  guidance  the  first  full-time  health  unit, 
the  second  in  the  nation,  was  established  in  1914, 
headed  by  Dr.  Carl  Grote,  who  served  with  dis- 
tinction in  this  capacity  for  several  years.  After 
resigning,  Dr.  Grote  moved  to  Huntsville,  and 
became  engaged  in  general  practice,  and  is  now 
one  of  Alabama’s  outstanding  physicians. 

In  1917  Dr.  Samuel  W.  Welch  of  Talladega  was 
chosen  Health  Officer  to  succeed  Dr.  Sanders.  His 
abiding  interest  in  health  measures  of  Alabama, 
coupled  with  the  aid  of  the  Rockefeller  Founda- 
tion and  U.  S.  Public  Health  Service,  contributed 
materially  over  a number  of  years  to  the  expan- 
sion of  Alabama’s  soundly  planned  health  pro- 
gram, both  regarding  finance  and  talent.  Under 
his  leadership  the  health  program  of  Alabama 
grew  with  momentum  and  by  1924  had  attracted 
wide  attention.  Visitors  from  other  States  and 
many  foreign  countries  came  to  observe  the  or- 
ganization’s work.  Dr.  Welch’s  last  report  was 
in  1928,  when  he  reported  total  expenditures  of 
$686,767.00.  The  wise  expenditure  of  this  money 
was  evident  in  the  control  of  typhoid  fever,  mala- 
ria, hookworm,  and  serious  outbreaks  of  communi- 
cable disease.  The  state  organization  was  headed 
by  well-trained,  capable,  energetic  men,  all  devot- 
ed to  Dr.  Welch.  During  his  administration,  he  or- 
ganized 48  county  health  units.  This  gentleman 
had  three  desires  of  life,  after  becoming  Health 
Officer  of  Alabama:  (1)  to  live  to  see  his  son  re- 
ceive his  degree  as  Doctor  of  Medicine;  (2)  to 
survive  until  the  Association  could  point  with 
pride  to  an  organized  health  unit  in  each  county 
in  the  state;  and  (3)  to  continue  active  until  the 
end.  Only  the  last  was  granted  him.  Dr.  Welch 
died  on  the  morning  of  August  22,  1928,  in  Mont- 
gomery, of  coronary  thrombosis  after  an  apparent 
illness  of  less  than  24  hours.  Dr.  Douglas  Cannon, 
present  Secretary  of  Alabama’s  State  Association, 
writing  on  the  life  and  accomplishments  of  Dr. 
Welch,  stated,  “Thus,  there  slipped  into  the  shad- 
ows another  distinguished  son  of  Alabama.”  Fol- 
lowing the  death  of  Dr.  Welch,  the  late  Dr.  Stuart 
Graves,  Dean  of  the  two-year  Medical  School  at 
Tuscaloosa,  and  Dr.  Douglas  Cannon,  of  Montgom- 


ery, were  appointed  temporary  health  officers  of 
Alabama  for  two  years.  On  April  18,  1930,  Dr.  J. 
Norment  Baker  of  Montgomery,  Alabama,  became 
fourth  State  Health  Officer.  Dr.  Baker  had  held 
the  office  of  Secretary  of  the  Association  from 
1906-1915  and  was  a former  member  of  the  State 
Board  of  Censors.  Three  years  after  Dr.  Baker 
accepted  the  reigns  of  Health  Officer  the  1933  fi- 
nancial crisis  descended  upon  the  state,  and  pub- 
lic health  service  was  deemed  non-essential.  Thus, 
the  number  of  full-time  county  health  units  was 
reduced  to  46.  Four  years  later,  1937,  saw  the  great- 
est expansion  and  development  of  the  public 
health  program  in  Alabama  for  any  year  prior  to 
that  time,  due  to  availability  of  funds  from  the 
state,  counties,  and  federal  subsidies.  The  fame  of 
Alabama’s  public  health  program  was  evident  from 
the  fact  that,  in  1939,  188  visitors  came  to  Alabama 
from  Africa,  South  America,  Canada,  Europe,  and 
Asia  to  review  its  work.  In  1941  Dr.  Baker  stated 
the  chief  difficulty  confronting  the  public  health 
program  was  the  lack  of  properly  trained  person- 
nel. On  November  9,  1941  Dr.  Baker  died  sudden- 
ly in  Montgomery,  having  served  with  distinc- 
tion as  health  officer  for  eleven  years.  Following 
his  death  Dr.  B.  F.  Austin  served  one  term  as 
health  officer.  He  was  succeeded  by  Dr.  Daniel 
G.  Gill,  who  was  elected  April  15,  1947.  For  the 
past  eleven  years  Dr.  Gill  has  carried  out  health 
officer  duties  with  distinction,  as  fostered  by  Je- 
rome Cochran,  William  H.  Sanders,  Samuel  Welch, 
and  Norment  Baker. 

Considering  the  primitive  conditions  in  Alabama 
at  the  time  of  its  admission  to  the  Union,  and  the 
scarcity  of  trained  physicians,  the  State  Medical 
Association  became  a recognized  body  only  by 
virtue  of  diligent  work  of  its  leaders.  These  men 
saw  the  dire  need  for  a Board  of  Health  to  control 
the  ravaging  diseases  which  Alabama  faced  during 
the  early  1850’s. 

The  accomplishments  of  Alabama’s  Board  of 
Health,  which  ranked  first  in  the  nation,  were  the 
result  of  the  untiring  efforts  of  the  men  in  charge 
of  this  department  of  medicine. 

Part  II:  Pioneers  of  Alabama  Medicine 

In  thinking  of  Alabama’s  outstanding  medical 
men,  the  names  of  H.  V.  Wooten,  Jerome  Cochran, 
Josiah  Nott,  Claudius  H.  Mastin,  John  Allan 
Wyeth,  Marion  Sims,  Peter  Bryce,  John  and  Elias 
Davis,  William  C.  Gorgas,  William  McDowell  Mas- 
tin,  Walter  E.  Sistrunk,  L.  L.  Hill,  Roy  Kracke, 
James  S.  McLester,  James  M.  Mason,  Seale  Harris, 
and  many  others  come  to  mind. 

Because  of  limited  space  only  three  physicians 
will  be  described  here:  John  Y.  Bassett,  William 

Owen  Baldwin,  and  LaFayette  Guild.  They  are 
not  meant  to  be  more  highly  esteemed  than  the 
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others  but  have  been  chosen  rather  because  they 
typify  the  spirit  of  the  true  physician. 

JOHN  Y.  BASSETT 

But  for  a series  of  fortuitous  circumstances, 
John  Y.  Bassett  might  never  have  been  rescued 
from  oblivion.  In  looking  over  the  literature  of 
malarial  fevers,  Sir  William  Osier  chanced  upon 
Dr.  Bassett’s  articles  in  Fenner’s  Southern  Medical 
Reports.  He  was  so  fascinated  by  the  charm  of 
these  philosophical  essays  that  he  set  about  piec- 
ing together  his  life.  The  result  was  An  Alabama 
Student,  Osier’s  most  popular  biographical  work. 

John  Bassett  was  born  in  Maryland  on  June  12, 
1805,  one  of  three  brothers  and  one  sister.  With 
his  younger  brother,  Frank,  he  came  to  Huntsville 
and  opened  a drug  store;  Frank  attended  to  the 
sale  of  drugs,  while  John  became  one  of  the  town’s 
regular  physicians.  His  older  brother,  William, 
was  an  officer  in  the  Navy.  The  sister,  Margaret, 
a maiden  lady  of  advanced  age,  disappointed  in 
her  hopes,  and  liberally  endowed  with  bitter  sar- 
casm, hung  like  a weight  upon  John.  The  bitter- 
ness of  her  tongue  stirred  up  much  strife  in  the 
community,  and  was  a profound  influence  on 
John’s  life. 

Huntsville  was  at  that  time  a community  of  re- 
finement, peopled  by  a wealthy  class  of  citizens. 
It  was  into  such  surroundings  that  Dr.  Bassett 
came,  a stranger  without  prestige  or  fortune.  He 
was  considered  a materialist  in  his  views,  an  infidel 
in  his  beliefs,  and  was  consequently  endured  rath- 
er than  sustained  by  the  community.  His  prac- 
tice was  limited  to  the  denizens  of  the  hills,  hol- 
lows, and  caves  of  the  surrounding  country,  which 
yielded  small  support  for  his  family.  Yet  he  man- 
aged to  save  enough  for  a trip  abroad  to  study. 
After  one  year  in  Europe,  he  returned  to  Hunts- 
ville, and,  since  few  medical  men  had  the  advan- 
tage of  foreign  schools,  the  people  were  inclined 
to  regard  Dr.  Bassett  in  a more  favorable  light. 
He  was  even  called  into  consultation  by  those 
who  previously  had  shunned  him.  His  family  could 
now  enjoy  a more  comfortable  life.  One  of  his 
sons,  Henry  W.  Bassett,  grew  to  be  a fine  man  and 
physician. 

Bassett  is  best  described  by  his  biographer,  Sir 
William  Osier,  who  saw  him  as  “a  brilliant  indi- 
vidualist, who  had  a likeness  to  the  wisest  and  a 
kindred  to  the  greatest;  a model  of  professional 
excellency,  a full  realization  of  the  true  Hippo- 
cratic ideals,  a man  of  abounding  contrasts,  the 
one  consistent  note  in  his  life  being  his  dedication 
to  medicine.” 

Dr.  Claudius  Mastin,  who  served  a preceptorship 
under  Dr.  Bassett,  regarded  him  as  “a  classical 
scholar,  a superior  student  of  medicine,  an  out- 
standing surgeon,  an  inspirer  of  many  men  of 


medicine,  an  original  thinker,  and  a brilliant  prose 
writer.”  Dr.  Bassett  died  of  tuberculosis  on  No- 
vember 2,  1851,  in  Huntsville,  at  the  age  of  forty- 
six. 

WILLIAM  OWEN  BALDWIN 

About  four  miles  north  of  the  site  where  the  city 
of  Montgomery  was  later  incorporated,  William 
Owen  Baldwin  was  born  of  pioneer  stock  on  Au- 
gust 9,  1818.  When  he  was  nine  years  old,  his 
father  died  leaving  a widow  and  seven  children. 
Little  is  known  of  his  childhood,  except  that  he 
lived  on  a plantation  near  the  Indian  reservation 
which  was  located  between  Montgomery  and  Co- 
lumbus, Georgia.  Dr.  Baldwin  did  not  go  to  col- 
lege, but  at  sixteen  years  of  age  began  to  read 
medicine  with  Dr.  J.  C.  McLeod,  the  leading  phy- 
sician of  that  day,  in  Montgomery.  In  the  fall  of 
1835  he  matriculated  in  the  Medical  College  of 
Transylvania  University,  Lexington,  Kentucky, 
where  his  dissertation  on  “Puerperal  Fever”  is 
still  on  file. 

In  May  1847  he  began  the  practice  of  medicine 
in  Montgomery  and,  three  years  later,  entered  in- 
to partnership  with  his  former  preceptor,  Dr.  J.  C. 
McLeod,  who  died  one  year  later.  Dr.  Baldwin 
continued  to  practice  alone  until  1848  when  he 
and  Dr.  William  Bolling  formed  a partnership 
which  continued  for  four  years,  until  Dr.  Bolling’s 
death. 

Dr.  Baldwin  had  seven  children.  The  eldest, 
William  Owen,  Jr.,  was  a Captain  in  the  Confeder- 
ate Army  and  was  killed  at  the  age  of  nineteen. 
Dr.  Baldwin  gave  freely  of  his  time  and  services 
to  the  Confederate  cause,  attending  frequently  on 
the  battlefield.  He  was  often  in  the  thick  of  can- 
non fire  but  escaped  without  serious  injury. 

In  December  1849  Dr.  Baldwin  delivered  the  an- 
nual address  to  the  State  Medical  Association,  in 
which  he  always  took  an  active  part.  His  paper 
“Physic  and  Physicians”  was  so  well  received  that 
funds  were  allotted  for  printing  and  distributing 
it  to  the  public.  At  the  close  of  the  Civil  War  a 
group  of  Southern  doctors  attended  the  American 
Medical  Association,  and  on  May  7,  1868  he  was 
elected  President  of  the  Association.  His  accept- 
ance speech  was  a masterpiece  in  its  content,  con- 
cerned with  the  unification  of  spirit  of  the  north- 
ern and  southern  practitioners  of  medicine.  He 
believed  strongly  in  medical  societies  as  a means 
of  promulgating  new  advances  in  medical  prac- 
tice, and  actively  supported  all  such  organizations. 
Until  his  death  he  served  as  a member  of  the  Board 
of  Trustees  of  the  Medical  College  of  Alabama, 
then  at  Mobile.  Dr.  Baldwin  contributed  many 
papers  to  the  literature  of  his  profession,  and  these 
are  judged  brilliant  as  well  as  scientific.  His  pa- 
per on  “The  Poisonous  Properties  of  the  Sulphate 
of  Quinine”  (American  Journal  of  the  Medical 
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Sciences,  1847)  was  translated  into  several  for- 
eign languages.  It  is  referred  to  in  English  and 
French  periodicals,  the  standard  works  on  toxicol- 
ogy, and  also  in  the  Dispensatory  of  the  United 
States  (1849,  8th  edition,  p.  1120).  In  1884  he  had 
an  attack  which  was  diagnosed  as  heart  disease 
and  never  fully  recovered.  He  died  on  May  30, 
1886  in  Montgomery. 

LAFAYETTE  GUILD 

One  of  the  most  striking  and  illustrious  men  in 
the  medical  profession  of  Alabama  was  Dr.  LaFay- 
ette  Guild.  It  has  often  been  stated  that  of  the 
medical  profession  of  the  entire  South  he  attained 
the  greatest  distinction  during  the  Civil  War.  He 
was  appointed  Surgical  and  Medical  Director  of 
the  Army  of  North  Virginia  by  General  Robert  E. 
Lee. 

His  father,  Dr.  James  Guild,  of  Tuscaloosa,  was 
also  a famous  surgeon,  having  gained  recognition 
for  his  success  in  the  removal  of  stones  from  the 
bladder.  In  1824,  the  year  before  LaFayette  Guild’s 
birth,  the  famous  French  General  LaFayette  paid 
a visit  to  Alabama.  Dr.  James  Guild  was  much 
impressed  with  the  General  and  named  his  second 
son,  LaFayette,  from  a deep  respect  for  General 
LaFayette. 

As  a child  LaFayette  Guild  played  in  the  coun- 
tryside near  his  home  in  Tuscaloosa,  and  one  day 
found  some  curious  black  stones.  He  took  these 
to  his  father,  and,  it  is  said,  this  marked  the  dis- 
covery of  coal  in  that  region.  Dr.  Guild  received 
many  honors  while  at  the  University  of  Alabama, 
where  he  received  his  A.  B.,  and  later  his  M.  A. 
degree  in  1845.  Three  years  later  he  received  his 
M.  D.  degree  from  Jefferson  Medical  College. 
While  there,  he  was  admired  as  much  for  his  cul- 
ture and  gentleness  of  disposition  as  for  his  high 
scholastic  rank. 

The  love  of  adventure  led  him  to  join  the  Unit- 
ed States  Army  in  1849.  In  that  year  he  was  as- 
signed to  Key  West,  Florida,  where  he  was  asso- 
ciated with  Captain  Josiah  Gorgas,  father  of  Ala- 
bama’s greatest  native  son  in  the  field  of  medicine, 
General  William  C.  Gorgas.  Dr.  Guild  became 
very  fond  of  little  William  Gorgas,  and  often  cared 
for  the  child  in  his  parents’  absence.  From  Key 
West  he  was  transferred  to  Governor’s  Island,  off 
the  coast  of  Boston.  It  was  while  stationed  there 
that  he  wrote  his  famous  treatise  on  yellow  fever, 
which  was  published  by  the  United  States  Gov- 
ernment. He  was  the  first  to  insist  that  yellow 
fever  is  infectious  although  not  contagious,  a theo- 
ry new  in  that  day.  Later  this  was  tested  and 
proven  by  Dr.  William  Gorgas  in  1900-01. 

From  Boston  Dr.  Guild  was  assigned  to  the  Pa- 
cific Coast  where  he  witnessed  many  scenes  of 
Indian  warfare.  Following  an  Indian  raid  he  found 


a baby  Indian  girl  strapped  to  her  dead  mother’s 
back,  lying  in  a ravine.  He  took  the  baby  home, 
and  named  her  Ravina.  He  and  his  wife  had  al- 
ready taken  in  an  Indian  boy,  and  they  reared  and 
educated  both  children.  They  were  never  blessed 
with  children  of  their  own. 

While  he  was  in  California  the  Civil  War  broke 
out,  and  Dr.  Guild  sacrificed  all  his  accumulated 
means  and  his  popular  and  lucrative  position  with 
the  Army  to  return  to  Tuscaloosa,  where  he  en- 
listed with  the  Confederate  Army.  In  July  1861 
he  was  called  to  Richmond  where  he  was  appoint- 
ed Surgeon  in  the  Confederate  Army.  He  became 
a close  personal  friend  of  both  General  Robert  E. 
Lee  and  one  of  the  greatest  strategists  of  the  Civil 
War,  General  Joseph  E.  Johnston.  When  General 
Johnston  was  wounded  at  Seven  Pines  and  Gener- 
al Lee  took  command,  General  Lee’s  first  inquiry 
was,  “Where  is  Dr.  Guild?  Have  him  report  to  me 
at  once.”  It  was  at  Seven  Pines  that  General  Lee 
appointed  Dr.  Guild  Medical  Director  and  Chief 
Surgeon  of  the  Army  of  North  Virginia.  From 
that  time  until  the  end  of  the  War  he  sustained  the 
closest  possible  personal  relationship  with  General 
Lee.  This  is  reflected  in  the  General’s  many  re- 
ports to  the  President. 

The  War  left  Dr.  Guild  wrecked  in  health,  but 
his  energetic  spirit  and  the  hope  that  he  would  re- 
gain his  strength  kept  his  body  sustained.  He  re- 
turned to  Mobile  at  the  close  of  the  War,  and  was 
appointed  Quarantine  Inspector  of  Mobile.  It  was 
only  through  his  skill  and  diligence  that  the  rav- 
ages of  yellow  fever  were  stayed  during  that  pe- 
riod. Still  hoping  to  regain  his  rapidly  failing 
health,  he  moved  to  California  where  he  was  ap- 
pointed Visiting  Surgeon  at  the  San  Francisco  City 
and  County  Hospital  in  1869.  He  was  able  to  prac- 
tice, however,  for  only  about  one  year.  He  was 
diagnosed  as  having  “rheumatism  of  the  heart,” 
and  he  died  in  California  in  1870  at  the  age  of 
forty-five.  His  body  was  sent  back  to  Tuscaloosa 
for  burial  in  Evergreen  Cemetery. 

Part  III:  Medical  Education  in  Alabama 

The  idea  of  medical  education  in  Alabama  was 
given  impetus  in  1845  when  the  State  Assembly 
granted  a charter  for  the  creation  of  a medical 
university  at  Wetumpka.  The  charter  provided 
for  a board  of  trustees  who  were  authorized  to 
elect  a medical  faculty  for  teaching  the  various 
branches  of  medicine  and  to  grant  diplomas,  with 
all  privileges  of  practicing  medicine  commen- 
surate with  other  reputable  medical  schools  of 
the  United  States.  One  year  after  the  initial  char- 
ter was  granted,  no  progress  had  been  made  in  lo- 
cating the  medical  school  at  Wetumpka;  the  As- 
sembly, therefore,  amended  the  charter  with  pro- 
viso giving  the  board  of  trustees  the  power  to 
select  another  location  in  the  State  for  medical 


OCTOBER  1959— VOL.  29,  NO.  4 


139 


THE  ASSOCIATION  FORUM 


training.  Again  the  idea  failed  to  develop.  In 
1849  the  General  Assembly  granted  a charter  for 
the  state  medical  school  to  be  located  at  Montgom- 
ery, with  the  stipulation  that  the  school  was  to 
run  for  fifty  years,  but  again  the  charter  was  not 
utilized. 

In  1852  the  Grafenberg  Medical  Institute  was 
chartered  to  run  for  ten  years  with  all  the  privi- 
leges of  medical  teaching  and  holding  property 
assessed  at  $25,000.  Four  years  later  the  charter 
was  amended  to  run  for  twenty  years  from  the 
original  date.  The  institution  was  owned  and  op- 
erated by  Dr.  Philip  Madison  Shepard  of  Dadeville, 
in  Tallapoosa  County.  Dr.  Shepard  was  a native 
of  Georgia  and  a graduate  of  the  University  of 
Georgia  Medical  School  in  Augusta.  His  insti- 
tute, located  near  Dadeville,  ran  for  eight  years. 
During  the  War  Between  the  States,  Dr.  Shepard 
died;  the  buildings  were  burned  and  the  institute 
was  never  rebuilt.  Dr.  Shepard’s  life  and  work 
are  well  covered  by  Dr.  Howard  Turner,  a former 
Alabamian  and  now  Associate  Professor  of  Medi- 
cine at  Tulane  University,  in  his  book,  “Grafen- 
berg: The  Shepard  Family  Medical  School.” 

A charter  was  issued  in  1854  to  the  Hydropathic 
Institute  to  be  located  at  Rockford  in  Coosa  Coun- 
ty. The  school  was  never  established. 

In  1856  the  General  Assembly  granted  a charter 
for  the  establishment  of  a medical  school  in  Mo- 
bile. The  act  was  vetoed  by  Governor  John  A. 
Winston  but  was  passed  over  his  veto  by  the  con- 
stitutional majority  of  the  Assembly.  Three  years 
later  the  Medical  College  of  Mobile  was  organized 
and  incorporated  on  January  30,  1859  as  a De- 
partment of  Medicine  of  the  University  of  Ala- 
bama. By  mutual  agreement  the  University  con- 
tributed no  financial  aid  to  the  medical  school,  and 
the  operating  and  staffing  was  in  the  hands  of  the 
medical  staff.  The  trustee  of  the  University  of 
Alabama  from  Mobile  acted  as  an  ex-officio  mem- 
ber of  the  medical  board.  The  charter  of  the  Mo- 
bile medical  school  was  written  by  Dr.  Josiah  C. 
Nott  of  Mobile,  one  of  the  greatest  surgeons  of  his 
era.  His  interest  in  establishing  the  school  in  Mo- 
bile came  while  he  was  Professor  of  Anatomy  of 
the  University  of  Louisiana,  now  Tulane  Univer- 
sity. 

The  citizens  and  physicians  of  Mobile  raised 
$100,000  and  the  Legislature  appropriated  $50,000 
for  the  purchase  of  property  and  erection  of  a 
building.  The  equipping  of  the  school  was  super- 
vised by  Dr.  Nott  and  as  a result  its  museum  was 
regarded  as  the  best  of  its  kind  in  the  United 
States.  Dr.  Nott  traveled  abroad  and  brought  back 
many  of  the  museum’s  more  interesting  speci- 
mens. The  school  was  staffed  by  able  men.  Dr. 
W.  N.  Anderson  was  first  Dean,  and  held  this  po- 
sition for  twenty-five  years,  retiring  just  three 


years  before  his  death.  He  was  succeeded  by  Dr. 
George  A.  Ketchum.  The  first  class  was  gradu- 
ated in  1861;  others  followed,  excepting  the  years 
1862  to  1868,  until  1920,  when  the  medical  school 
closed.  The  school  was  taken  over  by  the  Freed- 
men’s  Bureau  from  1865  to  1868  and  used  as  a Ne- 
gro school.  During  this  three-year  period,  much 
of  the  valuable  equipment  and  many  museum 
pieces  were  destroyed  or  lost. 

The  Mobile  medical  school  ran  on  a two-year 
basis  until  the  early  1890’s  when  the  course  was 
increased  to  three  years.  From  approximately 
1905  until  the  school  closed  in  1920,  four  years  of 
study  were  required  for  graduation.  The  school 
became  more  modernized,  obtained  better  clinical 
instructors,  and  established  well-staffed  labora- 
tories. This  enabled  the  school  to  pass  success- 
fully repeated  rigid  inspections  of  various  national 
boards.  The  only  source  of  revenue  for  the  school 
was  the  fees  of  the  matriculants,  which  were 
markedly  reduced  after  the  four-year  course  was 
required.  This  reduction  in  the  number  of  stu- 
dents, plus  the  short-sightedness  of  the  Alabama 
Legislature  in  not  providing  sufficient  funds  for 
maintaining  a class  A institution,  caused  the  clos- 
ing of  the  Mobile  Medical  College.  Dr.  Ketchum’s 
period  as  Dean  was  followed  by  these  men  who 
served  with  distinction:  Dr.  Rhett  Goode,  Dr. 

George  Bondurant,  and  Dr.  T.  G.  Frazer. 

In  1872  the  Southern  University  at  Greensboro, 
Alabama,  supported  by  the  Methodist  Church, 
opened  a medical  department.  This  was  staffed 
with  men  of  ability  covering  the  different  branches 
of  medical  teaching.  Special  emphasis  was  placed 
on  the  department  of  anatomy  which  was  well 
equipped  with  dissecting  rooms.  Due  to  limited 
hospital  facilities,  bedside  instruction  was  inade- 
quate. The  courses  ran  nine  months.  For  gradu- 
ation applicants  had  to  be  twenty-one  years  of 
age  and  of  good  character;  two  years  of  medical 
study  under  suitable  instructors  were  required  as 
well  as  two  full  courses  of  medical  lectures,  the 
last  of  which  had  to  be  taken  in  that  institution. 
This  medical  department  ran  for  only  eight  years. 

In  the  spring  of  1895  Dr.  J.  A.  B.  Lovett  came 
to  Bessemer  and  organized  the  Montezuma  Uni- 
versity Medical  College  which  was  opened  in  Oc- 
tober 1895.  Its  first  class  was  graduated  in  1897; 
on  May  25,  1898  the  building  burned  and  the  school 
was  not  reestablished.  The  building  itself  had 
quite  an  interesting  background.  Originally  it 
had  been  the  headquarters  of  the  Mexican  exhibit 
at  the  World’s  Fair  in  New  Orleans,  1884-85.  It 
had  been  judged  the  most  unique  and  attractive 
building  of  the  fair.  It  was  moved  to  Bessemer 
and  used  as  the  “Montezuma  Hotel”  until  Dr.  Lov- 
ett acquired  it  for  the  Medical  College  in  1895. 

The  Birmingham  Medical  School  was  organized 


140 


J.  M.  A.  ALABAMA 


THE  ASSOCIATION  FORUM 


and  chartered  in  1894  and  the  faculty  was  staffed 
with  well  qualified  men.  The  first  session  was 
1894-95  and  opened  with  thirty-two  matriculants. 
It  ran  as  a three-year  school  until  1905  when  it 
was  increased  to  four  years.  The  first  home  of 
the  school  was  a five  story  building  located  at 
209-11  North  Twenty-First  Street.  In  1895  one 
student  was  graduated.  The  next  year  thirty-two 
students  enrolled  and  there  were  two  graduates. 
Each  succeeding  year  the  number  of  graduates  in- 
creased. During  the  twenty-one  years  the  school 
operated,  from  1894  to  1915,  there  were  351  gradu- 
ates. There  are  among  its  alumni,  just  as  of  that 
of  the  Mobile  college,  some  of  the  most  prominent 
members  of  the  medical  profession  of  Alabama 
and  other  states. 

The  Legislature  in  1896-97  confirmed  incorpora- 
tion of  the  college,  declaring  its  powers  and  con- 
ferring additional  rights  and  privileges.  In  1903 
the  Birmingham  Medical  College  was  reorgan- 
ized and  a lot  was  purchased  adjacent  to  Hillman 
Hospital.  A modern  building  was  erected  and 
the  first  session  in  the  new  building  was  in  the 
fall  of  1908.  The  curriculum  was  approved  by  the 
Council  on  Medical  Education  of  the  American 
Medical  Association  and  adopted  in  April  1909. 
Throughout  its  entire  history  the  college  kept 
pace  with  progress,  regularly  provided  additions 
to  its  material  and  equipment,  and  improved  in 
every  way  the  efficiency  of  its  teaching. 

Since  there  was  no  endowment  of  the  school  by 
the  wealthy  citizens  of  Birmingham  to  meet  the 
demand  for  still  larger  professional  opportunity, 
it  was  decided  by  the  authorities  to  reorganize  the 
school;  the  entire  property  was  turned  over  to 
the  University  of  Alabama  for  use  as  a graduate 
school  of  medicine.  This  decision  was  reached 
following  a proposal  by  Dr.  George  Denny,  Presi- 
dent of  the  University  of  Alabama,  during  a joint 
conference  of  representatives  of  Birmingham  Med- 
ical College  and  the  Mobile  Medical  College.  The 
purpose  of  this  conference,  which  was  held  in 
Tuscaloosa  in  September  1912,  was  to  discuss  the 
economic  status  of  both  schools  and  their  status 
in  the  remaining  class  A institutions.  After  a 
three  hour  discussion  of  the  history  of  both  schools 
and  their  present  economic  problems,  it  was  felt 
that  Alabama  was  well  supplied  with  physicians, 
and  that  the  state  was  economically  able  to  sup- 
port only  one  four-year  school  adequately.  Dr. 
Denny  recommended  that  Mobile  continue  the 
four-year  course,  and  since  Birmingham  offered 
unusual  clinical  material,  a graduate  school  should 
be  located  in  Birmingham.  Its  doors  as  an  inde- 
pendent institution  were  closed  with  the  comple- 
tion of  the  session  of  June  1915.  An  alumni  as- 
sociation was  organized  among  its  graduates.  The 
following  men  served  as  Dean:  Dr.  W.  Ii.  John- 

ston, Dr.  B.  Leon  Wyman,  Dr.  Lewis  C.  Morris, 


and  Dr.  James  S.  McLester. 

Following  the  closing  of  the  four-year  medical 
school  at  Birmingham  in  1915  and  the  medical 
school  at  Mobile  in  1920,  medical  training  in  Ala- 
bama consisted  of  the  two-year  basic  science  pro- 
gram at  Tuscaloosa.  All  the  two-year  graduates, 
who  averaged  about  fifty  per  year,  were  forced  to 
transfer  to  other  states  for  their  third  and  fourth 
year  clinical  work.  Many  of  these  graduates  did 
not  return  to  Alabama  to  practice  medicine. 
Within  a few  years  the  shortage  of  physicians  be- 
came quite  apparent,  particularly  in  the  rural  dis- 
tricts of  the  State.  In  1925  there  were  2,122  doc- 
tors in  Alabama;  in  1943  there  were  only  1,864.  By 
1943  fifty  per  cent  of  Alabama’s  doctors  had 
reached  the  age  of  sixty  or  more,  and  many  had 
retired,  although  their  names  remained  on  the  ac- 
tive rosters  of  the  medical  societies  in  their  coun- 
ties. In  1916  there  were  thirteen  doctors  in  Au- 
tauga County;  in  1943  there  were  only  seven.  Simi- 
lar depletion  of  doctors  occurred  in  counties 
throughout  the  entire  State. 

The  need  for  a four-year  medical  school  in  Ala- 
bama began  in  the  mid-twenties,  but  steps  to  pro- 
vide such  a school  did  not  become  active  until 
1938.  At  that  time  the  Medical  Alumni  Associa- 
tion of  the  University  of  Alabama  and  the  Medi- 
cal Association  of  the  State  of  Alabama  each  ap- 
pointed a committee  with  Dr.  W.  D.  Partlow,  Su- 
perintendent of  the  Alabama  Hospital  for  the 
Insane,  serving  as  joint  chairman.  Dr.  Partlow 
worked  unceasingly  for  years  to  mold  public  opin- 
ion in  favor  of  the  Legislature’s  providing  funds 
to  support  a first-class  medical  school.  He  was 
assisted  by  the  County  Medical  Societies  which 
appointed  local  committees  to  confer  with  the  leg- 
islators urging  them  to  support  legislation  for  the 
four-year  medical  school. 

Response  was  so  gratifying  that  Governor 
Chauncey  Sparks,  in  his  inaugural  address  in  Jan- 
uary 1944,  included  the  establishment  of  a four- 
year  medical  school  as  one  of  his  major  objectives. 
The  Legislature,  without  dissenting  vote,  passed 
the  bill  which  Dr.  Partlow  sponsored,  providing 
one  million  dollars  for  buildings  and  equipment, 
and  annual  maintenance  of  $366,000.  Dr.  Part- 
low’s  bill  included  other  stipulations.  The  name 
of  the  school  was  to  be  the  Medical  College  of  Ala- 
bama, as  the  charter  of  the  Mobile  school  provid- 
ed in  1858.  This  would  give  the  school  individual 
prerogative,  although  the  school  was  to  be  a de- 
partment of  the  University  of  Alabama.  It  was 
intended  that  the  future  Dean  of  the  medical  col- 
lege could  go  directly  to  the  Legislature  to  ask  for 
separate  appropriations,  and  not  have  them  in- 
cluded in  the  budget  of  the  University  of  Alabama. 
The  bill  also  appropriated  $400  a year  for  a scholar- 
ship in  each  of  the  sixty-seven  counties  in  Ala- 
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bama,  thus  stimulating  the  number  of  doctors  in 
the  rural  counties. 

Birmingham  was  selected  as  the  location  for 
the  Medical  College  of  Alabama  because  of  its  ac- 
cessibility and  large  population.  In  the  summer 
of  1945  clinical  instruction  was  begun  and  the 
school  of  basic  sciences  was  transferred  from  the 
University  campus  in  Tuscaloosa.  The  first  M.  D. 
degrees  were  conferred  on  October  25,  1946,  to 
a class  of  twenty-one  graduates.  The  first  Dean 
was  Dr.  Roy  Kracke,  an  alumnus  of  the  two-year 
basic  science  school  at  Tuscaloosa  who  received 
his  clinical  work  at  Rush  Medical  School,  gradu- 
ating in  1927.  Following  him  in  succession  as 
Dean  were  Dr.  Tinsley  R.  Harrison  (1950-51),  Dr. 
James  J.  Durrett  (1951-55)  and  Dr.  Robert  C.  Ber- 
son  (1955-). 

More  than  a century  has  passed  since  Dr.  Shep- 
ard opened  his  school  in  the  woods  of  Tallapoosa 
County.  The  change  from  the  requirements  of 
only  a few  months  training  in  his  day  to  today’s 
minimum  requirement  of  four  years  of  graded  cur- 
riculum and  one  year  of  internship  shows  the  tre- 
mendous progress  made  in  Alabama’s  medical  ed- 
ucation during  this  century. 


Man  In  Space 

Brigadier  General  J.  A.  Barclay 
Commander,  Army  Ballistic  Missile  Agency 
Huntsville,  Alabama 

Throughout  his  long  history  man  has  been  held 
to  the  earth  by  a gravitational  pull  which  is  so 
strong  that  it  can  hold  a satellite  in  orbit  as  far 
out  as  one  million  miles.  Beyond  this  distance  the 
gravitational  field  of  the  sun  gradually  becomes 
predominant  for  a space  vehicle,  and  the  only 
influence  the  earth  can  exert  upon  it  is  in  the 
form  of  disturbances. 

On  March  3 of  this  year  the  Army  launched  a 
scientific  payload  for  the  National  Aeronautics 
and  Space  Administration  which  passed  this  point 
of  no  return.  Pioneer  IV  continued  on  its  lonely 
way  through  the  black  and  silent  void  of  space 
to  become  a satellite  of  the  sun.  Its  successful 
escape  from  earth’s  gravity  added  fuel  to  a burning 
hope  that  manned  space  flight  will  eventually  be- 
come a reality. 

The  swift  technological  strides  in  ballistic  mis- 
sile development  during  the  past  decade  have 
solved  the  major  engineering  problems  of  placing 
instrumentation  greater  than  the  weight  of  man 
into  satellite  orbit. 

Delicate  instruments  have  been  flown  into  outer 
space  in  the  nose  cones  of  ballistic  missiles  and 
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recovered  without  damage  from  the  heat  of  re- 
entry into  the  earth’s  atmosphere  and  impact  in 
the  ocean.  This  was  demonstrated  more  than  a 
year  ago  with  missiles  developed  at  the  Army 
Ballistic  Missile  Agency. 

The  major  problem  is  no  longer  that  of  estab- 
lishing total  performance  and  reliability  of  avail- 
able carrier  systems.  The  major  unknown  in  de- 
termining whether  manned  space  flight  will  even- 
tually become  a reality  is  man  himself.  Once 
again,  the  technological  and  mechanical  achieve- 
ments of  man’s  mind  and  manual  skills  have  out- 
stripped his  knowledge  of  how  to  adapt  himself 
physiologically  to  new  machines  and  to  a new 
environment.  Many  questions  must  be  answered 
before  the  first  astronaut  ventures  into  space. 
How  will  man’s  bodily  functions  be  affected  by 
prolonged  weightlessness  of  space  travel?  Will 
his  normal  digestive  and  metabolic  processes 
change?  How  will  his  mind  react  to  this  sus- 
pended state?  Will  he  be  able  to  sleep  and  permit 
the  body’s  regenerative  processes  to  renew  his 
strength?  Will  his  brain  cells  perform  normally 
and  adequately?  All  these  questions  and  many 
more  must  be  faced  and  solved  conclusively  be- 
fore we  can  safely  undertake  any  program  of 
actual  space  exploration. 

Doctors  in  the  biomedical  field  are  faced  with  a 
challenge  of  unprecedented  proportion  and  com- 
plexity to  assure  man’s  survival  in  the  hostile 
environment  of  space  and  his  safe  recovery  from 
beyond  the  atmosphere.  The  value  which  we 
place  upon  human  life  dictates  that  complete  and 
dependable  protection  be  afforded  the  traveler 
against  all  hazards,  either  presently  known,  an- 
ticipated, or  as  yet  undiscovered  and  unexpected. 

Since  early  1958  considerable  progress  has  been 
made  in  rocketry  and  space  technology.  I am 
justifiably  proud  that  my  agency  contributed  to 
the  nation’s  space  exploration  efforts  by  the  suc- 
cessful launching  of  three  earth  satellites  and  two 
probes  into  deeper  space.  And  during  this  period 
great  efforts  were  made  in  the  medical  and  bio- 
logical sector  of  astronautics  to  keep  pace  with 
this  progress  in  its  technological  sector.  Let  me 
define  just  what  I mean  by  space,  and  outline 
some  of  the  problems  man  will  face  if  he  enters 
this  strange  new  environment,  and  relate  some 
of  the  progress  made  in  paving  the  way  for  his 
first  space  journey. 

One  may  consider  there  are  three  plateaus  on 
the  ladder  into  space  round  the  earth.  Beneath 
the  first  plateau  is  the  natural  environment  in 
which  man  has  flourished  during  his  thousands 
of  years  on  this  earth.  The  climate  is  tolerable 
nearly  all  year  round,  except  for  the  polar  regions. 
There  are  air  and  sunshine,  and  sufficient  food, 
shelter  and  clothing  in  most  cases  for  his  survival. 
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The  first  two  are  more  or  less  free,  and  so  far 
untaxable.  Man  does  very  well  without  too  much 
protection  or  covering  for  his  body  as  long  as  he 
stays  within  this  range.  But  at  12  miles  above 
the  earth  he  runs  into  serious  trouble. 

This  is  the  physiological  zero  line  of  air  pres- 
sure, at  which  oxygen  absorption  ceases  and  the 
environment  for  the  unprotected  human  body  at- 
tains the  equivalent  of  a vacuum.  Man  can  fly  at 
this  altitude,  but  he  needs  a pressurized  cabin 
supplied  with  oxygen,  or  a high-altitude  flier’s 
suit  which  provides  similar  protection. 

At  30  miles  above  earth  he  reaches  the  technical 
zero  line  for  useful  aerodynamic  lift  and  naviga- 
tion by  control  surfaces.  He  extends  his  opera- 
tions above  this  line  exclusively  through  ballis- 
tics, and  navigation  by  control  surfaces,  such  as 
wings,  fins,  and  rudders,  must  be  replaced  by  re- 
action control. 

There  is  air  above  this  point,  but  it  is  too  rare- 
fied to  aid  man’s  travels.  The  mechanical  zero 
line  of  air  resistance  is  about  120  miles.  It  is  here 
that  “outer  space”  actually  begins.  Here  the  laws 
of  celestial  mechanics,  unhindered  by  air  resist- 
ance, are  fully  effective.  It  is  this  area  and  be- 
yond that  I will  discuss  today  as  the  virgin  area 
for  man’s  greatest  adventure. 

Considerable  preparation  for  man’s  jump-off 
into  space  has  been  made  through  the  growth  of 
aviation  medicine  as  successors  to  Orville  and  Wil- 
bur Wright’s  flimsy  craft  at  Kitty  Hawk  have 
flown  higher  and  faster.  Aviation  medicine  has  a 
40-year  history,  and  has  come  into  its  own,  an  ac- 
cepted subspecialty  in  the  American  Board)  of 
Preventive  Medicine,  along  with  public  health 
and  occupational  medicine.  The  30th  annual 
meeting  of  the  Aero  Medical  Association  was  held 
recently  in  Los  Angeles.  As  a reflection  of  its 
awareness  of  its  role  of  the  future,  the  Association 
has  now  changed  its  name  to  Aerospace  Medical 
Association. 

As  early  as  1948  some  open  discussions  were 
held  in  the  field  of  space  medicine  at  the  Univer- 
sity of  Illinois  and  at  the  Air  Force  School  of 
Aviation  Medicine.  In  1949,  a significant  step  was 
taken  by  the  commandant  of  the  Air  Force  School 
of  Aviation  Medicine  when  he  established  a de- 
partment of  space  medicine.  In  1950  the  Aero- 
medical  Association  proposed  the  formation  of  a 
space  medicine  branch,  which  was  established  the 
following  year. 

Less  than  20  years  ago  it  was  thought  that  man 
had  reached  the  tolerance  limits  in  the  safe  opera- 
tion of  aircraft.  Today’s  jets  were  then  unknown. 
Bioscientists  and  engineers  combined  their  efforts 
to  prove  the  fallacy  of  this  opinion.  I am  sure 
they  will  again  disprove  the  dire  predictions  some- 


times heard  now  on  the  dangers  of  outer  space  for 
man. 

Clearly,  man  must  carry  an  envelope  of  the 
earth’s  atmospheric  conditions  wherever  he  goes 
in  space.  Capsules  to  accomplish  this  have  been 
built.  And  this  capsule  is  not  a cellophane  bag 
to  be  gently  wafted  through  space  and  depos- 
ited again  at  his  journey’s  end.  It  will  under- 
go extremes  of  acceleration  and  weightlessness  in 
a hostile  and  potentially  fatal  environment,  plus 
deceleration,  reentry  and  impact  on  landing. 

This  envelope  or  capsule  is  techically  described 
as  a “self-regenerating  closed  ecologic  system.” 
It  must  furnish  oxygen  in  the  amount  needed 
from  a self-contained,  automatic  supply.  It  must 
have  carbon  dioxide  and  water  vapor  absorbers. 
It  must  have  methods  for  accurately  monitoring 
the  oxygen  and  carbon  dioxide  tensions  in  the 
capsule,  as  well  as  pressure,  temperature  and  hu- 
midity. 

Before  man  can  venture  a journey  in  his  space 
capsule  with  comparative  safety,  a “pre-explorer” 
must  first  prove  that  the  feat  is  feasible.  Since 
weight  will  demand  high  priority  in  initial  space 
flights,  the  logical  choice  for  an  early  passenger 
is  a small  primate.  The  Army  used  monkeys  in 
V-2  and  Aerobee  rocket  flights  soon  after  World 
War  II,  and  obtained  very  satisfactory  data  from 
experiments  conducted  at  that  time. 

Numerous  additional  experiments  have  been 
conducted  since  then,  with  elaborate  instrumenta- 
tion to  secure  data  on  performance  under  con- 
trolled laboratory  conditions. 

Besides  the  amount  of  oxygen,  carbon  dioxide, 
pressure,  humidity  and  temperature  of  the  cap- 
sule, bioscientists  are  interested  in  instrumented 
data  on  the  passenger  himself,  which  include: 

Body  temperature, 

Respiration  rate, 

Heart  sounds  and  pulse  velocity,  and 

Muscular  measurements. 

Electrocardiographs  show  recordings  of  the 
electrical  signals  which  aid  in  diagnosing  a variety 
of  heart  difficulties,  determining  the  general  phys- 
iological condition  of  the  subject,  and  inferring 
psychological  condition  to  some  extent. 

Measurement  of  muscles  can  reveal  whether  the 
subject  is  performing  some  physical  task  normally 
or  with  difficulty.  Data  would  also  show  char- 
acteristic patterns  when  the  muscles  are  tensed, 
as  in  anxiety  or  fear. 

One  of  the  major  questions  regarding  manned 
orbital  vehicles  and  space  ships,  aside  from  the 
question  of  survival,  is  whether  man  can  perform 
a useful  service  in  a space  ship,  or  will  he  be 
merely  a passive  passenger?  To  answer  this 
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question,  the  first  astronaut  may  be  assigned  some 
well-learned  routine  task  to  perform,  and  his  re- 
actions observed  through  telemetered  data.  In  a 
limited  way  this  can  be  done  with  animals  in 
the  early  experiments.  By  this  means,  and  with 
other  data  available,  one  can  determine  the  degree 
to  which  the  passenger  can  react  in  his  strange 
new  environment. 

During  a missile  flight  the  period  of  accelera- 
tion from  launching  will  last  for  only  a few  min- 
utes. After  orbital  velocity  has  been  achieved, 
at  a speed  which  counteracts  the  gravitational 
pull,  the  passenger  in  a satellite  vehicle  will  ex- 
perience weightlessness  for  practically  the  entire 
voyage — until  his  descent  begins. 

This  makes  the  physiological  and  psychological 
problems  of  weightlessness  increasingly  impor- 
tant. During  recent  years  human  and  animal 
performance  under  the  conditions  of  near-zero 
gravity  has  been  investigated  by  simulating  the 
conditions  of  weightlessness  with  specifically-de- 
signed “swimming  pool”  test  apparatus,  and  in 
parabolic  flights  in  aircraft. 

Early  experiments  with  aircraft  produced  a 
period  of  weightlessness  of  about  20  seconds.  This 
was  achieved  by  taking  the  plane  to  a high  alti- 
tude and  putting  it  into  a steep  dive.  The  plane 
was  then  pulled  out  of  the  dive  and  followed  a 
ballistic  trajectory  similar  to  the  first  bounce  of 
a rubber  ball.  You  have  probably  had  a split- 
second  indication  of  the  sensation  experienced  by 
passengers  when  you  drove  downhill  on  a secon- 
dary road  at  considerable  speed,  and  came  sudden- 
ly upon  a slight  mound  at  the  bottom,  where  the 
road  goes  up  and  over  a culvert,  or  when  young  or 
old  had  the  same  experience  on  a roller  coaster 
ride. 

Experiments  with  newer  and  faster  planes  have 
produced  40  seconds  of  weightlessness.  These  in- 
vestigations have  shown  that  vision  and  touch 
are  very  important  for  effective  reaction.  Orien- 
tation in  space  is  established  by  means  of  the 
vestibular  system,  vision,  and  the  mechanore- 
ceptors.  They  all  react  to  external  forces  and 
inform  man  about  the  surrounding  environment. 

Early  experiments  indicate  that  the  main  prob- 
lem of  weightlessness  may  be  adaptation;  that  is, 
the  problems  of  weightlessness  appear  to  diminish 
if  the  subject  can  adapt  to  the  new  environment. 
This  assumes  that  the  subject  has  visual  and  tac- 
tile references.  Periods  of  weightlessness  made 
possible  through  previous  experiments  have  not 
been  long  enough  for  conclusive  data.  A little 
later  I will  show  you  how  ludicrous  the  weightless 
man  appears  to  those  of  us  who  have  always  been 
earthbound. 

The  National  Aeronautics  and  Space  Adminis- 


tration has  charge  of  the  nation’s  manned  space 
flight  program.  The  Army  Ballistic  Missile  Agen- 
cy is  participating  in  this  program  during  the  ini- 
tial phases,  during  which  the  Redstone  missile 
will  be  used  to  send  man  130  miles  into  space, 
providing  a period  of  weightlessness  of  almost 
five  minutes.  This  will  permit  more  sustained 
testing  of  man’s  reaction  to  a gravity-free  state. 
Preceding  the  manned  flights  there  will  be  mis- 
sile-capsule qualification  flights  and  animal  flights. 
The  Army  Ballistic  Missile  Agency  is  working 
with  the  Surgeons  General  of  the  Army  and  Navy 
on  a project  which  includes  biological  experiments 
using  the  Jupiter  missile.  In  May  and  July  of 
1958  full-scale  Jupiter  nose  cones  were  flown  the 
full  1500-mile  range  of  the  missile,  and  were  suc- 
cessfully recovered.  This  proved  a solution  to  the 
aerodynamic  problem  of  reentry  into  the  dense 
troposphere,  as  well  as  the  reliability  of  the 
Jupiter  missile  as  a vehicle.  Late  that  summer  the 
Surgeon  General,  Department  of  the  Army,  re- 
quested space  from  us  to  include  biological  ex- 
periments in  ballistic  missiles.  The  result  was 
dedication  of  space  not  otherwise  used  in  missile 
development  missions  to  the  Army  Medical  Serv- 
ices for  research  to  establish  the  early  parameters 
of  manned-rocket  flight  in  bioastronautics.  Plans 
were  made  to  use  a Jupiter  fired  in  December 
1958,  for  the  first  biological  payload. 

The  scientists  and  engineers  in  the  laboratories 
of  ABMA  reappraised  the  nose  cone  of  the  Jupiter 
in  terms  of  a biological  vehicle.  The  factors  of 
internal  structure,  launch,  countdown,  and  flight 
were  scrutinized  in  a new  light. 

Members  of  the  Army  and  the  Navy  Medical 
Services  developed  the  philosophy  and  broad  tech- 
nical concepts  to  be  applied.  They  were:  a 24- 

hour  life-sustaining,  self-contained  capsule;  telem- 
etry of  essential  physiological  function;  recov- 
ery of  a live  animal  and  further  study  to  validate 
in-flight  data;  and  choice  of  animals  high  in  the 
phylogenetic  scale  which  would  fit  the  other  two 
concepts.  Extensive  testing  by  the  Research  Di- 
vision, Naval  School  of  Aviation  Medicine,  de- 
termined that  a South  American  squirrel  monkey, 
weighing  about  300  grams,  satisfied  the  concepts 
and  limitations  imposed. 

Six  channels  of  electronic  information  were  de- 
veloped to  assess  the  biological  responses  and  en- 
vironmental controls.  These  were  transmitted  to 
telemetry  receiving  stations  during  the  entire 
flight  and  recorded  on  an  inboard  tape  recorder 
during  reentry.  The  electronics  package  con- 
tained an  ambient  pressure  transducer  and  a ther- 
mistor for  ambient  temperature. 

An  eight-watt  resistor  coupled  with  a thermo- 
stat regulated  the  temperature  to  60  degrees,  plus 
or  minus  five  degrees  Fahrenheit. 
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Photographic  emulsion  plates  were  mounted 
within  the  capsule  to  record  the  heavy  nuclei 
tracts  of  cosmic  rays. 

Provisions  were  made  to  record  flash  tempera- 
tures within  the  capsule  by  means  of  heat-sensi- 
tive, temperature-indicating  cards. 

External  insulation  was  added  in  the  form  of 
a half-inch  thick  glass  wool  blanket  with  an  alum- 
inum foil  backing. 

Instrumentation  was  installed  to  record  the 
breathing  rate,  body  temperature,  and  heart  rate, 
as  well  as  vibration  of  the  chest  wall. 

The  animal  was  placed  within  a thin  metal 
cylinder  upon  a molded  bed  of  silicon  rubber.  The 
animal  support  was  mounted  into  a larger  cylinder 
on  rubber  rings  for  shock  absorption. 

Five  and  one-half  hours  prior  to  launching,  the 
functioning  capsule  was  placed  aboard  the  Jupiter 
nose  cone.  At  liftoff,  the  squirrel  monkey  began 
a unique  15-minute  journey  to  an  area  approxi- 
mately 1500  miles  distant.  During  the  brief  time 
that  he  became  the  first  primate  passenger  aboard 
a ballistic  missile,  he  ascended  to  approximately 
300  miles  altitude.  This  provided  the  longest 
episode  of  a subgravity  state  during  which  bio- 
logical data  have  been  obtained  by  research  work- 
ers of  the  Free  World. 

The  EKG  showed  no  abnormalities  developing 
in  its  complexes  during  acceleration  or  weightless- 
ness. Short  periods  of  increased  respiratory  rate 
were  correlated  well  with  increased  cardiac  rate 
due  to  body  movement  or  other  recognized  stimu- 
li. Under  the  circumstances  of  restraint  adequate 
qualitative  body  temperatures  were  received  and 
found  to  vary  within  an  expected  range.  The 
ambient  temperature  of  the  capsule  remained  re- 
markedly  constant,  varying  less  than  three  de- 
grees centigrade.  Telemetered  data  were  received 
by  stations  aboard  ship,  plane,  and  on  land  bases 
in  the  Atlantic  Missile  Range. 

The  awesome  display  of  reentry  was  seen  from 
the  U.  S.  Naval  craft  stationed  in  the  recovery 
area.  Continuous  and  reassuring  data  were  re- 
corded from  this  harbinger  of  rocket  travel.  The 
gratifying  results  proved  the  soundness  of  de- 
velopments in  equipment  and  techniques  neces- 
sary to  insure  the  survival  and  well-being  of  the 
passenger,  as  well  as  the  efficacy  of  telemetered 
data  to  monitor  physiological  and  psychological 
well-being.  The  prolonged  subgravity  state  ap- 
peared to  produce  few,  if  any,  abnormalities. 

There  is  one  hazard  to  space  travel  which  I have 
not  mentioned  which  has  not  been  fully  investi- 
gated. That  is  the  radiation  discovered  by  Ex- 
plorer I in  experiments  planned  by  Dr.  James 
A.  Van  Allen  of  the  University  of  Iowa.  Subse- 
quent Explorers  and  space  probes  revealed  the 


presence  of  two  distinct  belts  of  radiation,  the 
nearer  beginning  at  about  600  miles  altitude  over 
the  magnetic  equator.  The  magnetic  field  of  the 
earth  strongly  influences  the  influx  of  corpuscular 
rays  of  solar  and  cosmic  origin  by  channeling  them 
into  the  polar  regions  and  storing  them  or  de- 
flecting them  back  into  space  over  the  equatorial 
regions.  Pioneer  IV  telemetered  evidence  of  this 
radiation  at  an  altitude  of  52,000  miles. 

The  intensity  of  radiation  is  measured  in  roent- 
gens per  hour  by  biologists  in  determining  dam- 
age to  living  tissue.  At  the  present  time  it  is  be- 
lieved that  man  can  safely  absorb  about  six  roent- 
gens over  a short  period  of  time  with  no  noticea- 
ble after-effects.  The  intensities  encountered  by 
Pioneer  III  measured  as  much  as  eight  roentgens 
per  hour.  It  can  be  seen,  then,  that  an  unprotect- 
ed man  should  not  stay  within  an  area  of  this  in- 
tensity even  as  much  as  an  hour.  Thus  he  could 
not  be  a passenger  on  a satellite  orbiting  at  alti- 
tudes where  he  encountered  radiation  without 
protection  from  a thick  absorbent  shell  to  his 
satellite,  which  would  greatly  increase  its  weight, 
and  require  more  powerful  launching  vehicles. 
However,  a man  could  go  through  the  belt  on  a 
fast  vehicle  with  no  shielding,  and  would  not  be 
seriously  harmed.  If  he  is  protected  with  only  a 
thin  layer,  he  can  go  through  swiftly  without  fear 
of  contamination.  This  subject  needs  further  re- 
search and  study. 

To  summarize  the  points  I have  mentioned,  doc- 
tors in  the  biomedical  field  are  faced  with  an  excit- 
ing but  complex  problem  in  placing  man  into 
space  flight.  There  is  a critical  necessity  for  in- 
tensified medical  investigation  of  the  entire  range 
of  known  and  as  yet  unknown  difficulties. 

Rocket  scientists  and  engineers  are  pleading  for 
more  medical  information.  Those  in  the  physical 
sciences  need  continuing  assistance  from  those 
in  the  life  sciences  as  to  just  what  facts  are  actual- 
ly of  interest  and  significance,  and  what  physical 
phenomena  can  be  related  to  these  facts.  Those  in 
the  medical  profession  may  be  weak  in  physics, 
and  engineers  are  woefully  ignorant  in  physiology, 
but  through  close  cooperation  each  can  make  his 
specialized  contributions  which,  together,  will 
place  the  first  astronaut  in  deep  space  and  bring 
him  safely  home  again. 

Who  will  fill  the  vacuum  of  need  for  space 
surgeons? 

Who  is  better  qualified  for  this  new  role  than 
those  with  long  backgrounds  of  medical  training 
and  practice?  These  specialists  alone  can  set  the 
minimum  standards  for  the  design  engineers,  co- 
ordinate and  evaluate  information  from  biomedi- 
cal experiments,  and  make  the  medical  decisions. 

I am  extremely  pleased  to  note  that  The  Medi- 
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cal  Association  of  the  State  of  Alabama  is  keenly 
aware  of  this  problem,  and  has  done  something 
about  it.  Only  last  week  the  Association  created 
a Committee  on  Space  Medicine;  and  Dr.  William 
R.  Carter,  president,  has  named  Dr.  Burton  S. 
Shook  of  the  Medical  Division  of  Redstone  Ar- 
senal as  first  chairman  of  that  committee. 

This  is  a commendable  step  in  the  right  direc- 


Mental  Health  "Contagion"  May  Help  World  Peace — 

Physicians  may  some  day  be  able  to  prevent  family 
and  community  turmoil,  to  strike  at  greed  and  prejudice, 
and  even  perhaps  help  lay  the  foundation  for  world 
peace. 

They  may  be  able  to  do  this  because  mental  disease 
and  mental  health  are  just  as  “infectious”  as  a smile  or 
the  measles,  according  to  an  editorial  in  the  September 
12  Journal  of  the  American  Medical  Association. 

Although  mental  illness  is  as  old  as  mankind,  only 
recently  have  many  physicians  begun  to  view  it  as  a 
disease — involving  susceptibility  and  resistance  fac- 
tors— which  is  amenable  to  control  through  a broad  pro- 
gram of  preventive  medicine. 

Mental  illness  is  now  the  only  major  public  health 
problem  that  is  not  adequately  reported,  the  editorial 
said.  It  then  urged  increased  study  of  the  cause  and 
spread  of  mental  illness  and  health  and  of  techniques 
for  preventing  illness.  Mental  illness  and  health  may 
well  be  the  “epidemiology  of  the  future,”  the  editorial 
noted. 

An  accompanying  “Medicine  at  Work”  article  noted 
that  the  seeds  of  communicability  are  “implanted  in 
person-to-person  contact,  fertilized  in  the  family  to 
grow  throughout  the  community,  blown  and  sown  from 
nation  to  nation.  Contact  might  communicate  a fleet- 
ing thought  or  involve  the  transference  of  broad  pat- 
terns of  living.” 

The  communicability  of  mental  illness  can  range  from 
that  between  a mother  and  child  when  the  mother  scolds, 
and  the  child  becomes  anxious  to  that  between  nations1 
which  “breed  dislike,”  the  article  said. 

But  health  is  also  infectious,  it  said.  “A  child  who  is 
taught  not  to  steal  accepts  this  as  a general  idea,  and 
it  develops  into  a feeling — not  just  an  understanding — 
that  creates  an  iron-clad  ‘prejudice’  against  stealing.” 

To  understand  how  all  of  this  works  and  how  the 
phenomenon  of  communicability  can  be  used  to  help 
man  toward  better  mental  health  must  be  the  coopera- 
tive goal  of  physicians,  psychologists,  sociologists,  teach- 
ers, anthropologists,  and  clergymen,  the  Journal  edito- 
rial concluded. 


Newest  Oral  Diabetic  Drug  Is  "Clearly"  Useful — 

DBI,  the  newest  oral  diabetic  drug,  is  clearly  of  value 
in  the  treatment  of  all  types  of  diabetes,  Dr.  Julius 
Pomeranze,  New  York,  said  recently. 

Dr.  Pomeranze,  who  conducted  the  first  clinical  tests 
of  the  drug,  made  his  comment  in  the  September  19 
Journal  of  the  American  Medical  Association.  He  re- 
ported the  results  obtained  in  206  diabetics  given  the 
drug  for  periods  up  to  two  years. 

DBI,  or  phenethylbiguanide,  is  one  of  a group  of 
drugs  known  as  biguanides.  It  differs  in  action  from 
other  anti-diabetic  drugs  taken  by  mouth,  which  are 
sulfonylureas. 


tion.  I am  proud  that  Alabama  is  leading  the  way 
in  this  exacting  new  area  of  medicine,  on  which 
future  history  hinges.  I am  sure  that  the  work  of 
this  committee  will  be  broadened  so  that  Alabama 
doctors  can  make  optimum  contributions  to  the 
advancement  of  knowledge  in  space  medicine.  The 
costs  of  man’s  personal  exploration  of  space,  in 
lives  and  dollars,  will  be  determined  by  the  sound- 
ness of  his  approach  to  this  challenge. 


Dr.  Pomeranze  said,  “The  ultimate  place  of  DBI  in 
the  management  of  diabetes  will  be  determined  after 
much  more  prolonged  and  widespread  observation.” 

However,  when  it  is  used  carefully,  adjusting  the  drug 
to  the  patient’s  needs  rather  than  attempting  to  fit  pa- 
tients into  a rigid  dosage  pattern,  it  permits  the  cessa- 
tion of  insulin  therapy  in  a significant  percentage  of 
diabetic  patients  and  is  useful,  together  with  insulin, 
for  better  control  of  many  of  the  patients  with  more 
severe  cases. 

The  study  showed  that  DBI  could  be  used  alone  or 
with  a reduced  amount  of  insulin  in  62  per  cent  of  the 
patients  regardless  of  the  type  of  diabetes.  The  use  of 
other  oral  drugs  is  limited  to  mild  or  stable  cases  of 
diabetes,  since  they  are  ineffective  against  juvenile  or 
“brittle”  diabetes. 

DBI  allowed  some  patients  with  mild  diabetes  to  stop 
using  insulin  altogether  and  some  with  more  severe 
cases  to  cut  the  amount  of  insulin  used. 

Diabetes  occurs  when  the  pancreas  fails  to  secrete 
enough  naturally-occurring  insulin  to  burn  up  all  the 
sugar  taken  in  by  the  body.  Then  artificial  insulin  is 
necessary.  The  oral  drugs  do  not  replace  insulin,  but 
apparently  help  the  body  to  better  use  what  insulin  it 
has. 

Dr.  Pomeranze  said  the  sole  limitation  to  the  broader 
use  of  DBI  appears  to  be  its  gastrointestinal  side-ef- 
fects. Twenty-six  per  cent  of  the  patients  treated  had 
to  stop  the  drug  because  of  gastrointestinal  side-effects. 
It  seems  that  these  are  “inherent  in  the  drug  when  prop- 
er individual  dose  is  exceeded,”  Dr.  Pomeranze  said, 
but  they  may  serve  as  a useful  dose  regulator  and  per- 
haps as  a safety  device. 


Fever  Needs  Food,  Water  According  to  Doctors — A 

fever  must  be  watered  and  fed,  not  starved,  according 
to  two  Chicago  physicians. 

Fever  leads  to  dehydration  and  the  breakdown  of 
body  tissues.  At  high  temperatures,  the  body  cells 
work  faster  and  break  down  more  rapidly.  To  replace 
them,  the  body  needs  food  and  water. 

Drs.  Rachmiel  Levine  and  Sidney  Cohen  of  the  Med- 
ical Research  Institute  of  Michael  Reese  Hospital  gave 
their  advice  in  an  interview  reported  in  the  September 
Today’s  Health,  published  by  the  American  Medical  As- 
sociation. 

When  a fever  reaches  103  or  more,  it  becomes  dan- 
gerous, they  said.  It  leads  to  the  malfunctioning  of  the 
central  nervous  system  and  heart  because  every  de- 
gree of  fever  makes  the  heart  beat  faster,  and  over  a 
certain  beat  rate,  fever  becomes  injurious  to  the  heart. 

The  seriousness  of  a fever  depends  on  age,  persist- 
ence, and  variability,  the  doctors  said.  A child’s  body 
temperature  will  react  more  drastically  with  a fever 
than  an  older  person’s.  The  older  a person  grows  the 
less  drastic  and  slower  are  his  reactions  to  fever-caus- 
ing agents. 
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RECEIVES  NATIONAL  HONOR— Dr.  James  R.  Garber  of  Bir- 
mingham (second  from  left)  was  awarded  the  American  Acad- 
emy of  General  Practice’s  first  annual  Certificate  for  Meritori- 
ous Service  Award  for  his  outstanding  service  to  the  local 
Academy  at  AAGP’s  19th  semi-annual  Postgraduate  Seminar 
in  August.  Pictured  above  with  Dr.  Garber  (left  to  right)  are 
Dr.  J.  Black,  Schering  Corporation,  Bloomfield,  N.  J.;  AAGP 
President,  Dr.  W.  J.  B.  Owings,  Brent;  Dr.  Julius  Michaelson, 
Foley  and  Dr.  James  D.  Murphy,  Fort  Worth,  Texas. 


PLANNING  SESSION — Dr.  B.  M.  Carraway,  Treasurer  of  the 
Birmingham  Academy  of  Medicine  (below  center),  is  shown 
consulting  with  Dr.  Buford  Word  (right),  General  Chairman 
of  this  year’s  Medical  Progress  Assembly,  and  Dr.  James  M. 
Slaughter,  General  Chairman  for  1960,  during  the  second  an- 
nual Medical  Progress  Assembly  on  September  13-15  in  Bir- 
mingham. 


PEDIATRIC  TRIO— The  three  topnotch 
authorities  in  the  pediatric  field  that  spoke 
at  the  first  annual  meeting  of  the  Alabama 
Chapter  of  the  American  Academy  of 
Pediatrics  at  Point  Clear  on  September 
11-13,  are  shown  (above  left)  with  State 
Chairman,  Dr.  M.  Vaun  Adams,  Mobile 
(second  from  left).  Left  to  right  are  Dr. 
Victor  C.  Vaughan,  III,  Medical  College  of 
Georgia;  Dr.  Amos  Christie  and  Dr.  George 
W.  Holcomb,  Jr.,  both  of  Vanderbilt  Uni- 
versity, and  Robert  O.  Harris,  III,  Mobile, 
program  chairman. 


ENJOYING  ALABAMA  HOSPITALITY— 
Among  the  120  members,  wives  and  guests 
who  attended  the  pediatric  meeting  at  the 
Grand  Hotel  were  (left  to  right)  Dr.  Wen- 
dell C.  Bennett,  Columbia,  Tenn.;  Dr. 
Sara  F.  Davis,  Birmingham;  Dr.  Suzanne 
Schaefer,  New  Orleans,  La.;  Dr.  Jo  N.  Rob- 
inson, /Columbus,  Miss.;  Dr.  Doris  J.  Phil- 
lips, Birmingham  and  Dr.  Alvyn  W.  White, 
Pensacola,  Fla. 


SYMPOSIUM  SPEAKER— Dr.  Donald 
A.  Covalt,  Associate  Director  of  the 
Institute  of  Physical  Medicine  and 
Rehabilitation  of  the  New  York  Uni- 
versity-Bellevue  Medical  Center,  will 
speak  on  “Practical  Rehabilitation  Of 
The  Hemiplegic”  at  the  Symposium 
On  Modern  Clinical  Medicine  being 
sponsored  by  the  AAGP,  Medical  Col- 
lege of  Alabama  and  Lederle  Labora- 
tories at  the  Tutwiler  Hotel  on  Oc- 
tober 11. 
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GULF  COAST  CLINICAL— The  19th 
annual  meeting  of  the  Gulf  Coast  Clin- 
ical Society  will  be  held  at  the  Admiral 
Semmes  Hotel,  Mobile,  on  October  22- 
23.  Pictured  here  are  some  of  the  key 
speakers:  Drs.  Orvar  Swenson,  Pro- 
fessor of  Pediatric  Surgery,  Tufts  Med- 
ical College;  Lucian  A.  Smith,  Chief  of 
Clinical  Section  and  Professor  of  Medi- 
cine, Mayo  Clinic;  B.  W.  Cobbs,  Cardi- 
ology Department,  Emory  University; 
Darwin  S.  Fenner,  Vice  President,  Mer- 
rill Lynch,  Pierce,  Fenner  & Smith; 
Charles  H.  Hendricks,  Associate  Profes- 
sor of  Obstetrics  and  Gynecology,  West- 
ern Reserve  University,  and  John  I,. 
Shapiro,  Professor  and  Head  of  the  De- 
partment of  Pathology,  Vanderbilt 
University. 


Dr.  Luther  Leonidas  Hill 

DEDICATION — The  Medical  College  of  Alabama’s  cardiovascular  sur- 
gical unit,  one  of  the  leading  heart  surgery  centers  in  the  country,  was 
dedicated  to  the  late  Dr.  Luther  Leonidas  Hill,  right,  pioneer  in  car- 
diovascular surgery,  on  September  18.  Dr.  Hill  made  his  great  contri- 
bution to  cardiovascular  surgery  in  1902  when  he  sutured  the  knife- 
pierced  heart  of  a 13-year-old  boy,  the  first  time  in  America  such  an 
operation  had  been  performed  successfully. 


AT  GROUNDBREAKING — Mr.  Joseph  Smolian,  center-left, 
shovels  the  earth  at  the  groundbreaking  ceremonies  for  the 
new  $300,000  psychiatric  clinic  building  (below)  to  be  erected 
on  the  corner  of  Seventh  and  Seventeenth  Avenues.  Pictured 
with  Mr.  Smolian,  whose  gift  made  this  building  possible, 
are,  left  to  right,  Dr.  James  N.  Sussex,  Mrs.  Smolian,  Dr.  Rob- 
ert C.  Berson,  and  Matthew  F.  McNulty,  Jr. 
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Heart  Center  to  be 
Dedicated  to  Dr.  Hill 

Dedication  of  the  University  of  Alabama  Medi- 
cal Center’s  cardiovascular  surgical  unit  to  the 
memory  of  the  late  Dr.  Luther  Leonidas  Hill, 
Montgomery,  is  scheduled  for  Sunday,  October  18. 

Ceremonies  that  day  will  be  held  in  the  operat- 
ing unit,  to  be  known  thereafter  as  the  Luther 
Leonidas  Hill  Heart  Center.  Among  those  par- 
ticipating will  be  Senator  Lister  Hill,  son  of  Dr. 
Hill  and  senior  United  States  senator  from  Ala- 
bama. 

A pioneer  in  cardiovascular  surgery,  Dr.  Hill 
was  the  first  physician  in  America  to  report  a suc- 
cessful suture  of  the  human  heart.  The  operation 
was  performed  on  a thirteen  year  old  boy,  who 
had  received  a stab  wound  that  penetrated  the 
left  ventricular  cavity,  upon  a kitchen  table  by 
the  light  of  oil  lamps. 

Dr.  Hill  performed  this  operation  in  1902  after 
several  years  of  studying  wounds  of  the  heart. 
He  had  published  a paper  on  heart  wounds  with 
reports  of  seventeen  cases  of  heart  suture  two 
years  before  he  performed  the  first  successful 
operation  of  this  type. 

The  physician  and  his  wife,  the  late  Mrs.  Lillie 
Lyons  Hill,  were  the  parents  of  four  living  chil- 
dren. Senator  Hill,  Mrs.  Edmund  W.  Rucker,  Jr., 
Birmingham,  Mrs.  Carney  Laslie,  Montgomery, 
and  Gen.  Luther  Lyons  Hill  of  Des  Moines,  Iowa. 

Son  of  a Methodist  minister,  Dr.  Hill  was  born 
near  Montgomery  in  1862.  After  receiving  M.  D. 
degrees  from  two  schools — the  University  of  the 
City  of  New  York  and  Jefferson  Medical  College 
of  Philadelphia,  he  spent  a year  at  Wyeth’s  New 
York  Polyclinic  Medical  School]  specializing  in 
treatment  of  the  eye,  ear,  nose,  and  throat.  He 
then  went  to  Liverpool,  England,  where  he  stud- 
ied surgery  with  Sir  Joseph  Lister. 

Dr.  Hill  began  a surgical  practice  in  Montgom- 
ery in  1884.  For  more  than  thirty-five  years  of 
the  forty-eight  years  he  was  in  practice,  he  wa3 
associated  with  his  brother,  Dr.  Robert  S.  Hill. 
Dr.  L.  L.  Hill  died  in  1946. 

A leader  in  professional  organizations  as  well  as 
a noted  medical  writer,  Dr.  Hill  received  many 
honors  during  his  lifetime.  Among  these  was  an 
honorary  doctor  of  laws  degree,  conferred  by  the 
University  of  Alabama  in  1910.  A member  of 
county,  state,  and  national  medical  groups,  Dr. 
Hill  was  elected  president  of  the  State  Medical 
Association  in  1897. 

The  Medical  Center’s  cardiovascular  unit,  one 
of  the  leading  heart  surgery  centers  in  the  coun- 
try, is  located  on  the  seventh  floor  of  the  Hillman 
Building.  It  is  a function  of  University  Hospital 
and  Hillman  Clinic. 


James  Garber  Receives 
A AGP  National  Award 

Dr.  James  R.  Garber  won  national  recognition 
recently  for  service  to  the  medical  profession. 

The  veteran  physician  became  the  first  Alabam- 
ian to  receive  the  annual  meritorious  service  award 
of  the  American  Academy  of  General  Practice. 
The  award  was  presented  during  the  semi-annual 
postgraduate  seminar  held  by  the  Alabama  Acad- 
emy of  General  Practice  in  August. 

The  state  group  nominated  Dr.  Garber  for  the 
award,  which  was  established  by  the  American 
Academy  last  year.  Dr.  W.  J.  B.  Owings  of 
Brent,  president  of  the  Alabama  Academy,  said 
Dr.  Garber  organized  the  first  seminar  for  general 
practitioners  here  in  1948  and  that  he  has  served 
as  program  coordinator  through  nineteen  later 
ones.  Dr.  Garber  was  credited  with  helping  to 
build  the  Alabama  Academy  from  its  original 
eighty  members  to  its  present  membership  of 
three  hundred. 

Dr.  Garber  is  past  president  of  the  Jefferson 
County  Medical  Society  and  of  The  Medical  As- 
sociation of  the  State  of  Alabama. 

He  joined  the  Medical  College  faculty  in  1945 
and  served  as  chairman  of  the  obstetrics  depart- 
ment until  his  retirement  in  1956.  Since  then  he 
has  continued  as  professor  of  clinical  obstetrics. 


Dr.  Ruth  Berrey  Rejoins 
Medical  Center’s  Staff 

Birmingham  and  the  Medical  Center  recently 
welcomed  back  Dr.  Ruth  R.  Berrey  who  spent 
the  past  year  at  a Baptist  Mission  hospital  in 
Ogbomosho,  Nigeria,  Africa. 

Dr.  Berrey  is  now  back  at  her  pediatrics  prac- 
tice and  her  place  as  associate  professor  of  pedi- 
atrics here  at  the  Center. 

The  West  African  country,  a British  possession, 
is  very  progressive  in  the  teaching  of  medicine, 
although  disease  is  still  widespread  and  there  is 
only  one  doctor  per  200,000  people,  according  to 
Dr.  Berrey.  Nigeria’s  three-year-old  medical 
school  at  Ibadan  is  up-to-date  in  every  way,  with 
a modern,  500-bed  general  hospital  and  a new 
mental  hospital  among  its  training  units,  she  said. 
About  two-thirds  of  the  staff  are  British;  the  other 
one-third,  Nigerians  who  were  trained  in  England 
and  the  United  States. 

Much  of  the  research  carried  on  at  the  college 
is  in  the  pharmacology  of  native  medicines.  In 
some  cases  researchers  are  interested  in  what  in- 
gredients may  be  useful.  In  others  they  are  look- 
ing for  ways  to  counteract  the  harmful  effects  of 
these  drugs. 

Malaria,  tuberculosis,  yellow  fever,  smallpox, 
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CLASS  OF  ’49 — Fourteen  members  of 
the  Class  of  ’49,  the  first  class  to  take  all 
four  years  of  medical  training  at  the  Med- 
ical College  of  Alabama,  held  a ten-year 
reunion  at  the  Medical  Center  recently. 
Pictured  above  are  some  of  the  class  mem- 
bers and  their  wives  that  attended  the 
reunion.  They  are,  left  to  right,  first  row, 
Mrs.  Donald  Mosher,  Eau  Gallie,  Fla.;  Dr. 
Myra  Peters,  Tulsa,  Okla.;  Mrs.  Louise  R. 
Cason,  Birmingham;  Dr.  George  Douglas, 
Birmingham.  Second  row,  Dr.  Donald 
Mosher;  Mrs.  Marvin  Powell,  Shawmut; 
Miss  Virginia  Baxley,  Birmingham.  Third 
row,  Dr.  James  Graham,  Philadelphia;  Dr. 
Robert  S.  Teague,  Birmingham;  Dr.  Marvin 
Powell;  Dr.  Charles  H.  Winkler,  Birming- 
ham; Mrs.  Ira  L.  Myers,  Montgomery;  Dr. 
Ira  L.  Myers;  and  Dr.  Emmett  B.  Carmich- 
ael, Birmingham.  Other  class  members  at- 
tending were  Drs.  Tom  Caldwell,  Charles 
Carraway,  Inez  Fowler,  Hugh  Haden,  Rob- 
ert O.  Lauderdale,  and  Jacob  Neighbors, 
all  of  Birmingham;  and  Drs.  Irene  Johnson 
Roan  and  Albert  Stephens,  Jr.,  Tuscaloosa. 


HIS  BOOK  CHOSEN— Dr.  Ward  Pig- 
man's  book,  The  Carbohydrates,  was 
displayed  at  the  American  National 
Exhibit  in  Moscow  this  summer. 


GIFT  MEMENTOES— T hese  hand- 
carved  replicas  of  Nigerian  women  at 
work  bring  to  Dr.  Ruth  E.  Berrey  hap- 
py recollections  of  a year  spent  in  that 
West  African  country.  She  was  sta- 
tioned at  the  Baptist  mission  hospital 
at  Ogbomosho. 


GOING  UP  IN  CENTER — This  evacuation  hospital  for  the  Armory  Commission 
will  soon  be  under  construction  on  the  southwest  corner  of  Eighth  Avenue  and 
Nineteenth  Street.  Built  on  University  property,  it  will  be  available  for  Medical 
Center  use  except  when  being  used  for  National  Guard  training. 


OCTOBER  1959 


VOL.  29,  NO.  4 


151 


MEDICAL  CENTER  NEWS 


and  leprosy  are  serious  problems  in  Nigeria,  Dr. 
Berrey  found.  They  are  particularly  hard  to  com- 
bat because  of  nutritional  deficiencies  among  the 
natives.  Lack  of  protein  in  the  diet  is  the  biggest 
trouble.  A form  of  sleeping  sickness  which  at- 
tacks cows  makes  it  impossible  for  Nigerians  to 
have  beef  or  cow’s  milk.  Goats  are  plentiful  in  the 
area,  but  the  natives  often  won’t  eat  them  because 
of  superstition,  which  also  prevents  their  eating 
eggs.  Beans  must  serve  as  the  chief  source  of 
protein  in  their  diet. 

Leprosy,  although  still  a big  factor,  with  some 
165,000  cases  among  the  eighteen  million  popula- 
tion of  northern  Nigeria,  is  not  the  problem  it  once 
was.  Drugs  can  now  arrest  a case  of  leprosy  in 
about  three  years,  and  it  is  hoped  that  new  medi- 
cations will  be  able  to  control  the  disease  in  only 
six  months. 

Nigeria  is  gradually  doing  away  with  its  isola- 
tion villages  for  lepers  and  treating  many  of  those 
who  have  leprosy  on  an  outpatient  basis. 

Dr.  Berrey,  who  is  an  alumna  of  the  University 
of  Alabama  Medical  College  and  of  Tulane  Uni- 
versity School  of  Medicine,  joined  the  staff  here 
in  1945.  Her  husband,  the  late  Dr.  Ivan  C.  Berrey, 
served  on  the  faculty  in  the  department  of  medi- 
cine. 


Dr.  Dan  C.  Donald  Dies 

The  Medical  Center  was  greatly  saddened  by 
the  recent  death  of  Dr.  Dan  C.  Donald,  a member 
of  the  staff  for  fourteen  years  and  professor  of 
clinical  surgery  since  1950.  He  was  seventy-one. 

Dr.  Donald  had  practiced  in  Birmingham  for 
nearly  half  a century,  starting  soon  after  his  grad- 
uation from  Tulane  University  School  of  Medicine 
in  1911.  He  was  especially  noted  for  his  work  in 
repair  of  hernia  and  varicose  veins. 

An  active  counsellor  of  The  Medical  Association 
of  the  State  of  Alabama,  Dr.  Donald  also  belonged 
to  the  American  and  Southern  Medical  Associa- 
tions, and  was  a past  president  of  the  Jefferson 
County  Medical  Society  and  the  Alabama  Society 
of  Medical  History.  He  was  a fellow  of  the  Ameri- 
can College  of  Surgeons. 

Survivors  are  his  wife;  a son,  Robert  G.  Donald; 
two  daughters,  Mrs.  R.  C.  Shannonhouse  of  Atlanta 
and  Mrs.  H.  Colford  Schahck  of  New  Canaan, 
Conn.;  and  a brother,  Charles  J.  Donald  of  Fair- 
field.  Dr.  Donald  was  an  uncle  of  Dr.  Charles  J. 
Donald,  Jr.,  and  Dr.  Joseph  M.  Donald  of  the 
Medical  Center  Staff. 


Dental  Research  Meeting 
Featured  European  Speakers 

The  Alabama  Section  of  the  International  Asso- 


ciation for  Dental  Research  held  its  first  annual 
meeting  on  September  25-27  at  the  Ann  Jordan 
Farm  near  Alexander  City. 

Alabama  dentists  heard  Dr.  O.  Backer-Dirks  of 
the  University  of  Utrecht,  Netherlands,  lecture  on 
the  relationship  of  fluorides  to  dental  caries  at 
the  opening  session  Saturday  morning.  Other 
speakers  at  the  scientific  session  were  Dr.  Leon 
Schneyer,  “Amylase  and  Electrolyte  Changes  in 
Salivary  Glands  During  Activity,”  and  Dr.  C.  E. 
Klapper,  “Experimental  Animal  Caries.” 

Following  a business  meeting  Saturday  evening, 
Dr.  Bengt  Gustafsson  of  the  University  of  Lund, 
Sweden,  discussed  germ-free  animal  studies. 

Speakers  at  the  concluding  session  Sunday 
morning  were  Dr.  F.  S.  Mehta,  Secretary  of  the 
All-Indian  Dental  Association,  “Clinical  Periodon- 
tal Research,”  Dr.  Gilbert  J.  Parfitt,  “Significance 
of  Tooth  Mobility,”  Dr.  E.  Newbrun,  “Hardness 
and  Solubility  of  Enamel,”  and  Dr.  T.  Koulourides, 
“Rehardening  of  Artificially  Softened  Enamel.” 


New  Tooth  Decay  Preventive  Technique  Suggested — 

A slight  change  in  table  etiquette  might  be  one  way  to 
fight  tooth  decay,  a California  dentist  has  suggested. 

Tooth  decay  is  not  a steady,  degenerative  process  but 
rather  a series  of  short  “commando  raids”  lasting  only 
20  to  30  minutes  and  is  generated  by  the  fermentable 
sugars  in  food  being  eaten,  according  to  Walter  Droz- 
diak,  D.D.S.,  San  Jose. 

If  brushing  or  rinsing  the  teeth  is  delayed  longer  than 
30  minutes  after  eating,  little  or  no  preventive  effect 
will  occur  and  “one  might  just  as  well  forget  about  it 
altogether,  which  is  what  most  of  us  do,”  he  said. 

Therefore,  Dr.  Drozdiak  suggests  that  the  mouth  be 
rinsed  right  at  the  table.  The  idea  is  to  wash  away  as 
much  as  possible  the  elements  that  cause  decay — the 
acids  and  sugars — before  the  process  of  decay  can  be- 
gin. 

Taking  a sip  of  water  after  the  meal — or  even  at 
times  during  the  meal — and  swishing  it  around  in  the 
mouth  for  a few  seconds  before  swallowing  need  not 
attract  attention  and  can  be  done  without  inconven- 
ience, he  said. 

Writing  in  the  September  Today’s  Health,  an  Ameri- 
can Medical  Association  publication,  Dr.  Drozdiak  not- 
ed that  forming  such  a habit  may  take  some  effort, 
but  it  is  well  worth  it.  The  teeth  are  the  only  part  of 
the  body  which  cannot  heal  or  repair  themselves  after 
damage  has  been  done. 

In  addition,  decay  does  not  ever  start  from  within.  It 
always  begins  on  the  outside  of  the  teeth  and  arises 
from  decay-causing  conditions  surrounding  the  teeth. 

Teeth  should  be  brushed  after  every  meal  and  the 
brushing  should  be  more  than  just  remove  loose  debris 
and  stains  from  the  teeth.  It  should  ideally  remove 
from  the  teeth  all  adhering  deposits  of  bacteria  and 
tartar,  and  it  should  dislodge  foreign  matter  trapped 
between  the  teeth  and  gums. 

Dr.  Drozdiak  recommends  that  teeth — like  pots  and 
pans — should  be  checked  after  cleaning  to  see  that  they 
-are  really  clean. 
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VECTOR  PROBLEMS — PAST  AND  PRESENT 

Contributed  by 
W.  H.  Kittrell,  Director 
Division  of  Vector  Control 
Bureau  of  Sanitation 

The  term  “vector”  has  been  defined  in  various 
ways  from  time  to  time.  In  a medical  sense  it  was 
at  one  time  held  to  mean  those  arthropods  or  other 
animals  which  had  an  obligatory  role  in  the  trans- 
mission of  a pathogenic  organism  to  man;  and  at 
times  may  have  been  used  to  refer  only  to  those 
organisms  in  which  it  was  necessary  for  the  patho- 
gen to  go  through  a developmental  phase.  The 
classic  example  of  this  type  of  vector  activity  is 
the  role  of  Anopheles  mosquitoes  in  developing 
and  transmitting  the  malaria  parasite. 

The  term  “vector”  as  used  by  public  health 
workers  has  gradually  evolved  to  include  animals 
and  arthropods  which  are  capable  of  transmitting 
human  diseases  in  any  manner  whatever;  for  in- 
stance, the  housefly  in  mechanically  carrying  the 
germs  of  typhoid  and  other  enteric  diseases  from 
human  excreta  to  human  food.  In  recent  years 
vector  control  programs  have  concerned  them- 
selves with  still  broader  fields,  this  change  being 
closely  correlated  with  our  broadened  concepts  of 
public  health.  Good  public  health  is  no  longer  con- 
sidered to  be  merely  a matter  of  preventing  bodily 
diseases,  but  is  now  generally  regarded  as  a posi- 
tive state  of  well-being  in  the  community;  hence, 
an  insect  which  is  merely  a source  of  worry  and 
annoyance,  but  probably  incapable  of  carrying  dis- 
ease, is  now  frequently  considered  a logical  target 
of  vector  control  programs. 

A good  example  of  our  changed  thinking  may 
be  found  in  the  modern  attitude  toward  mosqui- 
toes. For  many  years  malaria  was  among  the  most 
important  and  acute  health  problems  in  Alabama 
and  it  was  natural  and  logical  that,  with  limited 
public  health  forces,  the  Anopheles  quadrimacula- 
tus  should  be  the  sole  target  of  public  health  mos- 
quito control  activities.  For  many  years  this  was 
practically  true.  Brief  surveys  would  be  made  on 
the  request  of  municipalities  for  the  sources  of 
other  “pest”  mosquitoes  and  advice  would  be  given 
as  to  their  control.  The  sources  and  indicated  con- 
trol methods  would  usually  be  fairly  obvious  and 


a minimum  of  effort  was  expended  by  health  de- 
partment personnel  in  this  type  of  activity.  On 
the  other  hand,  efforts  were  extended  to  the  ut- 
most in  promoting  and  directing  programs  against 
the  A . quadrimaculatus.  Following  World  War  II, 
malaria  in  this  country  was  decreasing,  DDT  had 
become  available,  and  many  prominent  malari- 
ologists  thought  that  an  intensive  DDT  house 
spraying  program  in  traditionally  malarious  areas1 
would  result  in  the  complete  eradication  of  the 
disease  in  this  country.  Through  these  efforts  and 
because  of  various  uncontrolled  forces  which  were 
at  work,  their  hope  has  been  practically  realized. 
It  is  believed  that  there  is  no  more  natural  malaria 
transmission  in  Alabama,  even  though  the  distri- 
bution of  the  vector  mosquito  is  probably  as  wide- 
spread and  its  total  population  as  great  as  in  form- 
er years.  We  are  now  in  the  fortunate  position  of 
having,  as  far  as  we  know,  no  actual  transmission 
of  any  mosquito-borne  diseases.  It  will  be  recalled 
that  many  years  ago  deadly  epidemics  of  yellow 
fever  occurred  in  the  State,  and  in  later  years 
some  transmission  of  dengue  fever  occurred,  both 
being  transmitted  by  the  Aedes  aegypti  mosquito. 
Some  new  interest  was  aroused  in  regard  to  yellow 
fever  and  its  vector  following  World  War  II  be- 
cause there  was  a definite  northward  movement 
of  this  disease  through  the  Central  American  coun- 
tries and  into  southern  Mexico.  After  the  com- 
plex factors  involved  in  this  movement  were  fully 
determined  there  did  not  seem  to  be  much  cause 
for  alarm  in  this  country,  however. 

Even  in  the  absence  of  active  mosquito-borne 
diseases  there  have  been  several  developments 
which  make  it  desirable  for  sanitarians  and  other 
public  health  workers  to  know  more  about  our 
entire  group  of  mosquitoes,  their  habits,  and  their 
control.  One  development  which  has  been  men- 
tioned is  the  strengthened  concept  that  we  are 
justified  in  making  efforts  against  any  biting, 
severely  annoying  pests.  A second  development 
has  been  the  new  knowledge  gathered  relative  to 
potential  mosquito-borne  diseases  other  than  ma- 
laria, especially  virus  encephalitis.  It  is  now 
known  definitely  that  these  diseases  (there  are 
three  recognized  strains  in  the  United  States)  are 
definitely  mosquito-borne  and  that  a number  of 
different  species  of  mosquitoes  are  capable  of 
transmitting  one  or  more  of  these  strains.  It  is  also 
definitely  known  that  the  reservoir  of  these  dis- 
eases is  primarily  in  birds  of  a number  of  species, 
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that  both  horses  and  humans  are  susceptible  under 
certain  conditions,  that  horse  outbreaks  have  oc- 
curred in  Alabama  in  recent  years,  and  that  one 
or  more  of  the  viruses  have  been  found  in  birds 
and  mosquitoes  in  Alabama.  These  facts  seem 
to  justify  amply  the  assertion  that  we  need  to 
know  more  about  our  mosquitoes  in  general  and 
the  control  of  the  various  species. 

During  a number  of  years  in  the  past,  murine 
typhus  was  Alabama’s  second  most  important  vec- 
tor borne  disease.  According  to  strict  vector  con- 
cepts the  rat  is  the  primary  host  or  reservoir  of  this 
disease  and  the  oriental  rat  flea  is  the  vector,  trans- 
mitting the  disease  both  from  rat  to  rat  and,  less 
frequently,  from  rat  to  man.  This  disease  was1 
combatted  vigorously  for  a number  of  years  fol- 
lowing World  War  II  and  apparently  responded 
well  to  control  efforts.  Sporadic  cases  still  occur 
in  the  State,  and  it  would  seem  that  there  is  still 
danger  of  major  outbreaks  in  the  future.  Some 
organized  control  programs  are  still  at  work  in 
the  State.  These  programs  involve  measures  di- 
rected toward  reduction  in  rat  population  and  re- 
duction in  flea  population.  The  continuance  of 
these  programs  in  the  virtual  absence  of  the  dis- 
ease is  due  mainly  to  the  economic  benefits  of  con- 
trolling rats  and  to  the  alleviation  of  nuisances 
caused  by  fleas. 

An  accurate  quantitative  evaluation  of  the  role 
of  the  housefly  in  the  transmission  of  diseases  has 
not  been  possible  in  the  past  nor  is  it  possible  at 
present.  Diarrhea  and  dysentery  to  which  young 
children  are  especially  subject  are  thought  to 
be  transmitted  frequently  by  the  mechanical 
transportation  of  pathogenic  organisms  from  ex- 
creta to  food,  drink,  lips,  etc.  During  the  early 
history  of  public  health  in  Alabama  up  until  the 
present  time  the  safe  sanitary  disposal  of  excreta 
has  been  perhaps  the  number  one  target  of  sanita- 
tion activities.  The  present  day  standards  in  this 
phase  of  sanitation  are  incomparably  better  than 
those  existing  here  a generation  ago  and  it  would 
seem  that  the  opportunity  for  flies  to  transport 
germs  would  be  much  less  under  present  condi- 
tions. In  some  situations,  however,  this  oppor- 
tunity has  not  been  reduced  to  zero.  Moreover  the 
general  public,  being  much  more  sanitation  con- 
scious than  in  former  years,  has  no  desire  to  toler- 
ate a large  population  of  houseflies. 

In  many  rural  areas  the  presence  of  flies  has 
always  been  taken  as  a matter  of  course,  and  it  is 
obvious  that  complete  prevention  of  fly  breeding 
on  farm  premises  where  many  kinds  of  livestock 
are  kept  would  be  extremely  difficult.  Some  new 
practices  have  arisen  recently  which  aggravate  the 
problems  tremendously.  These  new  sources  of 
fly  production  are  related  to  the  concentrated 
raising  of  livestock,  especially  hogs  and  poultry. 


There  is  a need  for  an  intensive  cooperative  effort 
between  public  health  workers  and  livestock  spe- 
cialists to  devise  structures  and  means  of  handling 
manures  which  will  limit  the  production  of  flies 
from  these  new  sources  to  reasonable  levels. 

In  many  of  our  cities,  both  large  and  small,  the 
greatest  source  of  houseflies  is  probably  garbage 
at  various  points  along  its  chain  of  storage,  collec- 
tion and  disposal.  This  may  not  be  true  in  every 
instance.  In  many  cities,  especially  the  smaller 
ones,  insufficient  control  is  exercised  over  the 
keeping  of  various  kinds  of  livestock,  the  sanita- 
tion of  their  quarters  and  the  storage  of  feed.  Live- 
stock manure  in  such  situations  is  a major  source 
of  flies.  Certain  industrial  wastes,  if  improperly 
stored  and  disposed  of,  may  also  constitute  impor- 
tant fly  breeding  sources.  Examples  are  waste 
from  slaughter  houses,  poultry  plants,  certain 
types  of  milling  operations,  etc.  These  same  con- 
ditions if  not  properly  controlled  are  likely  to  pro- 
vide abundant  food  and  harborage  for  rats,  as  well 
as  producing  flies. 

Public  health  workers  believe  that  basic  sani- 
tary measures  are  necessary  to  eliminate  fly  breed- 
ing. In  our  cities  these  measures  include  high 
sanitary  standards  of  refuse  storage  at  its  sources, 
efficient  and  frequent  collection  of  refuse,  the 
practice  of  a sanitary  method  of  refuse  disposal,  the 
prohibition  of  keeping  certain  types  of  livestock 
within  municipal  boundaries,  the  close  regulation 
of  livestock  manure  disposal,  and  the  close  regula- 
tion or  prohibition  of  industrial  processes  and 
wastes  which  will  produce  flies.  These  same 
measures  will  also  go  far  toward  controlling  rats 
within  municipalities.  Additional  measures  against 
rats  should  include  the  rat  proofing  or  replace- 
ment of  structures  in  which  foods  and  feed  stuffs 
are  stored. 

There  are  many  miscellaneous  problems  which 
demand  the  attention  of  vector  control  specialists. 
Some  of  these  are  active  day-to-day  problems  such 
as  control  of  roaches  and  other  household  vermin. 
Others  are  related  to  potential  disease  threats 
which  might  become  active  problems  at  any  time, 
such  as  tick-borne  diseases,  especially  Rocky 
Mountain  spotted  fever.  This  disease  has  occurred 
in  the  State  although  Alabama  has  been  fortunate 
with  reference  to  plague  and  several  other  diseases 
which  have  in  the  past  been  troublesome  in  other 
parts  of  the  United  States.  The  possibility  that 
we  may  not  remain  as  fortunate  requires  that  we 
keep  reasonably  well  informed  about  all  vector- 
borne  diseases  and  their  carriers. 
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BUREAU  OF  LABORATORIES 
Thomas  S.  Hosty,  Ph.D.,  Director 
SPECIMENS  EXAMINED 

July  1959 


Examinations  for  malaria 56 

Examinations  for  diphtheria  bacilli  and  Vincent’s  45 

Agglutination  tests 607 

Typhoid  cultures  (blood,  feces  and  urine) 714 

Brucella  cultures 7 

Examinations  for  intestinal  parasites 3,817 

Darkfield  examinations 2 

Serologic  tests  for  syphilis  (blood 

and  spinal  fluid) 26,502 

Examinations  for  gonococci 1,769 

Examinations  for  tubercle  bacilli 3,585 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations) 399 

Water  examinations 2,942 

Milk  and  dairy  products  examinations 4,848 

Miscellaneous  examinations 1,186 


Total  46,479 

This  includes  1,628  specimens  examined  in  the  Dothan 
Branch  Laboratory  during  the  month  of  June  but  the 
report  was  not  received  in  time  to  be  included  in  the 
June  report. 
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BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  SMITH,  M.  D.,  Director 
CURRENT  MORBIDITY  STATISTICS 

1959 

E.  E.* 


Typhoid  and  paratyphoid 

June 

3 

July 

1 

July 

5 

Undulant  fever 

1 

0 

1 

Meningitis  

6 

0 

9 

Scarlet  fever 

29 

23 

19 

Whooping  cough 

82 

52 

48 

Diphtheria  

0 

0 

8 

Tetanus  

5 

3 

4 

Tuberculosis  

210 

170 

191 

Tularemia  

0 

0 

0 

Amebic  dysentery 

1 

5 

1 

Malaria  

0 

0 

2 

Influenza  

10 

8 

35 

Smallpox  

0 

0 

0 

Measles  .....  

354 

92 

172 

Poliomyelitis  

11 

57 

62 

Encephalitis  

1 

3 

1 

Chickenpox  

72 

43 

16 

Typhus  fever 

0 

0 

2 

Mumps  

8 

15 

60 

Cancer  

505 

475 

443 

Pellagra  

0 

1 

0 

Pneumonia  

124 

114 

85 

Syphilis  

154 

143 

169 

Chancroid  

3 

1 

5 

Gonorrhea  

302 

323 

345 

Rabies — Human  cases 

1 

0 

0 

Positive  animal  heads 

24 

18 

0 

As  reported  by  physicians  and  including  deaths  not  reported  as 
cases. 

*E.  E.--The  estimated  expectancy  represents  the  median  inci- 
dence of  the  past  nine  years. 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S.,  Director 

PROVISIONAL  BIRTH  AND  DEATH  STATISTICS 
AND  COMPARATIVE  DATA,  MAY  1959 


Live  Births,  Deaths 
and  Deaths  by  Cause 

Number 
Registered 
During 
Mav  1959 

Rates* 

(Annual  Basis) 

Total 

White 

Non- 

White 

1959 

1958 

IO 

CT> 

Live  births ... 

6022 

3783 

2239 

22.0 

21.8 

22.8 

Deaths  

2273 

1401 

872 

8.3 

8.3 

8.4 

Fetal  deaths.  

123 

61 

62 

20.0 

23.9 

20.3 

Infant  deaths — 

Under  one  month 

143 

75 

68 

23.7 

26.9 

24.0 

Under  one  year..... 

193 

96 

97 

32.0 

38.1 

33.9 

Maternal  deaths 

5 

3 

2 

8.1 

3.3 

11.2 

Causes  of  Death 

Tuberculosis,  001-019 

15 

6 

9 

5.5 

11.4 

9.7 

Syphilis,  020-029 

11 

5 

6 

4.0 

3.0 

1.9 

Dysentery,  045-048— ..  

2 

1 

1 

0.7 

Diphtheria,  055 

Whooping  cough,  056 

2 

1 

1 

0.7 

Meningococcal  infections,  057.. 

1 

1 

0.4 

1.1 

Poliomyelitis,  080,  081 

0.4 

0.4 

Measles,  085  

2 

1 

1 

0.7 

1.5 

1.5 

Malignant  neoplasms,  140-205 

316 

219 

97 

115.4 

99.2 

103.6 

Diabetes  mellitus,  260 

22 

13 

9 

8.0 

11.8 

10.8 

Pellagra,  281 

1 

1 

0.4 

0.7 

Vascular  lesions  of  central 

nervous  system,  330-334 

318 

181 

137 

116.1 

126.1 

115.5 

Rheumatic  fever,  400-402  ...  .... 

Diseases  of  the  heai't,  410-443... 

743 

497 

246 

271.3 

272.6 

279.8 

Hypertension  with  heart 

disease,  440-443 

135 

54 

81 

49.3 

51.6 

56.6 

Disease  of  the  arteries,  450-456 

54 

35 

19 

19.7 

14.8 

20.5 

Influenza,  480-483  ..  .... 

6 

6 

2.2 

5.2 

4.8 

Pneumonia,  all  forms,  490-493  . 

53 

32 

21 

19.4 

19.5 

22.7 

Bronchitis,  550-553 

6 

4 

2 

2.2 

0.7 

1.5 

Appendicitis,  550-553 

3 

1 

2 

1.1 

1.5 

0.7 

Intestinal  obstruction  and 

hernia,  560,  561,  570 

11 

7 

4 

4.0 

3.3 

4.1 

Gastro-enteritis  and  colitis, 

under  2,  571.0,  764 _.  

6 

6 

2.2 

1.8 

3.0 

Cirrhosis  of  liver,  581 

17 

13 

4 

6.2 

5.9 

4.5 

Diseases  of  pregnancy  and 

childbirth,  640-689  

5 

3 

2 

8.1 

3.3 

11.2 

Congenital  malformations, 

750-759  

23 

17 

6 

3.8 

4.6 

6.4 

Immaturity  at  birth,  774-776 

55 

25 

30 

9.1 

8.6 

8.6 

Accidents,  total,  800-962 

194 

120 

74 

70.8 

57.2 

61.5 

Motor  vehicle  accidents, 

810-835,  960 

98 

67 

31 

35.8 

28.8 

26.5 

All  other  defined  causes 

331 

182 

149 

120.8 

128.0 

124.8 

Ill-defined  and  unknown 

causes,  780-793,  795 

76 

30 

46 

27.7 

35.8 

27.6 

Rates:  Birth  and  death — per  1,000  population;  Infant  deaths — 
per  1,000  live  births;  Fetal  deaths — per  1,000  deliveries;  Maternal 
deaths — per  10,000  deliveries;  Deaths  from  specified  causes — per 
100,000  population. 


Dogs  Catch  Mumps  from  Children — When  Johnny  has 
the  mumps,  Fido  better  stay  away.  He  may  catch  it, 
too. 

Two  cases  of  mumps  in  dogs  were  reported  in  the 
September  Journal  of  Diseases  of  Children,  an  American 
Medical  Association  publication. 

The  transmission  of  mumps  in  animals  other  than  man 
or  monkeys  has  previously  been  considered  to  be  rather 
improbable  and  little  has  been  reported  on  its  appear- 
ance in  other  animals,  the  report  said. 

The  dogs,  pets  of  two  different  families,  were  a six- 
month-old  dachshund  and  a three-month-old  Boston 
terrier.  They  developed  mumps  after  being  in  contact 
with  family  members  who  had  the  disease.  The  dogs, 
were  allowed  upon  the  beds  of  the  patients  during  their 
illness  and  convalescence. 

The  dachshund  died  a few  days  after  he  became  sick, 
but  the  terrier  recovered  within  14  days. 

Standard  laboratory  tests  revealed  the  presence  of  the 
mumps  virus  in  the  saliva  of  both  dogs,  who  displayed 
the  usual  symptoms  of  mumps — swollen  parotid  glands 
and  difficulty  in  swallowing. 
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RARE  CASES  OF  HALLUCINATIONS 
REPORTED  IN  A.M.A.  ARCHIVES 

When  one  person  has  a hallucination,  it  is  inter- 
esting, but  not  unusual.  When  three  persons — 
members  of  the  same  family — have  similar  ones,  it 
is  rare  and  medicine  takes  notice. 

The  cases  of  two  families,  each  with  three  mem- 
bers who  had  similar  hallucinations,  are  reported 
by  Dr.  N.  Lukianowicz,  Barrow  Hospital,  Bristol, 
England,  in  the  September  Archives  of  General 
Psychiatry,  published  by  the  American  Medical 
Association. 

Familv  A.  consisted  of  a brother  and  two  sis- 
«✓ 

ters.  The  brother  and  one  sister  lived  together, 
while  their  married  sister  lived  down  the  street. 
Their  mother  died  at  age  72  after  long  suffering 
from  an  inoperable  cancer  and  senile  dementia. 

Shortly  after  the  mother’s  death,  all  three  chil- 
dren began  “seeing”  their  mother  just  before  they 
fell  asleep.  The  brother  said,  “Since  my  mother 
died,  her  apparition  comes  usually  twice  a week 
through  the  closed  door  of  my  bedroom  and  stops 
at  the  foot  of  my  bed.  She  stands  there  for  a while 
and  stares  at  me.”  A sister  said,  “She  would  come 
in,  right  through  the  panels  in  the  door,  and  then 
would  stop  at  my  bed  and  gaze.” 

They  also  reported  “hearing”  their  mother  call 
them  by  name  during  the  day. 

Their  hallucinations  continued  until  the  brother 
entered  a hospital  for  surgery. 

Family  B.  consisted  of  a father,  mother  and 
daughter.  They  too  experienced  similar  hallucina- 
tions, although  they  also  had  individual  ones. 
Father  and  mother  were  once  awakened  by  a 
knocking  at  their  bedroom  door  when  no  one  was 
there.  The  mother  told  of  waking  and  “seeing” 
her  husband  sitting  at  the  foot  of  the  bed  with  his 
head  in  his  hands.  She  asked  if  he  were  ill  and 
then  realized  that  he  wasn’t  there  at  all,  but  was 
sleeping  beside  her.  The  daughter  had  daytime 
auditory  hallucinations. 

The  father  suffered  recurrent  hallucinations 
during  the  daytime.  He  “felt”  someone’s  hand 
resting  on  his  shoulder.  He  explained,  “I  knew  at 
once  who  it  was.  It  was  my  father,  for  he  always 
liked  to  put  his  hand  on  my  shoulder  when  talking 
earnestly  to  me.  I turned  around,  but  there  was  no 
one  there.” 

After  the  second  such  experience,  he  and  his 
wife  decided  it  was  “a  delayed  shock”  after  his 
father’s  sudden  death  and  that  he  must  be  “imagin- 
ing things.” 


The  hallucinations  ended  after  Mr.  B.  under- 
went psychotherapy. 

Dr.  Lukianowicz  explained  that  most  of  these  ex- 
periences were  connected  with  sleep — either  oc- 
curring just  before  going  to  sleep  or  just  after 
awakening.  However,  those  that  occurred  during 
the  day  were  probably  “ordinary”  or  “genuine” 
hallucinations,  similar  to  those  occurring  in  psy- 
chotic states  or  during  infections  and  illnesses. 

In  both  families,  the  central  theme  of  the  phe- 
nomena was  the  figure  of  a deceased  parent,  for 
whose  death  their  respective  children  held  them- 
selves responsible.  It  is  assumed,  Dr.  Lukiano- 
wicz said,  that  these  experiences  were  precipitat- 
ed by  fear  and  an  anxious  expectation  of  punish- 
ment. 

Mr.  B.  hated  his  father,  the  doctor  said,  and  en- 
tertained death  wishes  against  him.  When  the  old 
man  suddenly  died,  Mr.  B.  held  himself  responsible 
and  expected  punishment,  probably  from  the  hand 
of  his  deceased  father.  The  hallucinated  “hand” 
resting  on  his  shoulder  may  symbolize  the  warn- 
ing of  the  approaching  revenge  or  it  may  be  a sort 
of  conditioned  reflex,  since  the  father  had  rested 
his  hand  on  Mr.  B.’s  shoulder  when  disciplining 
him. 

Family  A.’s  strikingly  similar  and  uniform  hal- 
lucinations are  not  surprising,  since,  being  sib- 
lings, they  represent  a more  homogeneous  group 
than  Family  B.,  Dr.  Lukianowicz  said. 

The  causative  factors  of  the  A.’s  hallucinations 
may  be  similar  to  those  of  Mr.  B.’s.  Old  Mrs.  A., 
apart  from  being  physically  very  sick,  was  also 
suffering  from  a mental  illness,  and  must  have 
been  extremely  trying  at  times.  Hence  her  chil- 
dren could  not  help  developing  some  death  wishes, 
which  might  even  have  had  a certain  “moral  jus- 
tification,” the  author  said.  She  was  obviously 
suffering  and  they  only  wished  that  the  death 
might  bring  “a  deliverance”  to  her  from  her  mis- 
ery. Nevertheless,  when  she  died,  they  all  felt 
guilty  and  responsible. 

Thus  the  image  of  their  dead  mother  became 
the  kernel  of  their  secret  fears  and  the  menacing 
content  of  their  imagery.  The  hallucinations  oc- 
curring before  sleep  might  even  be  called  “real 
nightmares.”  Mr.  A.’s  hallucinations  disappeared 
after  his  surgery,  perhaps  because  he  felt  the  sur- 
gery to  be  a form  of  punishment. 
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PRENATAL  CARE— THE  PALE,  PINK  PILL 
LAWRENCE  L.  HESTER,  JR.,  M.  D. 

Charleston,  S.  C. 


Prenatal  (antepartal)  care  is  difficult  to  define 
or  grasp.  Prenatal  care  concerns  itself  with  the 
gestational  solicitude  of  the  gravida  regarding 
every  aspect  of  daily  life  from  arising  each  morn- 
ing to  an  attentive  understanding  of  her  dreams 
or  nightmares.  It  considers  the  personal  hygiene 
of  the  expectant  mother,  her  dietary  habits  and 
requirements,  the  psychology  of  pregnancy  and 
impending  motherhood,  and,  last,  the  health  of 
the  newborn  infant.  Adequate  prenatal  care  for  a 
young  female  in  her  20’s  differs  from  that  of  a 
hypertensive  female  in  her  late  30’s.  Adequate 
prenatal  care  for  the  pregnant  diabetic  and  the 
patient  with  rheumatic  heart  disease  of  grade  3 
or  4 severity  will  be  different,  and  rightly  so,  from 
that  of  the  young,  normal,  healthy  pregnant  fe- 
male. 

In  speaking  of  prenatal  care,  perhaps  we  should 
consider  preconceptional  care.  Each  day  we  real- 
ize that  the  teenager  of  today  is  the  mother  of 
tomorrow.  Her  breakfast  consists  of  a sweet  roll 
or  cookie,  with  lunch  being  the  familiar  coke  and 
crackers,  and  dinner  never  being  completed  be- 
cause of  the  impending  date,  dance,  or  the  ever- 
present telephone  conversation.  Thus,  her  nu- 
tritive stores  are  absent  or  depleted,  and  when 
pregnancy  occurs  during  the  years  of  late  ado- 
lescence, the  body  must  continue  to  fulfill  the 
nutritional  requirements  of  its  own  growth  and 
development  and,  at  the  same  time,  the  needs  of 
the  fetus  must  be  met,  and  the  maternal  body  pre- 
pared for  milk  production.  Thus,  it  behooves  us 
to  give  dietary  as  well  as  contraceptive  advice  to 
the  expectant  bride.  This  is  particularly  impor- 
tant if  she  has  poor  dietary  habits  and  does  not 
have  judgment  to  select  the  proper  foods  for  her- 
self as  well  as  her  husband. 

Our  aims  in  prenatal  care  are  to  gain  the  confi- 
dence of  the  mother  so  that  she  can  have  “peace 
of  mind”  during  her  pregnancy,  to  reduce  or  pre- 
vent complications  during  pregnancy  and  the 
puerperium,  to  prevent  immaturity  and  prema- 
turity, and  to  decrease  neonatal  mortality  and 
morbidity  rates  so  that  we  give  to  the  mother  a 
child  in  the  best  possible  health. 
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Our  first  aim  is  accomplished  during  the  various 
prenatal  examinations,  but  particularly  during  the 
first  prenatal  visit  of  the  patient  to  our  office 
when  we  have  our  “post-examination  talk.”  This 
talk  is  to  gain  the  confidence  of  the  patient,  par- 
ticularly the  primigravida  since  she  is  approach- 
ing the  vast  unknown  of  labor  about  which  she 
has  heard  so  much  and  knows  so  little.  She  has 
been  told  by  her  friends,  so-called  friends,  of  the 
terrifically  long  ordeal  that  she  will  have  to  un- 
dergo with  her  first  child,  while  others  have  told 
her  that  the  baby  will  probably  have  to  be  de- 
livered by  forceps,  and  other  well  wishers  have 
told  her  that  she  will  have  to  be  cut  to  have  her 
child.  Grantly  Dick  Read  has  asked:  “Is  labor 
easy  because  the  woman  is  calm,  or  is  she  calm 
because  her  labor  is  easy?”  and,  conversely,  “Is  a 
woman  pained  and  frightened  because  her  labor 
is  difficult,  or  is  her  labor  difficult  because  she  is 
pained  and  frightened?”1  Thus  our  first  aim  in 
prenatal  care  is  to  gain  the  confidence  of  the  pa- 
tient so  that  she  will  approach  labor  not  with  fear 
but  with  confidence;  not  with  anxiety  but  with 
anticipation  of  bringing  her  own  child  into  the 
world. 

After  the  patient  has  had  her  physical  examina- 
tion, including  pelvic  examination  and  Papanico- 
laou smears,  she  should  be  seen  again  to  answer 
any  questions  that  she  may  have  and  to  be  given 
prenatal  instructions.  These  instructions  usually 
include  a booklet  on  prenatal  care  and  other  do’s 
and  don’ts  that  one  may  add.  It  is  of  particular 
importance  at  this  time  to  discuss  diet  with  the 
patient  since  this  is  almost  synonymous  with  pre- 
natal care.  The  adequate  basic  diet  consists  of  a 
quart  of  milk  a day,  one-quarter  pound  of  lean 
red  meat,  and  two  leafy  green  vegetables.  One  or 
two  eggs  and  whole  wheat  bread  may  be  added  as 
desired.  Large  quantities  of  milk,  one  quart  or 
more  per  day,  predispose  to  muscular  tetany  and 
leg  cramps  as  a result  of  the  excessive  amounts  of 
phosphorus  absorbed.  Thus,  if  the  patient  takes 
a quart  of  milk  per  day  and  complains  of  leg 
cramps,  aluminum  hydroxide  gel  may  be  added 
to  the  diet  in  order  to  remove  some  of  the  dietary 
phosphorus  from  the  intestinal  tract  and  thus  re- 

1.  Read,  Grantly  Dick:  Childbirth  Without  Fear. 
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duce  or  eliminate  the  muscular  tetany.  The  im- 
portance of  drinking  a quart  of  milk  a day  is  not 
for  the  calcium  content,  since  this  can  be  supplied 
in  prenatal  supplements,  the  pale  pink  pill,  but 
because  of  the  high  protein  content  of  milk.  A 
quart  of  milk  contains  more  protein  than  V4  pound 
of  lean  meat,  and  it  is  essential  that  a pregnant 
female  drink  a quart  of  milk,  or  use  its  equivalent 
in  cottage  cheese,  custards,  etc.,  in  order  that  an 
adequate  protein  intake  be  provided.  The  usual 
recommendation  of  85  grams  of  protein  per  day  in 
pregnancy  provides  only  13.6  grams  of  nitrogen. 
From  theoretical  observation,  the  diet  should  con- 
tain 110  to  120  grams  of  protein  per  day  in  spite 
of  the  fact  that  pregnant  women  have  been  main- 
tained in  good  health  on  as  little  as  45  grams. 
In  pregnancy  the  rate  of  utilization  of  digested 
protein  for  protein  synthesis  is  increased  and  the 
rate  of  utilization  of  protein  as  a source  of  energy 
is  decreased.2  However,  in  the  underweight  wom- 
an less  fat  is  available,  and  the  diet  must  provide 
the  energy  fuel.  Caloric  restriction  in  such  pa- 
tients, particularly  when  combined  with  a low 
protein  diet,  will  sharply  limit  the  nitrogen  avail- 
able for  protein  synthesis  and  lean  body  mass  for- 
mation. This  combination  may  explain  the  high 
incidence  of  prematurity  in  the  underweight 
mother. 

What  is  “normal”  weight  gain  during  pregnan- 
cy? It  has  always  seemed  rather  ridiculous  to  re- 
strict the  weight  gain  to  20  to  25  pounds  in  every 
obstetrical  patient.  The  obese  patient  can  lose 
weight  during  pregnancy  whereas  the  patient  who 
is  thin  and  underweight  should  be  allowed  to  in- 
crease her  weight  so  that  following  delivery  her 
weight  will  be  more  nearly  normal.  Statistical 
studies  from  large  groups  of  pregnant  women  who 
have  successfully  completed  gestation  without  ma- 
ternal or  fetal  mortality  have  shown  that  the 
average  woman  gains  24  pounds  during  her  preg- 
nancy. The  conceptional  mass,  which  includes  the 
conceptus,  increased  size  of  maternal  reproductive 
organs  and  the  increased  blood  volume,  is  approxi- 
mately 14  pounds  and  this  varies  little  from  one 
normal  patient  to  another.  Thus,  the  difference 
between  the  total  weight  gain  and  the  concep- 
tional mass  is  approximately  10  pounds.  This  10 
pounds  is  considered  to  consist  largely  of  extra- 
cellular fluid,  but  is  actually  of  unknown  quality 
and  quantity.  Therefore  we  are  vitally  concerned 
with  the  weight  gain  which  is  above  the  increase 
in  weight  due  to  conceptional  mass.  Is  this  weight 
gain  a physiologic  increase  due  to  the  effect  of  the 
conceptus  on  the  maternal  organism?  On  the 
other  hand,  does  it  represent  an  insidious  patho- 


2. Seitchik,  Joseph,  and  Alper,  Carl:  The  Relationship 
of  Body  Composition  to  Changes  in  Weight  During  Preg- 
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logic  state  which  requires  rigid  control  during 
pregnancy?2 

Incomplete  studies  on  both  composition  and 
weight  change  in  pregnancy  indicate  that  the  av- 
erage pregnant  female  gains  approximately  42 
pounds  of  lean  body  mass  per  pregnancy  with  an 
associated  fat  loss  of  about  18  pounds.  If  these 
preliminary  studies  are  accurate,  the  leanest  wom- 
an with  the  least  fat  to  lose  must  ideally  gain  the 
most  body  weight,  while  obese  women  can  well 
afford  to  gain  little  or  nothing,  or  even  lose  weight 
as  they  exchange  fat  for  lean  body  mass.  It  should 
be  pointed  out  that  for  the  obese  female  to  obtain 
adequate  vitamins,  minerals,  and  protein  the  cal- 
oric intake  must  be  at  least  1200  calories  per  day. 
All  zealous  attempts  at  weight  regulation  may  re- 
sult in  self  restriction  of  essential  food  in  order 
to  meet  a standard  that  is  self  imposed  or  pro- 
posed by  a physician.  Any  attempt  at  weight  con- 
trol during  pregnancy  should  be  accomplished  by 
vigorous  efforts  to  maintain  the  patient  on  a diet 
high  in  protein,  minerals,  and  vitamins.  The  good 
results  reported  in  such  a program  have  resulted 
from  adequate  nutrition,  as  regards  the  essential 
nutrients,  not  caloric  restriction. 

As  we  continue  our  instructions  to  the  patient, 
we  should  remember  that  the  outstanding  pre- 
monitory signs  of  impending  preeclampsia  are  ex- 
cessive fluid  retention  and  weight  gain.  We  can 
assume  that  some  edema  during  pregnancy  is 
physiologic,  being  due  to  the  decreased  ability  of 
the  kidney  to  concentrate  the  sodium  ion,  in- 
creased pressure  on  the  vena  cava,  increased  per- 
meability of  the  capillaries,  and  a hemodilution. 
However,  in  the  patient  with  preeclampsia,  these 
changes  become  much  more  marked,  especially  as 
regards  extracellular  fluid  and  electrolyte  altera- 
tion. It  is  the  speed  and  degree  of  these  disturb- 
ances in  the  kidney,  liver,  and  brain  which  cause 
the  very  symptoms  and  signs  of  preeclampsia. 
How  can  we  best  prevent  the  insidious  onset  of 
fluid  retention  and  the  development  of  preeclamp- 
sia? This  can  best  be  done  by  placing  the  patient 
on  a low  sodium  diet,  mildly  restricted  sodium  in- 
take, at  the  first  prenatal  visit.  If  not  then,  then 
during  the  third  trimester  of  pregnancy.  The  pa- 
tient should  be  instructed  not  to  eat  bacon,  ham, 
or  sausage,  or  any  highly  seasoned  food.  She 
should  be  instructed  to  cook  her  food  with  a mini- 
mum of  salt,  or  seasoning,  and  to  add  none  at  the 
table.  Processed  meat,  cold  cuts,  smoked  shoulder, 
and  Kosher  meat  contain  a high  sodium  content 
and  should  not  be  eaten.  Beets,  celery,  kale,  spin- 
ach, frozen  lima  beans,  peas,  and  most  canned  veg- 
etables, except  those  canned  without  salt,  contain 
a high  content  of  sodium  and  should  be  eaten  in 
limited  amounts.  Fruits  are  the  group  consistently 
low  in  sodium  content  and  can  be  used  to  one’s 
heart’s  desire.  The  advantage  of  beginning  a 
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mildly  restricted  sodium  diet  early  in  pregnancy 
is  that  the  patient  becomes  used  to  the  “fresh 
food”  and  does  not  object  as  much  if  it  is  necessary 
to  place  her  on  a moderately  or  severely  restricted 
sodium  intake  later  in  pregnancy.  Salt  substitutes 
are  not  advocated,  or  given,  since  the  patient  be- 
comes used  to  the  taste  of  the  food  with  a de- 
creased sodium  content  and  does  not  mind  the 
taste.  If,  in  spite  of  a mildly  restricted  sodium  in- 
take, the  premonitory  signs  of  preeclampsia  de- 
velop, then  the  patient  must  be  seen  twice  weekly 
or  at  weekly  intervals  and  placed  on  a moderately 
or  severely  restricted  sodium  intake.  If  the  edema 
and  excessive  weight  gain  cannot  be  controlled 
by  reducing  the  sodium  intake,  then  a diuretic 
may  be  given.  Diamox,  250  mg.  30  to  45  minutes 
before  breakfast,  or  Diuril,  250  mg.  twice  a day 
will  usually  result  in  a decrease  in  the  edema 
with  accompanying  weight  loss.  Diamox  and 
Diuril  should  be  given  for  4 days,  stopped  for  3 or 
4 days,  and  repeated  since  patients  become  re- 
fractory to  the  drugs  if  given  continuously  for 
long  periods. 

As  mentioned  previously,  edema  and  weight 
gain  are  prodromal  signs  of  preeclampsia  and 
should  be  treated  vigorously  and  adequately  on 
an  outpatient  basis.  A diagnosis  of  preeclampsia 
is  made  from  one  of  the  following:  1.  A blood 

pressure  of  140/90  on  two  successive  occasions,  at 
least  6 hours  apart,  or  an  increase  in  the  systolic 
pressure  of  30  mm.  of  mercury,  or  a diastolic  pres- 
sure of  15  mm.  of  mercury  on  two  occasions  at 
least  6 hours  apart;  2.  the  development  of  a sig- 
nificant amount  of  proteinuria;  3.  excessive 
weight  gain  and/or  edema. 

The  patient  who  adds  8 to  10  pounds  of  weight 
in  one  week  due  to  fluid  retention  should  be  con- 
sidered as  much  a preeclamptic  as  a patient  with  a 
blood  pressure  of  140/90.  It  is  usually  impossible 
for  the  patient  with  preeclampsia  to  obtain  ade- 
quate therapy  at  home.  Early  hospital  treatment 
may  result  in  adequate  response  to  therapy  and 
the  prevention  of  eclampsia  and  other  complica- 
tions, but,  most  important,  the  delivery  of  a viable, 
healthy  infant. 

Dietary  care  has  been  discussed  to  some  extent 

and  I have  yet  to  mention  dietary  supplements, 

or  the  pale,  pink  pill.  The  average  expectant 

mother  feels  that  she  cannot  deliver  a healthy 

child  if  she  does  not  take  a pill,  or  several  pills,  2 

or  3 times  a dav.  One  is  never  asked  about  diet 

%/ 

during  pregnancy,  but  there  are  always  numerous 
questions,  such  as  “When  are  you  going  to  give  me 
my  pills?,”  “My  friends  are  already  taking  their 
pills,  when  do  I get  mine?,”  “Is  it  all  right  if  I con- 
tinue taking  my  vitamins,  minerals,  and  iron?” 
Thus,  to  the  patient,  prenatal  care  is  a pink  pill,  an 
orange  or  black  pill,  a red  and  white  pill,  or  a 


blue  pill.  The  working  expectant  mother  usually 
carries  her  pills  with  her  and  during  the  lunch 
hour  the  gestational  group  compares  pills  as  to 
size,  shape,  color  and  price.  The  pregnant  female 
has  been  sold  the  idea  that  it  is  essential  that  pills 
be  taken  to  assure  a normal  pregnancy.  The  phy- 
sicians have  not  taken  the  time  to  convince  pa- 
tients that  it  is  much  better  to  have  an  adequate 
dietary  intake,  and  to  eat  an  adequate  wholesome 
diet  during  the  preconception,  intrapartum,  and 
postpartum  periods.  One  must  take  the  time  and 
effort  to  sell  to  the  preconceptional  as  well  as  to 
the  pregnant  female  good  dietary  habits.  The 
fact  that  the  infant  at  birth  is  nutritionally  9 
months  old  is  proof  that  special  consideration 
should  be  given  to  the  diet  of  the  mother  prior  to 
and  during  gestation.  The  preconceptional  period, 
in  which  the  body  develops  its  potential  for  child 
bearing,  must  be  considered  a segment  of  the  re- 
productive cycle  and  a period  of  major  importance 
in  relation  to  maternal  and  infant  nutrition.  The 
storage  of  certain  nutriments  by  the  maternal 
organism  prior  to  pregnancy  has  been  shown  to 
be  of  great  importance  for  the  future  health  of 
the  mother  and  her  child.3 

Routine  laboratory  procedures  that  are  ordered 
will  vary  with  the  physician,  but  the  following 
are  minimal: 

1.  Hemoglobin  and  volume  of  packed  cells. 

2.  Urinalysis. 

3.  Rh  factor  and  blood  type. 

4.  Serology. 

Because  of  the  increased  dangers  from  irradia- 
tion, it  is  preferable  to  obtain  a chest  x-ray  prior 
to  gestation;  however,  this  should  not  deter  one 
from  obtaining  it  any  time  during  pregnancy  if 
it  is  indicated.  A complete  blood  count  and  vol- 
ume of  packed  cells  may  be  preferred  by  some 
instead  of  a hemoglobin  and  volume  of  packed 
cells.  On  each  return  visit  the  urine  should  be 
checked  for  albumin  and  sugar,  and  the  hemo- 
globin with  VPC  should  be  repeated  at  least  once 
and  preferably  twice  during  pregnancy.  Rh  anti- 
body titers  are  indicated  if  the  wife  is  Rh  nega- 
tive, and  her  husband  is  Rh  positive.  Again  one 
cannot  emphasize  too  much  the  “office  chit-chat” 
with  each  visit  to  gain  the  confidence  of  the  pa- 
tient. During  these  conversations,  the  physician 
should  learn  the  patient’s  fears,  the  type  of  anes- 
thesia desired,  and  any  other  information  that 
the  patient  thinks  is  vital  to  her  or  her  unborn 
child. 

CONCLUSIONS 

Prenatal  care  is  a very  important  part  of  the 
total  management  of  the  gravid  woman.  The  pa- 

3.  Macey,  Icie  G.:  Optional  Nutrition  During  the  Hu- 
man Life  Cycle,  Food  and  Nutrition  News,  Vol.  28,  No.  7, 
April  1957. 
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tient-physician  relationship  during  this  time  en- 
ables the  mother  to  become  physically  and  psy- 
chologically better  prepared  for  parturition  and 
gives  the  physician  the  necessary  observation  pe- 
riod to  detect  and  treat  early  the  complications  of 
pregnancy,  particularly  preeclampsia.  Good  die- 
tary advice  and  practice  are  very  essential.  A 
well  balanced  diet,  including  green  vegetables, 


fruit,  brown  cereals,  milk,  and  an  ample  amount 
of  lean  red  meat,  with  or  without  dietary  supple- 
ments, is  the  best  means  of  preventing  maternal 
complications  with  the  delivery  of  a mature 
healthy  infant.  The  low  sodium  diet,  approxi- 
mately 2 grams  per  day,  with  or  without  diuretics, 
is  the  cornerstone  in  the  prevention  of  preeclamp- 
sia. 
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T.  BRANNON  HUBBARD,  SR.,  M.  D. 
Montgomery,  Alabama 


I felt  highly  complimented  when  I was  asked  to 
give  this  talk.  When  I thought  it  over  I realized 
I had  been  invited  to  do  so  because  I have 
been  working  a long  time  and  have  gotten  along 
fairly  well  with  my  fellow  practitioners.  How- 
ever, it  is  one  thing  to  live  and  another  to  pass 
on  to  others  the  knowledge  of  that  in  which  one 
has  succeeded  and  of  that  in  which  one  has  failed. 

“The  moving  finger  writes;  and,  having  writ,  moves 
on:  nor  all  thy  piety  nor  wit  shall  lure  it  back  to 

cancel  half  a line,  nor  all  thy  tears  wash  out  a word 
of  it.” 

In  any  case,  free  advice,  especially  when  it  is 
given  unasked,  is  rarely  worth  very  much.  I have 
tried  to  think  of  any  advice  that  my  teachers  had 
given  me  during  my  four  years  at  medical  school 
and  two  years  internship  as  to  how  to  use  the 
scientific  knowledge  and  skill  that  they  had  tried 
to  impart,  in  its  practical  application.  Only  one 
comes  to  my  mind.  Dr.  Gibson,  when  he  saw  us 
young  men  become  discouraged  over  the  little 
that  we  could  do  for  cancer  patients,  just  as  we  are 
discouraged  fifty  years  later,  would  say,  “Keep 
these  people  living  as  long  as  you  can  for  some  day 
we  shall  find  the  cure  for  cancer  and  only  those 
who  are  living  will  benefit  by  it.”  So  it  was  in 
my  college  days.  During  the  three  years  spent  at 
Washington  and  Lee,  once  every  month  we  had 
a prominent  man  address  the  student  body.  Of 
some  thirty  or  more  I remember  only  two,  Dr. 
Howard  Kelly  of  Johns  Hopkins  and  Mr.  Shaw, 
Secretary  of  the  Treasury  under  Theodore  Roose- 
velt. Dr.  Kelly  attracted  our  attention  because 
he  was  said  to  have  the  highest  professional  in- 
come of  any  doctor  in  the  United  States,  $100,- 
000.00  a year — a lot  of  money  in  those  days.  Dr. 
Kelly  at  that  time  was  professor  of  obstetrics  and 
gynecology  at  Johns  Hopkins  University.  But  I 
remember  nothing  of  what  Dr.  Kelly  said. 

I do  recall  one  anecdote  Mr.  Shaw  related.  He 
said  that  he  grew  up  on  a farm  and,  as  was  gen- 

Part  of  an  indoctrination  seminar  held  during  the 
annual  session  of  the  Association  in  Birmingham,  April 
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erally  the  case,  there  were  a great  many  rats  about 
the  farm.  His  father  would  give  him  a penny 
apiece  for  each  rat  that  he  caught  and  killed.  He 
caught  them  in  one  of  those  old  fashioned  wire 
contraptions.  After  his  trapping  had  gone  on  for 
sometime  he  noticed  that  when  the  rats  found 
they  could  not  get  out  of  the  trap  they  became 
so  panicky  that  they  would  leave  untouched  the 
cheese  that  was  there  for  bait.  One  morning  he 
found  a single  young  rat  sitting  contentedly,  hav- 
ing eaten  all  the  cheese.  The  boy  was  so  impressed 
by  the  rat’s  savoir-faire  that  he  turned  him  loose. 
“The  lesson,  gentlemen,”  said  Mr.  Shaw,  “is  that 
when  you  are  caught  in  a trap,  whether  profes- 
sional, matrimonial,  financial  or  what  not,  eat 
your  cheese.”  But,  in  the  first  place,  “the  wise 
man  foreseeth  the  evil  and  hideth  himself.”  He 
doesn’t  get  into  the  trap. 

I have  known  men  who  have  studied  medicine 
because  their  fathers  or  brothers  were  doctors,  or 
because  they  or  their  parents  thought  it  was  a 
respectable  profession.  Only  recently  a young 
doctor  said  to  me  that  he  did  not  believe  that  so 
many  men  would  go  into  medicine  if  they  did  not 
feel  that  it  was  a way  to  make  a good  living.  One 
does  not  have  to  look  very  far  to  find  many  such 
men  who  are  discontented,  unhappy  and  some- 
times dangerous  people.  I have  been  told  that 
only  about  one-third  of  the  men  who  study  law 
ever  actually  practice  it.  It  probably  would  be  a 
good  thing  if  more  of  the  men  who  study  medicine 
would  give  it  up.  But  suppose  that  after  all  these 
years  of  study  and  training  one  feels  that  there 
is  no  escape  from  the  trap.  The  only  thing  left 
is  to  eat  the  cheese. 

As  a medical  student  I roomed  with  a man 
whose  father  had  a large  general  practice.  When 
we  were  discussing  our  futures  he  would  say 
that  he  was  going  to  take  up  surgery  and  get  a 
start  from  the  patients  that  he  gleaned  from  his 
father’s  practice.  I said  to  him,  “No,  you  will 
never  be  a surgeon  for  you  have  no  idea  of  me- 
chanics.” He  had  an  internship  in  one  of  the  best 
hospitals  in  New  York,  and  went  home  to  do  sur- 
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gery.  He  soon  realized  that  he  liked  people  but 
was  not  intrigued  with  the  intricacies  of  their 
internal  organs.  So  he  gave  up  surgery  and  be- 
came one  of  Alabama’s  outstanding  internists. 
You  young  men  are  fortunate  today  in  having  so 
many  specialties  to  pick  from  that  you  can  choose 
the  kind  of  cheese  that  is  best  suited  to  your  taste 
and  powers  of  digestion.  When  I started  in  prac- 
tice, except  for  a few  eye,  ear,  and  nose  and  throat 
specialists,  all  doctors  did  pretty  much  every- 
thing. There  were  a few  who  were  more  skilful 
surgeons  but  they  did  some  general  practice.  One 
of  our  fairly  recent  professors  of  surgery  deliv- 
ered babies  and  did  some  general  practice  for  his 
old  friends  as  long  as  he  lived. 

In  1899  in  Montgomery  County  there  were  99 
practitioners:  32  were  specialists — surgeons,  eye, 
ear,  nose  and  throat  men,  and  physicians  in  health 
service.  Sixty-seven  were  in  general  practice,  67 
out  of  99.  Today,  in  the  148  members  of  our  So- 
ciety, only  30  list  themselves  as  general  practi- 
tioners. In  other  words,  while  membership  in  the 
Society  has  increased  markedly,  the  number  of 
general  practitioners  has  decreased  more  than 
fifty  per  cent.  The  new  edition  of  the  American 
Medical  Directory  points  up  the  surging  trend 
toward  specialism  among  recent  graduates.  There 
has  been  a gain  of  some  9,000  full  specialists  since 
the  1956  edition,  compared  with  an  increase  of 
only  about  4,000  general  practitioners. 

But  this  is  not  all  of  the  picture.  Before  World 
War  II  and  the  advent  of  Hill-Burton  hospitals, 
there  were  very  few  specialists,  surgeons  or  oth- 
ers, in  southeast  Alabama  outside  of  the  large 
cities.  Today  every  town  of  any  size  has  a surgeon 
or  two  and  perhaps  other  specialists.  I mention 
Montgomery  County  because  I have  practiced 
there  for  46  years  and  have  been  fairly  well  ac- 
quainted with  the  situation  during  that  time.  In 
1929  there  were  about  a half  dozen  doctors  in  ma- 
jor surgery  in  Montgomery  County,  while  a few 
general  practitioners  did  anj  occasional  appen- 
dectomy. Today  there  are  43  men  doing  major 
surgery.  Although  Montgomery  is  perhaps  twice 
as  large  as  it  was  in  1929,  many  of  the  patients 
that  were  formerly  referred  from  the  surrounding 
territory  are  handled  by  surgeons  in  their  own 
communities.  With  this  great  number  of  special- 
ists and  so  few  general  practitioners,  the  logical 
question  is:  How  are  these  specialists  to  get  their 
cases?  Ideally,  specialists  should  have  all  their 
patients  referred  to  them. 

Until  a few  years  ago  practically  all  ophthal- 
mologists, so  it  has  been  said,  received  a rebate  of 
$5.00  or  $10.00  on  every  prescription  for  glasses 
they  sent  to  a certain  optical  company  for  filling. 
This  rebate  was  given  them  entirely  without  the 
knowledge  of  the  patient.  It  does  not  take  much 
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imagination  to  know  that  an  ophthalmologist,  no 
matter  how  little  he  found  wrong  with  a patient’s 
eyes,  would  be  tempted  to  give  him  a prescription 
for  a pair  of  glasses.  Along  the  same  line,  I might 
mention  fee-splitting.  I have  heard  very  little  of 
this  practice  in  Alabama  but  it  evidently  must 
have  been  very  prevalent  in  some  localities  for 
the  American  College  of  Surgeons  has  waged  a 
great  battle  against  it.  One  of  the  items  of  the 
fellowship  pledge  of  the  American  College  of 
Surgeons  is:  “Upon  my  honor  I hereby  declare 

that  I will  not  practice  a division  of  fees,  either 
directly  or  indirectly.” 

In  spite  of  this,  it  became  so  common  in  a certain 
midwestern  state  that  it  was  openly  considered 
normal  procedure.  One  of  my  young  surgeon 
friends  told  me  that  he  was  deterred  from  set- 
tling in  a certain  city  because  he  found  that  fee 
splitting  was  generally  practiced.  Fee  splitting 
involves  honesty  of  both  the  referring  physician 
and  the  specialist  to  whom  he  refers  the  patient. 
When  considered  superficially  it  does  seem  unfair 
sometimes  when  a doctor  is  called  to  a patient  in 
the  middle  of  the  night,  sits  with  him  for  an  hour 
or  two,  makes  a diagnosis  of,  say,  acute  gall 
bladder,  watches  him  for  a day  or  two,  and  then 
calls  in  a surgeon  who  operates  and  charges  a big 
fee  while  the  general  practitioner  collects  only 
for  a few  calls.  But  there  is  another  side  of  the 
argument  when  we  look  deeper. 

General  Hawley,  in  listing  the  essential  quali- 
fications of  a surgeon,  names  integrity,  knowledge, 
judgment,  imperturbability,  and  dexterity,  largely 
in  that  order  of  importance.  Every  doctor  has  pa- 
tients whom  he  becomes  tired  of  treating  and 
would  like  to  refer  to  someone  else.  If  he  thought 
he  would  profit  financially  by  so  doing  he  might 
refer  them  sooner  and  be  influenced  to  fit  his 
diagnosis  to  the  situation.  A surgeon  would  like- 
wise be  influenced  to  operate  on  a patient  and  ac- 
cept the  medical  man’s  diagnosis  whether  he  actu- 
ally agreed  or  not.  “You  scratch  my  back  and 
I’ll  scratch  yours.”  There  are  many  ways  in  which 
fee  splitting  can  be  done.  The  most  usual  is  for 
the  referring  doctor  to  act  as  assistant  in  the  op- 
eration and  to  be  given  a part  of  the  fee,  unknown 
to  the  patient.  Of  course,  an  assistant  is  required 
in  all  major  operations,  and  he  naturally  expects 
a fee,  but  to  obtain  the  best  results  a surgeon 
should  have  an  assistant  with  whom  he  is  accus- 
tomed to  work  and  one  who  is  a good  enough  sur- 
geon to  complete  the  operation  should  some  acci- 
dent occur. 

There  are  several  characteristics  that  distinguish 
the  young  doctor  of  today  from  his  predecessors 
of  twenty  years  ago.  In  the  first  place  he  is  better 
trained.  All  of  you  have  had  internships,  many 
have  had  supervised  residencies.  All  members  of 
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the  various  boards,  whether  internists,  surgeons, 
urologists,  obstetricians  and  gynecologists,  and 
men  in  eye,  ear,  nose  and  throat  work,  have  had 
prolonged  residencies.  Second,  being  better 
equipped,  they  expect  better  remuneration  for 
their  services.  Such  remuneration  becomes  a 
necessity  as  most  of  the  young  doctors  are  mar- 
ried and,  for  some  reason,  or  lack  of  reason,  have 
such  a faith  in  their  futures  that  they  have  large 
families.  Third,  some  owe  debts  and  all  seem 
devoid)  of  any  aversion  to  making  new  ones. 
Fourth,  the  expense  of  carrying  on  a practice  is 
much  greater  than  formerly  as  far  as  office,  as- 
sistants, et  cetera,  are  concerned.  But,  in  spite  of 
these  responsibilities,  young  doctors  follow  the 
modern  trend  of  working  fewer  hours  and  taking 
time  off  for  sports  and  recreation.  Is  there  any 
way  in  which  we  may  harmonize  these  two  con- 
cepts of  doing  less  work  and  making  more  money? 

One  must  realize  that  ever  since  Mr.  Roosevelt 
started  this  era  of  federal  paternalism  and  contin- 
ued inflation  money  has  steadily  decreased  in 
value  and  naturally  is  easier  to  collect,  and  credit 
is  unbelievably  cheap.  But  aside  from  this  faith 
in  continued  inflation  there  are  two  methods  by 
which  the  modern  doctor  may  utilize  his  skill  and 
at  the  same  time  conserve  his  time  and  energy. 
I refer  to  clinics  and  partnerships.  Of  course  the 
example  of  the  outstanding  organization  of  this 
sort  started  as  a combination  of  the  two,  when  Dr. 
Charles  and  Dr.  William  Mayo,  who  were  part- 
ners, took  in  some  other  men  and  formed  a clinic. 
By  such  a combination  they  were  not  only  able  to 
give  better  service  .but  they  could  do  it  more 
cheaply.  Today  everyone  is  talking  and  writing 
of  the  high  cost  of  medical  care;  it  is  truly  fright- 
ening. Clinics  that  give  real  service  for  less  cost 
would  be  a genuine  answer  to  this  problem.  So 
far,  however,  such  clinics  have  not  made  much 
headway  in  Alabama.  The  field  is  open. 

The  other  means  by  which  a doctor  may  con- 
serve his  energies,  save  his  time,  and  work  more 
scientifically  is  in  the  formation  of  partnerships. 
These  are  evidently  increasing  in  frequency.  In 
a recent  review  of  500  two-  and  three-men  part- 
nerships, the  following  observations  were  made: 
(1)  Partners  should  probably  be  in  the  same  field 
of  practice.  By  so  doing  they  can  give  faster  and 
better  care,  stimulate  one  another  to  keep  up  with 
scientific  progress,  and  they  are  able  to  take 
more  time  off  for  recreation.  (2)  Partners  should 
have  a fairly  long  trial  run  before  joining  forces, 
for  men  to  work  together  every  day  and  share  the 
work,  the  credit  and  the  cash  requires  that  their 
temperaments  should  be  reasonably  congenial. 
(3)  Doctors  should  draw  up  a precise,  written 
agreement.  This  should  outline  what  is  expected 
of  them  while  working  together  and  what  ar- 
rangements should  be  made  should  the  partner- 


ship be  dissolved  by  death,  incapacity,  or  for  other 
reasons.  (4)  Partners  should  share  the  work  load 
as  equally  as  possible.  (5)  Partners  should  be 
emotionally  mature.  In  other  words,  they  should 
consider  the  partnership  first  and  individual 
rights  and  benefits  as  subservient  to  it. 

As  mentioned  before,  you  well  trained  men 
have  the  fine  stock  of  modern  goods  that  the  pub- 
lic needs.  But  how  are  you  going  to  sell  them? 
We  have  been  told  that  doctors  can’t  advertise, 
but  any  business  firm  will  tell  you  that  you  can’t 
sell  a product  unless  you  do  advertise.  After  I 
had  borrowed  the  money  to  buy  a cheap  little  au- 
tomobile, I was  looking  around  for  some  patients. 
My  father’s  family  physician,  the  last  one  in  the 
city  to  give  up  his  horse  and  buggy,  said  to  me, 
“Now  Brannon,  at  first  the  other  doctors  will  say 
nice  things  about  you,  that  you  have  a good  father 
and  mother,  and  that  you  have  had  good  training, 
et  cetera,  but  as  soon  as  you  start  getting  some  of 
their  patients  they  will  say  hard  things.  Don’t 
mind  about  that.  The  only  time  to  worry  is  when 
they  don’t  say  anything  about  you  at  all.” 

That  was  old  P.  T.  Barnum’s  philosophy.  For- 
merly a doctor  could  attract  attention  by  driving 
a fine  car,  but  today  anyone  can  pay  a dollar 
down  and  get  one.  One  doctor  I knew  attracted 
attention  and  adverse  criticism  of  other  doctors 
by  having  an  unusual  car  with  his  initials  painted 
on  the  door.  But  how  can  a doctor  advertise  in  a 
legitimate  and  gentlemanly  fashion? 

I had  a friend  who  was  an  excellent  surgeon  but 
somehow  he  never  seemed  to  impress  his  patients 
with  a conviction  that  he  had  done  anything  more 
than  anyone  else  could  do.  The  best  advertise- 
ment that  any  doctor  can  have  is  a patient  who 
is  not  only  satisfied  but  who  is  enthusiastic  and 
who  will  say:  “I  don’t  believe  anybody  could 

have  been  kinder  and  more  attentive  than  Dr.  X, 
and  I am  sure  that  I owe  my  life  to  his  skilful 
service.” 

Such  a patient  not  only  tells  his  friends  but,  if 
that  patient  has  been  referred  by  another  doctor, 
the  referring  doctor  will  be  pleased  and  send  you 
other  patients. 

The  general  practitioner  has  a tremendous  ad- 
vantage over  the  specialists  in  this  respect.  From 
one  enthusiastic  patient  his  practice  may  grow  like 
an  inverted  pyramid.  A grateful  old  lady  once 
said  to  me,  “Doctor,  I haven’t  any  money  but  I 
will  always  give  you  a good  name.”  My  reply 
was:  “ ‘A  good  name  is  rather  to  be  chosen  than 
great  riches,’  and  if  you  give  me  a good  name, 
getting  the  riches  is  my  responsibility.” 

But  we  need  not  worry  about  the  general  prac- 
titioner. All  he  has  to  do  is  to  give  service. 
Omnia  vincit  labor.  But  the  specialists — the  in- 
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ternist,  the  surgeon,  the  urologist,  et  cetera,  who 
depend  on  referred  work  would  have  to  plan  more 
carefully.  Dr.  Cannon  has  described  very  beau- 
tifully our  medical  organization.  Being  a member 
of  a medical  society  is  not  only  a duty  and  re- 
sponsibility but  it  is  a most  legitimate  and  useful 
means  of  advertising  your  wares  to  your  fellow 
practitioners. 

Francis  Bacon  said,  many  years  ago:  “Reading 
maketh  the  full  man,  writing  the  accurate  man, 
and  conversation  the  ready  man.”  There  is  no 
better  place  to  put  into  use  these  accomplishments 
than  in  our  medical  societies  and  staff  meetings. 
Every  doctor  does  some  reading  of  medical  jour- 
nals and  text  books,  but  when  one  starts  to  write  a 
paper  even  on  the  most  elementary  subject,  he 
realizes  how  comparatively  inaccurate  some  of  his 
observations  are.  He  must  look  up  statistics,  he 
must  quote  authorities  correctly,  he  may  even 
have  to  look  up  some  detail  of  anatomy  or  patholo- 
gy that  he  had  learned  many  years  before.  Form- 
erly it  was  common  practice  for  members  to  dis- 
cuss from  the  floor  papers  read  before  county 
medical  societies  and  the  Association.  I think  it  is 
a pity  that  this  habit  has  gone  out  of  vogue.  But 
in  the  staff  meetings  of  hospitals  there  is  still 
plenty  of  opportunity  for  such  discussions. 

Our  medical  societies  are  forums  for  dissemina- 
tion and  discussion  of  scientific  problems.  They 
also  have  other  functions.  As  Dr.  Cannon  has 
brought  out,  it  has  been  through  our  medical  so- 
cieties— county  and  state — that  our  health  system 
has  been  built  up.  But  aside  from  the  scientific 
and  political  value,  our  medical  societies,  both 
county  and  state,  and  group  meetings  of  specialists 
are  the  means  of  forming  many  friendships  that 
would  never  be  formed  in  the  course  of  one’s  daily 
practice. 

During  my  sojourn  as  a medical  student  in  New 
York  some  of  us  occasionally  went  to  the  Metro- 
politan Opera  House.  This  was  during  the  days 
of  Caruso,  Sembrich,  Scottie,  when  the  Met.  was 
probably  at  the  heighth  of  its  glory.  It  was  laugh- 
able to  see  the  jealousies  of  the  various  artists. 
For  instance,  none  of  the  others  would  speak  to 
Caruso.  Doctors  are  prone  to  fancy  themselves 
artists,  or  at  least  have  artistic  temperaments,  and 
are  subject  to  jealousies  just  as  the  opera  stars. 
Formerly,  doctors  thought  that  they  owned  their 
patients  and  felt  resentment  when  they  went  to 
other  doctors.  I could  tell  of  fights,  duels,  and 
murders. 

Whether  it  is  that  association  in  medical  socie- 
ties, hospitals,  et  cetera,  has  fostered  a certain  de- 
gree of  comradeship,  or  that  the  complexity  of 
medical  practice  has  made  the  referral  of  patients 
from  one  doctor  to  another  necessary,  certainly 
it  is  that  in  some  sense  there  must  always  be 


competition  between  the  same  specialists.  We 
must  work  together  if  we  expect  to  give  our  pa- 
tients the  service  that  they  deserve. 

Yesterday  I read  where  a judgment  of  $100,- 
000.00  was  awarded  a woman  who  was  injured  in 
an  auto  accident.  Judgments  of  over  $200,000.00 
have  been  awarded  in  malpractice  suits  against 
doctors.  Some  of  these  malpractice  judgments 
are  given  according  to  what  the  courts  call  res 
ipsa  loquitur.  But  many  suits  are  started  on  very 
slender  provocation — sometimes  a careless  criti- 
cism by  one  doctor  of  another  doctor’s  work.  Re- 
member, gentlemen,  that  we  never  know  all  the 
details  attending  any  operation  or  treatment. 
Never  believe  anything  that  a patient  says  that 
another  doctor  has  told  him,  nor  give  an  opinion 
as  to  another  doctor’s  work,  unless  it  is  compli- 
mentary. 

I have  already  mentioned  the  high  cost  of  medi- 
cal care  both  as  to  hospitalization  and  treatment. 
This  is  disturbing  not  only  the  disgruntled  public 
but  the  thoughtful  and  conscientious  members  of 
our  profession  as  well.  If  we  are  to  profit  by 
England’s  example  we  should  strive  to  prevent 
socialized  medicine. 


Hypnosis  Cures  Hiccups  in  Heart  Attack  Victim — A 

single  hynotic  suggestion  successfully  cured  an  eight- 
day  case  of  hiccups  in  a man  recovering  from  a heart 
attack,  two  Philadelphia  doctors  have  reported. 

A serious  complication  of  myocardial  infarction,  hic- 
cups produce  extreme  exhaustion  in  the  patient  if  they 
are  prolonged,  Drs.  Gordon  Bendersky  and  Martin  Baren 
said. 

A 55-year-old  man  developed  hiccups  22  days  after 
he  had  suffered  a heart  attack.  After  eight  days  of 
almost  constant  hiccupping,  during  which  all  the  stand- 
ard treatment  methods  were  tried,  the  patient  was 
given  one  hynotic  suggestion  that  the  hiccups  would 
disappear. 

“This  proved  to  be  successful.  Except  for  two  hic- 
cups which  occurred  several  hours  later,  the  hiccups 
failed  to  return.  The  remainder  of  his  convalescence 
was  uneventful,”  the  doctors  wrote  in  the  September 
Archives  of  Internal  Medicine,  published  by  the  Ameri- 
can Medical  Association. 

No  other  case  of  successful  termination  of  hiccups  fol- 
lowing a single  hypnotic  suggestion  has  been  reported, 
the  doctors  said. 

While  the  general  use  of  hypnosis  for  eliminating 
psychosomatic  manifestations  cannot  be  endorsed  and 
may  be  highly  dangerous,  the  doctors  said,  they  believe 
the  seriousness  of  the  hiccups  and  the  failure  of  all 
other  methods  warranted  its  use. 

Dr.  Bendersky  is  associated  with  the  Hahnemann 
Medical  College  and  Hospital  and  Dr.  Baren  with  Chil- 
dren’s Hospital,  Philadelphia. 


The  rate  of  admission  to  general  hospitals  in  this 
country  has  increased  by  almost  80  per  cent  in  the  last 
20  years,  from  56  to  99  admissions  per  1,000  population. 
As  a result,  says  Health  Information  Foundation,  these 
hospitals  “have  become  increasingly  important  in  the 
total  health  picture.” 
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SHEEPSKINS  AND  DECUBITUS  ULCERS 
LUTHER  DAVIS,  JR.,  M.  D. 
Tuscaloosa,  Alabama 


Modern  medicine  has,  through  early  ambulation 
and  open  reduction  of  fractures  in  elderly  and 
debilitated  patients,  eliminated  many  conditions 
that  predisposed  to  decubitus  ulcers  (bed  sores) 
but  in  our  many  advances  we  are  prolonging  lives 
of  persons  once  thought  to  be  beyond  hope — the 
paraplegics,  advanced  metastatic  malignancies, 
the  apoplectics,  the  badly  burned  and  others  that 
live  as  invalids  long  enough  to  become  candidates 
for  bed  sores.  This  leads  us  all  to  realize  that, 
even  with  our  remarkable  progress  in  medicine, 
surgery  and  nursing  care,  the  bed  sore  still  re- 
mains a problem. 

The  etiology  of  decubitus  ulcers  is  physiological- 
ly the  result  of  prolonged  pressure  over  one  or 
more  of  the  bony  prominences,  such  as  the  sacrum, 
trochanters,  ischial  tuberosities  and  heels.  In 
patients  unable  to  care  for  themselves,  unable  to 
turn  at  will,  and  incontinent  of  feces  and  urine, 
the  natural  body  defenses  against  ulceration  and 
secondary  infection  are  destroyed.  The  loss  of 
subcutaneous  fat,  loss  of  sensation,  loss  of  muscu- 
lar and  vascular  tone,  poor  nutrition  and  friction 
of  dressings  or  bed  coverings  make  bed  sores  in- 
evitable. Many  such  sores  are  a result  of  socio- 
economic conditions,  haphazard  nursing  care,  and 
failure  on  the  part  of  the  attending  physician  to 
recognize  the  possibilities  of  such  a condition. 
Intelligent  nursing  care  is  a real  prophylactic  but, 
regardless  of  the  calibre  of  nursing  care,  physi- 
cian care  and  the  wealth  of  the  patient,  there 
are  some  decubitus  ulcers  that  are  unavoidable. 
After  an  ulcer  develops,  treatment  at  best  is  slow 
and  uncertain  because  the  physiologic  elements 
which  support  wound  healing  are  in  short  supply. 
The  local  treatment  of  an  ulcer  should  be  to  assure 
optimum  availability  of  these  reduced  forces  at 
the  site. 

In  the  literature,  treatments  and  opinions  are 
many  and  varied.  Some  of  these  should  be  men- 
tioned. The  many  ointments,  such  as  boric  acid, 
A & D,  Balsam  of  Peru,  and  scarlet  red,  are  men- 
tioned only  to  be  condemned.  Proteolytic  en- 
zymes are  of  some  benefit  in  removing  necrotic 
tissue  and  debris  but  these  are  expensive,  and 
personally  I do  not  feel  that  they  are  worth  the 
price.  Thorough  debridement  by  sharp  dissec- 
tion is  time  saving  and  a sure  way  of  cleaning  an 
old  ulcer.  The  application  of  dried  blood  plasma 
has  some  advocates,  and  there  are  reports  of  suc- 
cess in  using  vitamin  E locally,  Aveeno  packs  and 
heat  tents.  In  the  literature  there  are  many  pa- 
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pers  dealing  with  surgical  repair  of  decubitus  ul- 
cers, including  tubular  grafts,  full  thickness  grafts, 
undermining,  and  many  others.  These  are  useful 
in  eleemosynary  institutions  and  government  hos- 
pitals as  we  all  know  that  by  the  time  the  average 
patient  becomes  a candidate  for  bed  sores  his 
economy  is  also  in  a bad  state  of  repair.  This 
makes  many  useful  surgical  procedures  out  of 
reach  of  most  sufferers. 

Dr.  Irving  Mauer  introduced  a saran  fibre  in 
1957.  It  is  non-wettable  and  resilient.  When  a 
wound  is  packed  with  this,  it  is  possible  to  change 
blood-  or  serum-soaked  outer  dressings  without 
disturbing  the  wound.  Another  device,  and  pos- 
sibly the  ideal  affair,  is  the  alternating  pressure 
mattress.  This  is  in  effect  a pneumatic  plastic 
mattress  that  is  placed  on  top  of  the  regular 
mattress.  It  is  waterproof  and  contains  parallel 
rows  of  air  cells.  Alternate  series  of  these  cells 
are  filled  and  emptied  every  3 minutes  by  means 
of  a small  electric  pump.  The  pressure  in  the 
inflated  series  is  sufficient  to  support  the  patient 
while  the  alternate  series  of  cells  is  being  deflated. 
Viewed  from  beneath,  the  patient’s  skin  can  be 
seen  to  blanche  and  flush  alternately.  The  change 
in  pressure  is  gradual,  and  the  patient  is  unaware 
of  such  movement.  This  appears  to  me  ideal,  but 
here  again  the  matter  of  economics  rears  its  head. 

It  is  not  the  purpose  of  this  paper  to  go  into 
the  pros  and  cons  of  the  many  types  of  treatment 
and  appliances  that  I have  just  mentioned.  For- 
tunately, several  years  ago  we  discovered  the  use- 
fulness of  sheepskins.  The  only  report  in  the 
literature  on  this  type  therapy  was  in  the  May 
1952  issue  of  the  American  Journal  of  Nursing  by 
Miss  Margaret  B.  Woodruff,  at  that  time  the  Di- 
rector of  the  Visiting  Nurse  Association  of  West 
Chester,  Pa.  I feel  sure  that  one  of  our  nurses  can 
be  given  the  credit  for  this  innovation  at  the  Druid 
City  Hospital  in  Tuscaloosa,  although  as  yet  she 
has  been  too  shy  to  step  forward  and  claim  a 
much  deserved  accolade.  As  in  any  disease  or  con- 
dition the  best  treatment  is  prevention,  bearing 
in  mind  that  prevention  must  be  undertaken  long 
before  the  actual  process  of  impaired  circulation 
and  the  telltale  redness  or  vesicle  formation  ap- 
pear, remembering  also  that  in  prevention  the 
appliance  or  dressing  must  be  large  enough  to 
cover  all  bony  surfaces;  and  if  the  patient  is  help- 
less, do  not  forget  the  heels,  elbows,  and  the  occi- 
put. I feel,  too,  that  the  hospital  sheet  is  an 
abrasive.  How  many  of  you  have  seen  sore  elbows 
and  knees  develop  in  well  developed,  even  well 
padded,  obese  patients?  In  Tuscaloosa  our  nurses 
are  kind  enough,  if  our  memory  fails,  to  remind 
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us  that  this  or  that  patient  has  possibilities  of 
developing  bed  sores.  Immediately  these  patients 
are  placed  on  a sheepskin.  I apologize  for  not  hav- 
ing slides  to  demonstrate  but  prevention  makes 
poor  pictures.  In  lieu  of  this  I have  brought 
with  me  two  skins — one  in  use  for  a month,  the 
other  unused.  As  I have  stated,  in  susceptible  pa- 
tients we  place  them  on  skin,  bearing  in  mind 
that,  if  one  skin  is  not  large  enough  to  cover  all 
parts,  we  use  two. 

In  the  treatment  of  a decubitus  ulcer,  we  debride 
the  ulcer  by  sharp  dissection  and  place  the  patient 
on  the  sheepskin  without  dressings.  We  know 
that  a wrinkled  sheet,  gauze,  or  adhesive  embar- 
rasses an  already  inadequate  circulation.  The 
sheepskin  meets  all  of  the  requirements  necessary 
to  promote  healing.  It  is  resilient,  airy,  and  does 
not  wrinkle,  permitting  even  pressure  not  only 
at  the  site  of  the  ulcer  but  over  a large  area  of 
the  body.  Friction  is  not  created  by  rubbing  or 
sliding,  and  moisture  is  absorbed  and  dissipated 
by  the  spongy  and  airy  qualities  of  the  wool.  The 
skin  is  changed  when  soiled,  usually  every  3 to  7 
days.  The  soiled  skin  is  cleaned  with  mild  soapy 
water  or  by  spraying  it  with  the  garden  hose,  al- 
lowing it  to  dry  in  open  air,  not  by  artificial  heat 
as  this  causes  the  leather  to  become  stiff  and  un- 
manageable. After  drying,  the  wool  can  be 
fluffed  up  to  its  original  state  with  a small  brush. 
One  patient,  an  apoplectic  bedridden  for  three 
years,  nursed  at  home  without  benefit  of  retention 
catheter,  used  two  skins  in  three  years.  There 
have  been  several  patients  with  large  ulcers  that 
healed  completely — one  that  exposed  the  sacrum 
healed  in  twenty  days.  There  are  many  others. 

There  are  other  uses  for  this  covering.  Some  of 
us  have  had  excellent  results  in  open  treatment 
of  burns  of  the  chest  and  back.  The  patients  are 
comfortable,  and  when  they  turn  in  bed  the  skin 
doesn’t  stick  to  them  and,  again,  there  are  no 
wrinkles.  It  is  also  very  efficacious  as  a bed  cov- 
ering for  premature  babies.  Possibly  there  are 
many  other  ways  in  which  this  skin  can  be  useful. 

In  closing,  I would  like  to  repeat  the  qualities  of 
the  sheepskin:  It  is  resilient,  soft,  distributes  pres- 
sure evenly,  dissipates  moisture  and  drainage, 
spongy,  airy,  does  not  wrinkle  or  produce  friction 
by  rubbing  or  sliding,  is  easily  cleaned  and  almost 
indestructible.  It  has  been  a valuable  aid  to  all 
of  us  in  Tuscaloosa. 
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Don't  Underestimate  a Child's  Intelligence — Don’t  put 
three  strikes  against  your  child’s  mental  ability  until 
he — or  she — has  had  a chance  to  go  to  bat,  Willard  Abra- 
ham, Ph.D.,  of  the  special  education  department,  Ari- 
zona State  University,  cautions  parents  in  the  October 
Today’s  Health,  an  American  Medical  Association  pub- 
lication. 

Dr.  Abraham  is  disturbed  by  parents  who  believe  a 
child  is  mentally  retarded  when  he  really  is  not. 

“Few  of  us  are  objective  about  our  own,”  writes  Dr. 
Abraham.  “We  see  them  as  we  want  them  to  be  or  as 
we  fear  they  are,  but  seldom  as  they  really  are.  We 
usually  enjoy  thinking  they’re  bright  (whether  they 
are  or  not),  and  that  error  may  result  in  undue  pres- 
sure, frustration,  and  disappointment.  But  even  more 
serious  is  the  error  of  underestimating  our  child’s  in- 
telligence, and  not  recognizing  the  importance  of  it.” 

Dr.  Abraham  devised  a check  list  to  aid  parents  who 
may  be  too  close  to  their  children  to  see  them  ac- 
curately. 

“It  is  especially  effective  for  those  of  kindergarten 
age  or  slightly  older,”  he  said,  “and  will  help  differen- 
tiate the  youngsters  who  are  among  the  less  bright  from 
those  who  seem  to  be  retarded  but  actually  might  be 
near  the  top  of  the  scale.” 

There’s  a caution  sign  attached  to  Dr.  Abraham’s 
check  list  statements:  It’s  the  idea  that  counts.  The 

first  part,  taken  by  itself,  may  be  a bit  disturbing,  so 
no  conclusions  should  be  drawn  until  the  second  part 
is  read. 

The  question  parents  should  ask  is  “Do  both  parts 
of  the  statement  apply  to  my  child?”  For  instance: 

(1)  He  has  a short  attention  span — doesn’t  stick  to 
a task  very  long — but  (2)  he  has  many  interests  oi* 
hobbies  as  he  jumps  around  mentally,  hopping  from 
one  to  another. 

(1)  His^  vocabulary  often  has  a one-syllable  limi- 
tation, but  (2)  once  in  a while  he  surprises  you  by 
accurately  using  words  like  practical,  jet  propulsion, 
historical  and  realistic. 

(1)  He  seems  to  demand  countless  explanations  of 
why  he  should  brush  his  teeth,  eat  balanced  meals, 
and  wash  his  hands  before  eating,  but  (2)  you  get  the 
feeling  he  was  pulling  your  leg  all  the  time  when  you 
overhear  him  patiently  explaining  these  important  facts 
of  life  to  his  little  brother  or  sister,  using  terms  much 
more  understandably  than  you  did  with  him. 

Dr.  Abraham  calculated  one  “yes”  answer  on  the  10- 
point  list  should  give  you  an  inkling  that  you’ve  been 
wrong  about  your  child;  two  to  four  should  provide 
“concrete  assurance,”  and  five  or  more  “yeses”  ought 
to  have  a parent  smiling  inwardly  with  a secret  apology 
because  his  child  is  brighter  than  he  thought. 

Once  the  problem  of  supposed  mental  retardation  is 
out  of  the  way,  Dr.  Abraham  urged  parents  to  refrain 
from  over-attentiveness  as  a child  learns  to  stand  on 
his  own  two  feet. 
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FACTORS  INFLUENCING  MANAGEMENT  OF 
PERIPHERAL  VASCULAR  INJURY 

CHURCH  E.  MURDOCK,  M.  D. 

Mobile,  Alabama 


Present  day  success  of  direct  vascular  surgery 
is  so  enthusiastically  presented  by  those  with  vast 
experience  that  the  busy  surgeon  may  begin  to 
see  only  “trees”  while  overlooking  the  “forest.” 
This  is  illustrated  by  instances  of  detailed  periph- 
eral vascular  reconstruction  in  the  presence  of 
widespread,  severe  trauma.  Surely,  this  is  evi- 
dence of  distorted  perspective.  It  is  the  purpose 
of  this  discussion  to  suggest  some  pertinent  points 
for  critical  reappraisal. 

Given  a young,  healthy  individual  with  a knife 
wound  involving  a major  peripheral  arterial  trunk, 
one  has  the  optimum  case  for  immediate  vascular 
repair.  Very  often,  even  multiple  stab  wounds 
will  not  inflict  major  visceral  injury  and  arterior- 
rhaphy  may  be  carried  out  with  dispatch. 


We  encounter  our  first  difficulty  when  the  com- 
panion vein  is  severed  concomitantly.  Next  in 
order  of  difficulty  is  the  involvement  caused  by 
gunshot  (especially  if  hi-velocity)  and  finally  the 
contusing,  avulsing  type  of  injury,  often  associated 
with  massive  destruction  of  muscle  and  compound 
fractures,  presents  the  most  formidable  problems. 

All  of  these  injuries  are  much  more  likely  to 
result  in  treatment  failure  if  the  involved  tissues' 
are  unhealthy  by  virtue  of  previous  disease  or  in- 
jury. 

It  is  important  to  realize  that  beyond  arrest  of 
hemorrhage,  none  of  these  injuries  ever  takes 
priority  over  visceral  injury.  If  necessary,  the 
vessel  should  be  clamped  aseptically  to  arrest 


ARTERY 

POINT  OF  LIGATURE 

COLLATERALS 

PROGNOSIS 

Common  Carotid 

Any  Point 

Vertebral,  Contralateral 
Internal  Carotid,  External 
Carotid  Anastomoses 

Guarded.  Exceptional  effort  to 
restore  continuity  is  in  order. 

Subclavian 

Any  Point 

Anastomoses  at: 
Super  Thoracic 
Thyrocervical  Trunk 
Costocervical  Trunk 
Subscapularis 
Infrascapular 

Fair.  Anticipate  residual 
claudication. 

Axillary 

Proximal  to  Subscapularis 
and  Circumflex  Humerals 

Thoracoacromial 

Subscapularis 

Ant.  & Post.  Circumflex 

Humeral 

Good 

Axillary 

Distal  to  Subscapularis  and 
Circumflex  Humerals 

Small  Twigs  from 
Circumflex  Humerals  to 
Profunda  Brachii  (poor) 

Poor 

Brachial 

Distal  to  Profunda  and 
Superior  Ulnar  Collateral 

Profunda  Brachii 
Superior  Ulnar  Collateral 
Radial  Recurrent 
Ulnar  Recurrent 

Good 

Brachial 

Antecubital  Space 

Profunda  Brachii 
Superior  Ulnar  Collateral 
Radial  Recurrent 
Ulnar  Recurrent 
and  many  small  branches 

Good 

External  Iliac 

Proximal  to  Deep  Epigastric 
and  Circumflex  Iliac 

Deep  Epigastric  via 
Circumflex  Iliac 
Hypogastric 

Fair.  Anticipate  Claudication. 

Common  Femoral 

Any  Point 

Inferior  Gluteal 

Medial  Femoral  Circumflex 

Guarded.  Anticipate 

Claudication. 

Superficial  Femoral 

Any  Point 

Inferior  Gluteal 

Medial  Femoral  Circumflex 

and  Profunda  Femoris 

Good 

Popliteal 

Any  Point 

Geniculate  Anastomoses 
(weak) 

Poor 

Anterior  Tibial 
Posterior  Tibial 
Peroneal 

Ligation  of  a single  one  of  these  is  quite  safe.  If  two  are  interrupted,  varying 
degrees  of  ischemia  can  be  expected. 

Favorable  and  unfavorable  points  of  ligature  of  major  peripheral  vessels  are  evident.  The  prognosis  must  be 
altered  in  accordance  with  the  traumatic  pathology  as  generally  indicated  in  the  text. 
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hemorrhage  in  order  that  shock  may  be  adequate- 
ly treated  prior  to  surgical  intervention  ( Case  I) . 

When,  in  the  surgeon’s  judgment,  the  patient 
can  tolerate  definitive  surgery,  the  necessary 
craniotomy,  thoracotomy  and/or  celiotomy  can 
be  carried  out,  repairing  and  excising  such  struc- 
tures as  indicated.  Only  then  is  attention  directed 
to  the  peripheral  vascular  damage.  The  patient’s 
condition  will  determine  the  approach  to  this  in- 
jury. In  this  connection  it  is  well  to  keep  in  mind 
the  optimum  sites  for  simple  ligation  of  the  pe- 
ripheral vessels  (see  table)  as  circumstances  may 
demand  ligature  in  the  interest  of  saving  the  pa- 
tient’s life.  Collaterals  will  often  carry  a limb 
indefinitely  (in  the  inactive  state)  and  the  main 
channel  can  be  repaired  at  a more  optimum  time. 
If  two  teams  can  work  simultaneously,  the  vascu- 
lar and  visceral  injury  are  approached  concomi- 
tantly. Even  then,  the  vascular  procedure  must 
not  prolong  operating  time  to  the  detriment  of 
the  patient  generally  ( Case  I,  Case  II) . 

Assuming  feasibility  of  vascular  reconstruction, 
one  must  evaluate  available  procedures  and  their 
several  aspects  in  the  light  of  the  traumatic  pa- 
thology. 

IMPLICATIONS  OF  SPECIFIC  WOUNDS 

The  Incised  Wound : The  clean,  incised  wound 
offers  an  ideal  injury  for  end  to  end  repair.  Here 
even  the  vein  may  be  sutured  with  reasonable 
anticipation  of  success.  Provision  for  the  rigid 
control  of  edema  must  be  made.  (Tight  bandages 
are  contraindicated.)  The  single  most  disastrous 
technical  error  in  venorrhaphy  is  suturing  under 
tension;  this  invariably  collapses  the  vessel  lumen 
and  invites  thrombosis. 

The  Gunshot  Wound : In  gunshot  wounds  of 

blood  vessels  the  injury  partakes,  to  a greater  or 
lesser  degree,  of  the  elements  of  the  contusing- 
avulsing  injury.  Particularly  in  hi-velocity  wound- 
ing, vascular  contusion  alone  or  in  conjunction 
with  laceration  may  initiate  thrombosis  over  long 
segments  of  vessel.  In  general,  a successful  venous 
repair  is  unusual.  However,  the  auxiliary  veins 
and  lymphatics  of  adjacent  muscle  masses  will 
ordinarily  suffice  if  a major  vein  is  to  be  ligated. 
This  is  not  likely  at  or  just  distal  to  joints  where 
muscle  mass  is  minimal.  Multiple  fascial  inci- 
sions will  permit  maximum  venous  distention  and 
flow  and  should  be  employed  if  the  principal  vein 
is  ligated.  The  artery  is  repaired  in  one  of  the 
several  available  ways:  lateral  repair,  end  to  end 
suture,  or  a grafting  procedure.  Contusion  over 
great  lengths  of  vessel  indicates  a by-pass  graft 
as  the  preferred  therapy.  This  latter  procedure 
involves  considerable  exposure  and  dissection  and 
requires  time.  It  is  undesirable  in  a patient  not 
in  optimum  condition  for  tedious  work.  Futher- 


more,  previous  circulatory  impairment,  mitigating 
against  success,  would  suggest  that  a simpler 
method  be  employed. 

The  Contused- Avulsed  Wound : A crucial  fea- 
ture of  these  injuries,  often  omitted  in  discussions, 
is  the  state  of  the  venous  pathways  in  the  involved 
area. 

In  massive  destruction  of  muscle  mass  with  its 
concurrent  venous  interruption,  good  arterial  flow 
distal  to  injury  can  only  serve  to  congest  the  limb 
and  by  edema  further  compromise  viability.  Ede- 
matous compression  of  smaller  collaterals  pro- 
duces a sluggish  arterial  “run-off”  predisposing  to 
failure  of  arterial  repair  by  whatever  means.  Re- 
pair of  the  venous  circulation  in  these  circum- 
stances is  a practical  impossibility.  Thus,  in  the 
interests  of  a “balanced”  circulation,  reliance  is 
more  correctly  plajed  on  collateral  channels.  (If 
there  are  none,  one  may  expect  loss  of  the  involved 
limb.) 

A temporarily  successful  repair  may  retard  de- 
velopment of  collateral  flow  because  such  chan- 
nels develop  most  rapidly  in  response  to  an  oc- 
clusive force  and  in  the  fresh  state.  A further 
hazard  of  a temporarily  successful  repair  is  the 
propagating  thrombus,  which,  in  edematous  limbs, 
may  involve  many  collaterals  with  disastrous  con- 
sequences. Hence  collateral  flow  is  nurtured  by: 
1)  maintenance  of  blood  volume,  2)  removing 
traumatized  vessel  and  carefully  ligating  the 
trunk,  3)  sympathetic  blocks  (by  indwelling 
catheter  in  the  lumbar  area  to  avoid  aortic  hemor- 
rhage during  anticoagulant  therapy) , 4)  heparini- 
zation,* * and  5)  prevention  of  infection. 

A neutral  or  slightly  dependent  position  of  the 
extremity  is  preferred,  though  serious  edema  may 
require  alternate,  brief  periods  of  elevation. 
Edema  and  lymphangitis  may  occlude  remaining 
circulatory  “exits”  from  the  extremity  ( Case 
III) . (In  managing  this  problem  Chymar®  has 
been  helpful.) 

Three  case  abstracts  serve  to  illustrate  the  es- 
sentials of  the  foregoing  remarks. 

cases  ** 

i 

A 27-year-old  colored  male  was  admitted  to  the 
hospital  following  multiple  gunshot  wounds  of 
the  abdomen  and  right  groin.  On  admission  the 


* Anticoagulant  therapy  is  of  value  in  delaying  or 
preventing  thrombosis  in  these  limbs.  However,  this 
must  be  carried  out  with  brief  acting  heparin  only  to 
insure  instant  control  by  antiheparin  agents  should 
hemorrhagic  complications  develop. 

* ^Identifying  data  intentionally  withheld.  Cases  II 

and  III  are  from  the  author’s  service.  Case  I was  taken 
from  other  files. 
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B/P  0/0,  the  P 140  plus.  Three  pints  of  blood 
were  given  and  a saline-levophed  drip  begun. 
The  groin  wound  (at  first  dry)  began  to  hemor- 
rhage dangerously  and  could  not  be  controlled  by 
packs,  pressure,  etc.  One  hour  and  forty  minutes 
after  admission  the  patient  was  taken  to  the  op- 
erating room  with  the  levophed  drip  running  (BP 
115/65).  The  abdomen  was  entered  and  the  right 
iliac  artery  controlled.  The  subinguinal  area  was 
then  explored.  The  femoral  artery  was  found 
lacerated  and  was  repaired  end  to  end.  The  rec- 
ord does  not  state  where  this  injury  lay  in  rela- 
tion to  the  profunda  femoris.  A small  bowel  re- 
section and  urinary  bladder  repair  were  then  ac- 
complished. A postoperative  blood  volume  showed 
a 1500  cc.  deficit.  Despite  belated  transfusion  the 
patient  expired  24  hours  postoperatively  in  shock 
and  anuria. 

Comment:  It  is  suggested  that  a clamp  placed 
directly  on  the  femoral  artery  would  have  per- 
mitted more  adequate  preoperative  shock  therapy 
with  a better  chance  of  patient  survival. 

n 

A 27-year-old  colored  male  was  admitted  to  the 
hospital  with  multiple  gunshot  wounds  of  the 
wrist,  abdomen,  and  left  thigh.  The  wrist  injury 
was  minor.  Vascular  damage  to  the  left  femoro- 
popliteal  artery  was  fairly  certain;  moreover,  a 
history  of  previous  circulatory  impairment  in  the 
left  leg  was  obtained.  This  had  developed  subse- 
quent to  frostbite  and  multiple  shell  fragment 
wounds  sustained  in  World  War  II.  Celiotomy 
and  vascular  exploration  were  undertaken  simul- 
taneously. Cholecystectomy,  hepatorrhaphy  and 
repair  of  the  right  kidney  were  carried  out  ab- 
dominally. The  popliteal  vein  (disrupted)  was 
ligated  and  the  femoro-popliteal  artery  debrided 
and  repaired  end  to  end.  There  was  evident  con- 
tusion of  vessel  to  the  popliteal  bifurcation.  Dur- 
ing surgery  the  patient  drifted  in  and  out  of  shock. 
Immediately,  postoperatively,  distal  pulses  con- 
tinued absent.  Severe  edema  developed  rapidly 
over  the  ensuing  36  hours.  Fascial  incisions  were 
made  on  the  third  postoperative  day  (too  late) . 
Reexploration  was  considered  but  believed  most 
likely  useless.  On  the  fourth  postoperative  day 
a postoperative  psychosis  developed.  There  was 
gangrenous  demarcation  above  the  ankle.  The 
patient  was  transferred  to  a V.  A.  H.  where  ampu- 
tation was  done.  The  patient  recovered. 

Comment:  In  an  isolated  injury  of  this  type  a 
by-pass  graft  would  have  been  best  with  the 
proximal  orifice  high  on  the  femoral  artery  for 
“strong”  inflow.  A venous  repair  was  probably 
doomed.  However,  fascial  incisions  at  the  time 
of  surgery  would  have  offered  some  help.  The 
simplest  procedure  was  chosen  due  to  the  general 
status  of  the  patient  at  the  time  of  operation. 


in 

A 23-year-old  colored  male  was  admitted  to  the 
hospital  six  hours  after  an  avulsing  injury  of  the 
left  arm  associated  with  a compound  fracture  of 
the  distal  third  of  the  humerus.  In  the  operating 
room  (where  the  author  saw  the  patient  in  con- 
sultation), several  centimeters  of  the  brachial 
artery  were  macerated  and  thrombosed  on  either 
side  of  a complete  transection.  All  major  venous 
pathways  were  interrupted.  The  superior  ulnar 
collateral  was  apparently  destroyed;  the  brachial 
profunda  intact.  The  anterior  and  lateral  com- 
partments were  transected  and  medial  muscula- 
ture almost  completely  divided.  Major  nerves  were 
intact.  Thus  the  posterior  and  predominately 
tendinous  structures  of  the  upper  arm  (principally 
the  triceps)  constituted  the  area  of  intact  circula- 
tion. The  patient  presented  a dangerously  com- 
promised but  “balanced”  circulation.  Manage- 
ment was  based  on  the  concept  of  advancing  col- 
lateral flow.  The  brachial  artery  was  “cut  back” 
and  ligated.  The  patient  was  given  serial  stellate 
blocks  and  was  heparinized.  Convalescence  was 
prolonged.  The  left  hand  is  still  immobile  and 
elbow  motion  markedly  limited.  An  upper  dorsal 
sympathectomy  and  various  orthopedic  procedures 
can  be  offered. 

Comment:  Management  based  on  the  concept 
of  preserving  a balanced  though  minimal  circula- 
tion is  well  illustrated  here.  Again,  inadequate 
outflow  (irreparable)  contraindicated  attempts  at 
encouraging  inflow  for  reasons  already  discussed. 
This  result  is  acceptable  in  view  of  the  severity  of 
the  initial  trauma. 

SUMMARY  AND  CONCLUSIONS 

It  is  evident  that  one  does  not  simply  suture  an 
interrupted,  major,  peripheral  vascular  channel. 
In  fact,  many  times  it  is  more  urgent  to  control  the 
vessel  then  ignore  it.  Should  this  injury  be  the 
principal  one,  careful  consideration  is  in  order 
before  the  corrective  procedure  is  chosen. 

Thorough  knowledge  of  the  average  anatomy  of 
collateral  circulation,  an  appreciation  of  the 
pathophysiology  of  trauma,  and  cognizance  of  the 
methods  and  limitations  of  vascular  surgery  in  the 
periphery  will  enable  one  to  apply  an  intelligent 
therapeutic  regimen. 
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New  Clue  to  Lupus  Erythematosus  Found — The  out- 
look for  lupus  erythematosus,  a disease  long  considered 
to  be  very  serious  and  nearly  always  fatal,  is  not  so  bleak 
after  all,  according  to  two  Detroit  doctors. 

Reporting  a study  of  100  cases  in  the  October  24 
Journal  of  the  American  Medical  Association,  Drs. 
Clarence  E.  Rupe  and  Stewart  N.  Nickel,  Henry  Ford 
Hospital,  said  the  disease  is  more  benign  than  previously 
suspected.  They  also  offered  a clue  to  the  possible 
cause  of  the  disease. 

Lupus  erythematosus,  also  called  LE,  was  once  con- 
sidered to  be  only  a skin  disease,  because  of  its  typical 
butterfly  pattern  of  rash  across  the  bridge  of  the  nose. 
However,  it  is  a systemic  disease,  affecting  the  joints 
and  such  organs  as  the  liver  and  kidneys. 

Treatment  with  artificial  hormones,  such  as  those 
used  for  arthritis,  has  a beneficial  effect  on  the  disease 
process  by  slowing  it  down  and  by  carrying  the  patient 
through  crises  which  once  would  have  been  fatal. 

The  benign  course  of  the  disease  was  illustrated  by 
the  fact  that  only  2 per  cent  of  the  total  group  “pro- 
ceeded to  incapacity,”  the  doctors  said.  In  addition, 
more  than  half  of  the  men  remained  in  good  health 
and  at  full  capacity. 

Fifty  of  the  patients  survived  the  disease  at  least  10 
years  after  the  onset,  and  45  of  these  are  still  living. 
Duration  of  the  disease  ranged  from  10  months  to  36 
years. 

The  clue  to  a possible  cause  of  the  disease  lies  in 
the  fact  that  many  of  the  patients  had  streptococcic 
infections  just  prior  to  the  onset  of  LE.  Many  had 
typical  “strep,  throat”  infections,  while  others  had  other 
streptococcic  infections,  such  as  boils  or  ear  infections. 
This  suggests  that  hypersensitivity  to  the  streptococcus 
bacillus  may  be  an  important  factor  in  the  disease,  the 
doctors  said,  adding  that  this  association  may  eventually 
produce  a means  of  prevention. 


Tinted  Devices  Declared  Detrimental  to  Night  Driving 

— The  use  of  any  night  driving  lens  or  windshield,  wheth- 
er tinted,  reflecting  or  polarizing,  has  been  condemned 
by  the  Committee  on  Industrial  Ophthalmology  of  the 
American  Medical  Association’s  Council  on  Industrial 
Health. 

The  committee — whose  concern  is  the  functions  and 
diseases  of  the  eye  as  related  to  industry — delivered  its 
opinion  in  the  October  17  issue  of  the  A.M.A.  Journal, 
after  receiving  many  inquiries. 

Its  opinion  is: 

— That  a night  driving  lens  or  windshield  reduces  the 
light  transmitted  to  the  eye,  and  actually  makes  seeing 
at  night  more  difficult. 

— That  the  source  of  night  driving  glare  is  the  contrast 
between  the  headlights  of  oncoming  cars  and  the  darker 
surroundings.  This  contrast  is  not  reduced  by  the  use 
of  tinted  lenses  or  windshields.  Instead  they  really 
reduce  the  intensity  of  illumination  from  both  the 
headlights  and  the  surroundings.  This  impairs  vision. 

— That  there  is  no  scientific  evidence  to  support  any 
claim  that  the  use  of  tinted  lenses  or  windshields  im- 
proves night  vision. 


Gun  Safety  Being  Taught  in  High  Schools — Because  a 
New  Hampshire  teenager  was  killed  while  hunting, 
thousands  of  American  high  school  students  are  now 
learning  gun  safety. 

Seventeen-year-old  Robert  Brock  of  Dover,  N.  H., 
was  killed  when  the  gun  of  his  inexperienced  hunting 
companion  accidentally  went  off. 

First  stunned,  then  thoughtful,  Robert’s  father  de- 
cided that  if  some  fathers  did  not  teach  their  sons  how 
to  handle  firearms  he  might  do  something  about  it 
himself. 

So  Charley  Brock  and  his  longtime  hunting  friend 
Delwyn  Main  “went  into  the  spare  time  business  of 
training  kids  how  to  shoot  safely,”  according  to  an 
article  in  the  October  issue  of  Today’s  Health,  published 
by  the  American  Medical  Association. 

Eventually  their  “potluck”  class  turned  into  an  or- 
ganized extracurricular  activity  of  the  Dover  High 
School.  The  idea  spread  across  the  state;  the  state 
legislature  passed  a bill  authorizing  any  school  district 
to  offer  a course  in  firearms  safety,  good  hunting  prac- 
tices, and  game  laws.  More  than  half  of  all  New 
Hampshire  schools  provide  such  extracurricular  in- 
struction. 

Nine  other  states — Vermont,  Arizona,  California,  New 
York,  Virginia,  Ohio,  North  Dakota,  Maine  and  Wash- 
ington— and  dozens  of  individual  school  districts  have 
set  up  programs  based  on  the  New  Hampshire  plan. 

The  classes  consist  mainly  of  eight  hours  of  classroom 
lecturing,  along  with  four  hours  of  practice  on  a target 
range. 

The  main  points  taught  are  the  following  rules  that 
save  lives: 

— Treat  every  gun  as  if  it  were  a loaded  gun  until 
you  personally  have  proven  otherwise. 

— Keep  the  muzzle  pointed  in  a safe  direction. 

— Always  keep  the  action  open  except  when  ready  to 
fire. 

— Be  sure  of  your  backstop. 

— Be  sure  of  your  target. 

— Never  mix  alcohol  and  gunpowder. 

— Never  hunt  with  persons  in  front  or  back  of  you. 
Keep  in  an  even  line. 

— Know  your  gun  and  ammunition. 

The  value  of  the  gun  safety  program  is  well  illus- 
trated by  what  has  happened  in  New  Hampshire,  the 
article  said.  Normally  the  hunting  season  produced 
two  or  three  shooting  fatalities  every  year.  Since  the 
school  program  began  the  state  has  gone  through  three 
hunting  seasons  without  a single  death. 

This  is  not  just  a coincidence,  the  article  continued. 
All  the  interest  generated  by  the  courses  had  a cumu- 
lative effect.  Children  and  adults  talked  more  about 
gun  safety.  Inevitably  the  talk  led  to  extra  caution 
in  the  field. 

Not  a single  shooting  accident  of  any  kind  has  in- 
volved any  of  the  thousands  of  graduates  of  the  school 
hunter  safety  course.  “In  an  area  where  virtually  every- 
one goes  hunting,  this  record  is  especially  astounding,” 
the  article  said. 

Author  of  the  article  is  Robert  G.  Deindorfer,  New 
York. 
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WHIPLASH  INJURIES 

Guest  Editorial 

Ross  T.  Mclntire,  M.  D. 

Chicago 

Perhaps  the  most  annoying  symptoms  associated 
with  whiplash  injuries  are  those  disturbing  vision. 
The  neuralgias,  that  are  so  frequent,  complicate 
the  picture  and  very  often  make  it  impossible  for 
the  patient  to  continue  his  daily  tasks.  Because 
of  the  damage  done  to  the  cervical  nerve,  the  pain 
distribution  is  quite  wide. 

Damage  to  any  of  the  cervical  nerves  may  be 
caused  by  this  type  of  injury,  the  nerves  most 
commonly  affected  being  the  second  and  third. 
As  the  great  occipital  nerve  is  a continuation  of 
the  second  cervical  nerve  group,  pain  over  the  area 
supplied  by  this  nerve  is  a common  symptom. 
This  takes  in  a large  part  of  the  neck,  the  occipital 
portion  of  the  scalp,  and  the  lower  portion  of  the 
face.  The  pain  is  definitely  neuralgic.  The  head- 
ache occurs  in  the  following  manner:  Beginning 
in  the  suboccipital  area,  it  radiates  to  the  center 
of  the  skull  and  finally  centers  behind  one  or  both 
eyes.  Often  it  is  unilateral.  There  have  been 
many  cases  in  which  only  frontal  headache  was 
present.  This  condition  may  last  for  more  than  a 
year,  and  it  is  not  uncommon  to  see  it  persist  over 
a much  greater  period. 

Trigeminal  neuralgia  is  a not  uncommon  symp- 
tom, especially  when  the  injury  involves  the  fifth 
cervical  nerve.  There  is  a direct  connection  be- 
tween this  nerve  root  and  the  fifth  cranial  nerve. 

Often  there  is  some  degree  of  concussion,  though 
not  necessarily.  The  force  transmitted  by  the 
striking  automobile  may  be  transmitted  at  an 
angle.  This  causes  severe  rotation  of  the  neck, 
and  when  this  occurs  other  symptoms  are  also 
present.  Injury  to  the  spinal  accessory  nerve, 
which  arises  from  all  cervical  nerves,  will  cause 
spasms  of  the  trapezius  and  sternomastoid  muscles. 
Often  there  is  spasm  of  all  the  occipital  muscles. 
This  spasm  then  causes  traction  on  the  great  oc- 
cipital nerve,  with  the  result  that  severe  pain  is 
present  over  its  entire  distribution.  In  such  a 
case,  when  the  cervical  portion  of  the  spine  is 
rotated,  the  symptoms  are  generally  unilateral. 


Vertigo  and  nausea  often  follow  this  injury.  The 
most  common  ocular  symptoms  are  loss  of  accom- 
modation and  very  weak  convergence — in  fact,  in 
many  cases  of  severe  damage,  inability  to  fix  on 
an  object  is  a common  symptom.  This  is  under- 
standable since  injury  to  the  second  and  third 
cervical  nerves  involves  the  cervical  flexus,  which 
in  turn  affects,  most  vitally,  the  trigeminal 
branches.  The  carotid  plexus  is  often  involved 
and,  through  its  branches,  causes  neuralgia 
throughout  the  distribution  of  the  fifth  nerve  and 
the  sphenopalatine  ganglion. 

The  ocular  signs  are  of  real  value  in  making  a 
diagnosis  of  this  syndrome  set  up  by  injury  to  the 
cervical  portion  of  the  spine.  Often,  if  no  frac- 
tures have  occurred,  symptoms  do  not  arise  for 
a period  of  many  years.  The  most  common  dem- 
onstration is  usually  in  the  distribution  of  the 
cervical  nerves,  especially  those  below  the  third, 
but  ocular  symptoms  are  persistent  when  com- 
plications of  this  injury  show  up  months  or  years 
later.  Loss  of  accommodation  is  one  of  the  most 
difficult  to  correct.  In  some  cases  the  intraverte- 
bral  spaces  are  so  narrow  that  there  is  constant 
impingement  upon  the  cervical  nerves. 

Early  treatment  is  important,  and  that  means 
early  diagnosis.  Every  injury  to  the  cervical  por- 
tion of  the  spine  should  be  investigated  promptly, 
for  it  is  immediately  after  the  accident  that  much 
can  be  done.  Consequently,  the  publicity  given 
to  whiplash  injuries  in  the  past  two  years  is  of 
real  value  from  an  educational  standpoint. 

It  is  to  be  hoped  that  preventive  measures  will 
receive  equal  attention.  The  orthopedist  and  the 
neurosurgeon  have  the  opportunity  to  present  the 
best  methods  for  relief  of  symptoms.  The  medico- 
legal aspects,  which  have  assumed  tremendous  im- 
portance, should  help  to  “tie  in”  the  various  points 
discussed.  This  is  one  phase  that  cannot  be  ig- 
nored and  every  doctor  should  have  a clear  under- 
standing of  his  responsibility  therein. 

Once  this  has  been  accomplished,  it  will  become 
easily  possible  to  awaken  public  interest  and  to 
disseminate  the  necessary  information  among 
laymen  as  well  as  professional  men.  Cooperation 
on  the  part  of  the  general  public  is  indispensable 
to  success. 
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WEIGHTS  OF  MEN  AND  WOMEN 

The  generally  accepted  average  weights  of 
American  men  and  women  will  have  to  be  re- 
placed when  the  Society  of  Actuaries  makes  pub- 
lic its  new  findings  on  body  build,  based  on  a 
study  of  large  numbers  of  policy  holders.  The 
current  weight  tables  are  based  on  an  actuarial 
study  published  nearly  30  years  ago. 

The  new  tables  make  obsolete  the  figures  now 
shown  on  weighing  machines  and  used  by  physi- 
cians throughout  the  country. 

This  is  merely  one  of  many  startling  new  find- 
ings in  connection  with  weight  and  blood  pressure 
that  will  come  from  the  Society’s  “1959  Build  and 
Blood  Pressure  Study,”  scheduled  for  publication 
in  a few  weeks. 

The  study,  which  is  by  far  the  most  extensive 
statistical  investigation  ever  undertaken  in  the 
health  field,  includes  almost  20  years  of  experi- 
ence among  5,000,000  people  as  to  body  build  and 
4,000,000  people  as  to  blood  pressure. 

With  the  participation  of  life  insurance  compa- 
nies representing  two-thirds  of  the  nation’s  ordi- 
nary insurance,  the  tabulation  work  now  nearing 
its  end  has  called  for  putting  35  tons  of  punch 
cards  through  the  machines.  Had  it  not  been  for 
the  new  electronic  equipment,  the  project  would 
have  required  many  more  years  than  the  four  it 
has  actually  taken. 

The  many  millions  of  individuals  actually  stud- 
ied over  a period  dating  back  to  1935,  provide  a 
picture  of  recent  mortality  according  to  weight 
and  blood  pressure  for  comparison  with  previous 
studies,  some  dating  to  the  turn  of  the  century. 
Both  standard  risk  and  extra  risk  policyholders 
were  included  in  the  study.  Separate  tabulations 
have  been  made  for  men  and  women,  which  will 
reflect  the  material  differences  in  weights,  blood 
pressures  and  death  rates  between  the  sexes. 

The  findings  include  the  most  extensive  body 
of  information  ever  assembled  on  the  effects  of 
overweight  on  mortality,  according  to  the  actu- 
aries. Such  data  could  not  possibly  have  been 
obtained  from  any  other  source. 

Not  only  will  conclusive  evidence  be  presented 
of  the  current  extra  mortality  hazard  from  over- 
weight alone,  but  also  from  overweight  in  com- 
bination with  other  impairments,  and  there  will 
be  some  new  data  on  the  effect  of  weight  reduc- 
tion. 

Similarly,  striking  new  conclusions  are  expected 
from  the  study  of  various  degrees  of  high  blood 
pressure.  These  findings  are  startlingly  differ- 
ent from  the  beliefs  now  generally  held,  accord- 
ing to  the  chairman  of  the  committee  which  is 
preparing  the  report. 
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The  general  conclusions  of  the  study  and  the 
summary  tables  will  be  included  in  the  first  vol- 
ume, to  be  published  about  November.  It  is  ex- 
pected that  these  findings  will  be  further  analyzed 
in  formal  papers  to  be  presented  to  medical,  pub- 
lic health  and  insurance  groups  throughout  the 
country  during  the  coming  year.  The  detailed 
tables  on  which  the  summaries  are  based  will  be 
contained  in  a subsequent  volume  or  volumes  to 
be  published  next  year. 

VIRUSES  AND  HUMAN  CANCER 

A cure  for  cancer,  a disease  which  will  strike 
one  out  of  every  four  Americans  now  living,  may 
be  found  through  virus  research  even  before  the 
causes  of  the  dread  killer  are  fully  understood. 

The  half-century-old  theory  that  the  origin  of 
human  cancer  is  in  some  way  associated  with 
viruses  has  only  recently  gained  wide  acceptance, 
reports  Fortune,  and  cancer  virologists  feel  them- 
selves engaged  in  “a  race  to  save  lives.” 

Viruses,  particles  so  small  that  they  are  visible 
only  under  a powerful  electron  microscope,  cause 
a great  number  of  dangerous  illnesses  ranging 
from  yellow  fever  to>  polio,  as  well  the  lesser 
aches  and  pains  associated  with  the  common  cold 
and  ordinary  flu.  By  1959  more  than  100  viruses 
had  been  definitely  connected  with  human  dis- 
eases. 

At  present,  says  Fortune,  laboratory  proof  that 
viruses  can  cause  cancer  comes  only  from  experi- 
ments with  animals.  The  virus  theory  of  human 
cancer  is  based  upon  likenesses  between  animal 
and  human  cancers  and  on  the  likeness  of  cancer 
viruses  to  other  viruses. 

“The  virus  hypothesis  of  human  cancer  does 
not  argue  that  viruses  are  the  cause  of  cancer  in 
a simple  cause-and-effect  manner,”  says  Fortune. 
“Virologists  are  convinced  that  genetics,  hormones, 
chemical  carcinogens,  and  irradiation  are  impor- 
tant in  the  origin  and  development  of  cancer.” 

Backed  by  large  sums  of  money  from  the 
American  Cancer  Society  and  the  National  Can- 
cer Institute,  scientists  are  hard  at  work  attempt- 
ing to  unravel  the  many  mysteries  surrounding 
the  tiny  particles.  Among  the  questions  posed: 
Can  one  type  of  virus  cause  many  kinds  of  can- 
cer? Is  there  a limited  number  of  virus  families, 
each  of  which  produces  a wide  variety  of  can- 
cers? May  there  conceivably  be  only  one  sort  of 
virus  that,  by  mutation,  produces  the  entire  can- 
cer spectrum? 

“If  the  answers  to  any  of  these  questions  is  yes,” 
says  Fortune,  “the  problem  of  devising  anticancer 
drugs — including  new  antibiotic-like  substances — 
serums,  and  vaccines  would  be  enormously  simpli- 
fied.” 
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The  biggest  task  facing  virologists  is  to  narrow 
the  gap  between  knowledge  of  animal  cancers  and 
human  cancers  in  order  to  demonstrate  the  role 
of  viruses  in  humans  as  conclusively  as  they  have 
done  for  animals.  The  steps  taken  will  be  the 
same  as  those  taken  to  prove  the  virus  origin  of 
polio  in  humans,  says  Fortune,  but  the  job  is  much 
more  complicated  because  cancer  is  much  more 
complicated. 

The  steps: 

1.  Learn  how  to  extract  viruses  from  infected 
human  tissue. 

2.  Perfect  methods  of  growing  as  many  human 
“cell  lines”  as  possible  in  the  test  tube. 

3.  Determine  whether  or  not  the  viruses  are 
active  in  tissue  culture. 

4.  Identify  the  viruses. 

5.  Determine  the  incidence  of  cancerous  dis- 
eases of  a specific  type  in  which  viruses  of  a spe- 
cific type  are  found. 

6.  Determine  the  action  on  viruses  of  antibodies 
in  blood  taken  from  human  patients. 

“Viruses  may  be  the  one  factor  that  must  be 
present  if  cancer  is  to  develop,”  concludes  For- 
tune. “If  so,  they  are  the  key  link  in  the  complex 
chain  of  malignancy,  the  link  that  must  be  broken 
before  cancer  is  conquered.” 


SOUTHERN  MEDICAL 

When  Southern  Medical  Association  holds  its 
53rd  annual  meeting  in  Atlanta  November  16-19, 
it  will  mark  the  fifth  time  that  the  13,000-member 
body  has  met  in  Georgia’s  Capital  City. 

Atlanta  was  chosen  for  the  annual  meeting  in 
1908,  only  two  years  after  the  Association  was 
formed,  when  membership  numbered  a mere  few 
hundred  from  a half  dozen  Southern  States.  Dr. 
B.  L.  Wyman,  Birmingham,  was  president.  Scien- 
tific sections  at  the  time  of  the  1908  meeting  were 
only  three  in  number — Surgery,  Medicine,  and 
Ophthalmology  and  Otolaryngology — compared  to 
the  comprehensive  twenty  of  today. 

Again  in  1916,  when  Dr.  Robert  Wilson  of 
Charleston,  S.  C.,  served  as  president,  SMA  chose 
Atlanta  as  its  meeting  place. 

By  1926  membership  in  the  Association  had  ex- 
panded to  include  all  of  the  16  Southern  States 
and  the  District  of  Columbia,  now  forming  South- 
ern Medical  Association,  when  Georgia’s  Capital 
City  was  again  chosen.  Dr.  C.  C.  Bass,  New  Or- 
leans, was  Association  president. 

In  1953,  when  the  number  of  scientific  sections 
had  climbed  to  the  present  20  and  membership 
had  increased  to  9,000,  Atlanta  again  received  the 
nod  as  the  site  for  the  annual  meeting.  This  year, 
Dr.  Walter  C.  Jones,  Miami,  Fla.,  was  president. 


And  now  in  1959,  with  membership  totaling  a 
whopping  13,000,  representing  a phenomenal 
growth  in  the  last  few  years,  Atlanta  is  host  once 
more  to  the  medical  association  that  is  called  one 
of  the  country’s  most  influential  and  useful.  Mem- 
bers include  physicians  from  the  Canal  Zone  and 
Puerto  Rico,  as  well  as  the  16  Southern  States  and 
Washington,  D.  C. 

Dr.  Milford  O.  Rouse,  Dallas,  Tex.,  is  now  presi- 
dent. At  the  concluding  session,  he  will  hand  the 
reins  of  office  to  the  president-elect,  Dr.  Edwin 
Hugh  Lawson,  New  Orleans. 

Atlanta  is  one  of  three  cities  among  28  of  the 
South’s  largest  which  has  been  honored  five  times 
as  the  choice  of  SMA  membership  for  its  annual 
meeting.  The  other  two  are  New  Orleans  and 
Miami.  The  important  first  organizational  meet- 
ing was  held  in  Chattanooga,  Tenn.,  in  1906. 

Southern  Medical  Association  has  also  elected 
three  presidents  from  Atlanta.  They  were  Dr. 
Stewart  R.  Roberts,  1925;  Dr.  Frank  K.  Boland, 
1937;  and  Dr.  Edgar  G.  Ballenger,  1945. 


MORE  PERMANENT  PROTECTION 

In  the  past  five  years  the  insurance  business 
has  developed  some  30  new  approaches  that  pro- 
vide more  permanent  health  insurance  protection 
for  virtually  all  segments  of  the  American  public, 
according  to  James  R.  Williams,  Vice-President  of 
the  Health  Insurance  Institute. 

“In  this  way,  the  insurance  business  is  demon- 
strating its  ability  to  meet  the  health  care  needs 
of  the  public,”  said  Mr.  Williams  in  an  address  be- 
fore the  Accident  and  Health  Club  of  New  York. 

Another  demonstration  of  this  ability  came  in 
1958,  declared  Mr.  Williams,  when  it  was  estimated 
that  insurance  companies  paid  benefits  on  9.5  mil- 
lion claims  for  hospital  expenses,  almost  45%  of 
the  21.6  million  admissions  to  voluntary  hospitals 
during  the  year. 

There  have  been  recent  significant  advances  in 
the  field  of  group  insurance,  said  the  speaker,  with 
the  introduction  of  comprehensive  major  medical 
insurance,  long-term  disability  programs,  the  ex- 
tension of  coverage  to  employee  groups  of  10 
persons  or  less,  and  the  expansion  of  health  in- 
surance plans  to  include  retired  persons.  He  noted 
that  there  is  now  experimentation  going  on  in  the 
group  insurance  field  toward  coverage  for  dental 
care. 

Especially  significant,  Mr.  Williams  declared, 
has  been  the  coverage  of  nervous  and  mental  dis- 
orders, both  in  and  out  of  the  hospital,  by  the  vast 
majority  of  basic  and  major  medical  group  in- 
surance contracts.  He  pointed  out  that  the 
health  insurance  business  has  led  the  way  in  this 
particular  field. 
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The  speaker  said  advances  now  being  made  in 
extending  health  insurance  to  retired  employees, 
by  various  methods  of  contract  conversion,  would 
do  much  within  the  next  few  years  to  increase 
progress  in  the  protection  of  older  age  citizens. 

In  the  individual  insurance  field,  Mr.  Williams 
cited  the  recent  introduction  of  senior  citizen  pro- 
grams giving  hospital  and  surgical  protection  to 
older  aged  persons  without  regard  to  age,  sex,  or 
condition  of  health.  These  and  similar  such  pro- 
grams, he  said,  have  proven  the  flexibility  of  the 
health  insurance  business. 

Within  the  past  decade,  there  has  been  a dis- 
tinct trend  by  insurance  companies  toward  more 
permanent  individual  policy  protection  for  the 
public,  said  Mr.  Williams.  As  an  example,  he 
cited  the  rapid  growth  of  guaranteed  renewable 
hospital  and  surgical  insurance  policies  during 
this  period. 

Individual  policy  protection  for  persons  with 
impaired  conditions,  including  lifetime  protection 
in  some  cases,  has  made  significant  advances  in 
the  last  five  years,  said  Mr.  Williams.  Such 
previously  uninsurable  persons  are  now  even 
eligible  for  guaranteed  renewable  major  medical 
policies. 

The  insurance  business  must  do  more  than  de- 
velop new  health  insurance  programs  that  cover 
a growing  proportion  of  the  nation’s  population, 
said  the  speaker. 

“It  is  not  enough  to  change  for  the  public  good 
■ — we  must  be  sure  that  the  public  knows  we 
change  and  do  so  with  the  public  interest  in  mind,” 
Mr.  Williams  said.  “By  these  actions — which  we 
are  following  today — the  public  can  and  will  bet- 
ter understand  our  business  and  in  a favorable 
light.” 


1,100  Persons  Help  Set  Association's  Policy — The 

American  Medical  Association’s  broad  activities  for 
helping  to  improve  the  nation’s  well-being  “sprout  from 
a tree  measuring  a figurative  1,100  people  high,”  ac- 
cording to  the  Association’s  October  10  Journal. 

These  persons,  many  of  whom  serve  in  weekend 
and  late  night  sessions,  donate  as  many  as  100  hours 
yearly  to  the  Association.  None  is  on  the  A.M.A. 
payroll. 

“The  volunteering  M.D.’s  (and  Ph.D.’s  and  LL.D.’s 
and  B.A.’s  too)  range  in  name  from  A to  Z and  come 
from  all  50  states,”  the  Journal  article  said.  “Their 
talents  enrich  13  A.M.A.  councils,  more  than  100  com- 
mittees, 20  sections  of  the  Scientific  Assembly,  10 
specialty  journals,  and  approximately  a dozen  liaison 
groups  with  other  organizations.” 

In  addition,  there  are  members  of  the  Board  of  Trus- 
tees and  the  House  of  Delegates,  the  group  who  makes 
the  final  policy  decisions  for  the  A.M.A. 


Physician  Urges  Better  Medicolegal  Relations — Revi- 
sion of  the  law  to  keep  pace  with  scientific  and  medical 
progress  has  been  called  for  by  a California  specialist 
in  legal  medicine. 

Writing  in  the  October  10  Journal  of  the  American 
Medical  Association,  Dr.  LeMoyne  Snyder,  Paradise, 
Calif.,  said,  “In  large  measure  our  laws  continue  to  be 
hostile  to  medical  jurisprudence. 

“Britain  during  the  19th  century  made  great  advances 
in  this  field  and  established  chairs  of  legal  medicine  in 
all  of  its  leading  medical  schools.  However,  in  the 
United  States,  in  only  a few  places  have  the  states  yet 
made  any  demand  for  competent  medical  experts  to 
come  to  the  aid  of  the  law.” 

He  was  especially  critical  of  the  coroner  system,  which 
has  survived  almost  unchanged  from  the  English  mon- 
archy of  the  Middle  Ages  before  the  days  of  the  Magna 
Carta  and  the  crusades.  Coroners  rarely  possess  either 
medical  or  legal  knowledge,  “which  would  seem  to  be 
a basic  requirement,”  he  said. 

A part  of  this  system  is  the  outmoded  coroner’s  in- 
quest— a tribunal  in  which  a jury  of  six  persons  is 
charged  with  the  determination  of  the  cause  of  the 
death  and  naming  of  the  person  responsible. 

“Generally  the  first  six  persons  on  the  nearest  park 
bench  are  chosen  and  they  take  a quick  glance  at  the 
remains  through  an  open  door  and  listen  to  what  evi- 
dence the  coroner  has  at  hand,”  he  said.  “This  pro- 
cedure seems  to  be  founded  on  the  theory  that  ignorance 
multiplied  by  six  equals  intelligence.” 

Too  many  other  purely  scientific  matters  are  being 
decided  by  public  forums  and  political  processes,  he  con- 
tinued. For  instance,  a city  wants  to  improve  the 
health  of  its  people  by  adding  fluorine  to  its  water 
supply.  This  is  a question  which  has  long  since  passed 
from  the  realm  of  scientific  dispute,  yet  the  matter  is 
generally  decided  on  the  basis  of  letters  to  the  editors. 

Dr.  Snyder  noted  that  some  advances  are  being 
made.  Some  states  have  instigated  the  medical  examiner 
system  in  place  of  the  coroner  system.  Psychiatry  is 
having  an  effect  on  law.  The  100-year-old  test  for 
sanity — that  at  the  moment  of  the  crime,  the  accused 
had  a sufficient  degree  of  reason  to  know  he  was 
doing  an  act  that  was  wrong — already  has  been  replaced 
in  New  Hampshire  and  the  District  of  Columbia.  In 
1954  the  United  States  Court  of  Appeals  for  the  District 
of  Columbia  ruled  “that  the  accused  is  not  criminally 
responsible  if  the  unlawful  act  was  the  product  of 
mental  disease  or  mental  defect.” 

All  of  the  multiplicity  of  branches  of  scientific  medi- 
cine are  advancing  at  a headlong  rate.  Diagnostic  and 
surgical  procedures  which  are  commonplace  were  un- 
dreamed of  only  10  years  ago. 

“Slowly  but  surely  the  laws  are  being  molded  to 
make  use  of  this  vast  expanse  of  scientific  knowledge 
in  the  administration  of  justice,”  Dr.  Snyder  concluded. 
“As  people  generally  become  aware  of  these  advances 
the  laws  ultimately  have  to  conform  to  encompass  and 
use  new  and  more  reliable  information.  Laws  never 
create  public  opinion,  but  laws  sooner  or  later  always 
have  to  conform  to  public  opinion.  . . . Science  has  pro- 
vided the  tools,  it  is  up  to  society  to  see  that  the  law 
uses  them.” 
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SEVENTY  YEARS  AGO 

HERE  was  a time  when  an  oration  was  a fea- 
ture of  the  annual  meeting  of  the  Association. 
In  1889  the  orator  was  Dr.  Ruffin  Coleman  of 
Birmingham,  and  his  theme,  The  Higher  Educa- 
tion of  Women.  In  the  light  of  the  varied  occu- 
pations in  which  women  are  engaged  now,  it  is 
interesting  to  review  some  of  Dr.  Coleman’s  com- 
ments. 

“I  am  aware  that  there  is  much  opposition  to 
the  views  I shall  lay  before  you  as  to  woman’s 
claims  to  all  the  rights,  privileges  and  immunities 
of  higher  mental  development,  and  the  common 
benefits  that  will  arise  therefrom.  Public  opinion 
generally  is  against  me,  and  our  profession  has 
ever  been  in  an  attitude  of  persistent  hostility 
to  the  admission  of  woman  into  the  higher  learn- 
ing and  professions.  I shall  not,  therefore,  be 
awry  with  any  one  who  repudiates  my  views. 
Be  assured,  too,  that  it  is  not  from  any  defect  in 
my  esteem  of  my  honored  profession  that  I deem 
woman  worthy  to  enter  its  sacred  precincts.  I 
yield  to  no  one  in  reverence  to  our  high  calling, 
and  its  noble  followers.  I know  that  it  is  a science 
affording  unbounded  scope  to  the  most  enlightened 
and  far-reaching  mind;  that  it  is  a career  of  work 
and  worry;  that  it  demands  uncomplaining  devo- 
tion to  duty  seldom  equalled  in  any  liberal  calling. 
‘Its  ordeals  are  singularly  trying:  the  first  intro- 
duction into  the  dissecting  room;  the  first  lessons 
in  the  operating  theatre;  the  first  performance  of  a 
postmortem  operation;  the  first  visit  in  case  of 
infection;  the  night  and  day  of  toil;  the  intimate 
conversance  with  human  misery,  mental  and 
physical,  in  all  its  most  terrible  forms;  the  im- 
plicit trusts  and  confidences  that  have  to  be  re- 
ceived and  maintained  with  a watchfulness  that 
knows;  no  limit.’  Still,  despite  all  these  hard 
prerequisites,  I maintain  that  woman  is  easily 
able  to  bear  the  burden  even  on  to  the  highest 
point  of  success,  not  only  in  our  profession  but  in 
all  spheres  of  intellectual  endeavor. 

“It  is  argued  that  a wide  disparity  exists  be- 
tween woman’s  physical  strength  and  endurance 
on  the  one  hand  and,  on  the  other,  the  intense 
strain  and  outlay  of  nervous  energy  requisite  for 
the  higher  walks  of  scientific  and  professional 
life;  it  is  gravely  assumed  that  the  higher  intel- 


lectuality can  be  won  only  by  the  sacrifice  of 
physical  robustness,  and,  upon  the  promise  of 
such  untoward  results,  most  dire  consequences  are 
foreboded  touching  the  perpetuation  and  charac- 
ter of  the  human  race. 

“Far  be  it  from  me  to  do  violence  to  the  tender- 
est  ideal  of  womanly  loveliness,  purity,  modesty, 
sanctity.  Still,  I do  not  appreciate  that  one  hair’s 
breadth  of  this  fairness  will  be  yielded  by  a little 
wholesome  labor,  or  a little  mental  elevation.  I 
have  yet  to  see  a lady  less  a lady  for  earning  mon- 
ey; she  forfeits  not  a whit  of  esteem,  but  rather 
gains  in  worthiness  by  earning  a state  of  inde- 
pendence and  self-support.  To  equal  man,  she 
need  not  ape  him  nor  necessarily  grow  mannish. 
In  a larger  and  more  public  sphere,  her  truth  will 
grow  stronger  with  strength;  her  purity  grow 
positive  instead  of  negative,  and  her  gentleness 
be  purged  of  its  weakness. 

“It  is  a cruel  respect  that  demands  of  a woman 
to  starve  merely  for  conformity  to  a false  stand- 
ard of  feminine  deportment  established  by  society 
under  circumstances  and  environments  entirely 
at  variance  with  the  condition  that  confronts 
woman  today. 

“Would  we  rear  a hardier  and  more  robust  man- 
hood? Would  we  elevate  the!  intellectual  and 
moral  tone  of  each  succeeding  generation?  Wom- 
an holds  the  key.  But  whether  or  not  the  portal 
shall  be  opened  upon  this  roseate  future,  which  we 
all  most  earnestly  hope  for,  will  be  determined 
in  a large  part  by  the  attitude  of  the  medical  pro- 
fession, both  in  its  advice  and  in  its  supervision. 
The  good  that  will  accrue  to  the  human  race 
from  such  a consummation  will  far  outreach  all 
the  benefits  of  pills  and  potions.  In  justice,  then, 
to  woman’s  inalienable  rights  to  freedom  of  choice; 
and  in  justice  to  her  many  intellectual  triumphs 
in  the  past;  in  behalf  of  her  own  physical  and 
mental  elevation,  and  in  behalf  of  the  infinite 
good  that  will  ensue  for  the  entire  human  family 
from  this  elevation,  I hold  that  woman  should 
be  admitted  to  all  the  higher  privileges  of  aca- 
demic and  professional  life.” 
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COMMITTEE  ON  INSURANCE 

The  Association’s  accident  and  health  and  pro- 
fessional liability  group  insurance  plans  were 
discussed  at  a meeting  of  the  Committee  on  In- 
surance on  Sunday,  September  20,  in  Montgomery. 


Members  of  the  Committee  on  Insurance  and  repre- 
sentatives of  Liberty  Mutual  Insurance  Company  are 
shown  taking  a tour  of  the  new  MASA  Building  during 
a recent  meeting  in  Montgomery.  They  are  (left  to 
right)  Dr.  B.  M.  Carraway,  Dr.  C.  A.  Lightcap,  Dr.  J. 
O.  Morgan,  Committee  Chairman;  Leslie  G.  Walker, 
Liberty  Mutual;  Dr.  J.  H.  Baumhauer,  and  Frank  McCoy 
of  Liberty  Mutual. 

Meeting  with  Chairman  J.  O.  Morgan  and  Com- 
mitteemen J.  H.  Baumhauer,  B.  M.  Carraway  and 
C.  A.  Lightcap  were  Messrs.  Leslie  G.  Walker  and 
Frank  McCoy,  representatives  of  Liberty  Mutual 
Insurance  Company. 

In  discussing  the  Association’s  professional  lia- 
bility policy  with  the  Liberty  Mutual  representa- 
tives, it  was  pointed  out  that  certain  coverages 
that  had  been  agreed  to  through  administrative 
decisions  are  not  stipulated  in  the  master  policy. 
The  insurance  representatives  agreed  with  the 
committee  that  an  interpretation  endorsement 
which  would  spell  out  the  responsibilities  of  the 
company,  as  agreed  to  in  administrative  decisions, 
should  be  added  to  the  master  policy. 


On  the  matter  of  public  liability  coverage,  Dr. 
Lightcap  pointed  out  that  it  is  recommended  that 
public  liability  and  professional  liability  policies 
be  purchased  from  one  company  in  order  to  pre- 
vent any  “gray  area”  of  coverage  which  might 
occur  if  the  two  policies  were  written  with  two 
different  companies.  Mr.  Walker  said  that  his 
company  would  be  interested  in  underwriting 
both  policies,  that  he  would  furnish  the  commit- 
tee with  rates  and  coverage  of  a public  liability 
policy,  and  that  there  might  be  a possibility  of 
getting  some  reduction  in  rates  on  the  public  lia- 
bility policy. 

Dr.  Lightcap  then  stated  that  he  felt  it  would 
be  advisable  to  have  a uniform  anniversary  date 
on  both  group  policies  presently  held  by  the  As- 
sociation. Mr.  Walker  explained  that  his  company 
was  presently  effectuating  such  a plan  with  the 
anniversary  date  as  September  15. 

The  committee  then  discussed  the  Jefferson 
County  Medical  Society’s  group  catastrophic  ill- 
ness policy  which  carries  a $10,000  maximum  pay- 
ment. The  policy,  according  to  Dr.  Carraway, 
covers  all  hospital  costs  and  up  to  75  per  cent  of 
the  nurses’  charges.  Dr.  Carraway  recommended 
that  the  Jefferson  County  policy,  written  by  Con- 
tinental Casualty  Company,  be  extended  to  cover 
all  members  of  the  Association;  and  that  the  Com- 
mittee on  Insurance  recommend  such  a policy  to 
the  Association  at  its  next  annual  meeting.  The 
recommendation  was  passed  by  the  committee. 
Mr.  Walker  told  the  committee  that  he  would 
ascertain  whether  or  not  Liberty  Mutual  would  be 
interested  in  writing  such  a policy  for  the  Associa- 
tion. If  so,  he  said,  he  would  supply  the  commit- 
tee with  rates  and  coverage  information. 


COMMITTEE  ON  LEGISLATION 

Members  of  the  Committee  on  Legislation  met 
in  Montgomery  on  Sunday,  September  27,  to  con- 
sider pending  legislative  acts  and  ones  that  have 
recently  been  introduced  in  both  houses. 

Meeting  with  Chairman  M.  Vaun  Adams  were 
Drs.  W.  D.  Anderson,  Douglas  L.  Cannon,  D.  G. 
Gill,  E.  L.  McCafferty,  Jr.,  Lucian  Newman  and  E. 
L.  Strandell. 

Dr.  Adams  opened  the  meeting  by  asking  for 
suggestions  on  how  committee  actions  could  be 
more  effectively  used  in  support,  or  in  opposition, 
to  bills  considered  by  the  group.  After  discussion, 
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it  was  moved  by  Dr.  Strandell,  seconded  by  Dr. 
Anderson  and  passed,  that  a letter  stating  the  com- 
mittee’s action  be  sent  to  each  member  of  the 
House  and/or  Senate  Committee  considering 
any  bill  or  bills  which  have  been  considered  by 
the  Association’s  Committee  on  Legislation.  Dr. 
Cannon  suggested  that  the  letter  should  be  phrased 
in  such  terms  as  “the  physicians  of  Alabama 
through  their  State  Medical  Association”  so  as  to 
lend  additional  weight  to  the  stand. 

The  Executive  Secretary  reported  on  the  status 
of  bills  previously  considered  by  the  committee. 
They  were  as  follows: 

H.  B.  489  (Compulsory  polio  shots)  is  still  in 
committee  and  has  been  assigned  to  a subcom- 
mittee. In  conjunction  with  this  bill,  it  was  re- 
ported that  twenty  County  Boards  of  Health  had 
reported  in  favor  of  the  bill  and  seven,  including 
Jefferson  and  Mobile,  had  opposed  it. 

H.  B.  231  (Treatment  of  tuberculosis  in  prison- 
ers) is  still  in  committee. 

H.  B.  425  (Viewing  of  dead  bodies  by  signers  of 
death  certificates)  is  still  in  committee  but  will 
probably  have  a substitute,  which  places  responsi- 
bility on  the  coroner,  reported  favorably. 

H.  B.  336  (Additional  fees  for  Vital  Statistics 
Bureau)  has  passed  the  House  and  is  in  committee 
in  the  Senate. 

H.  B.  227  (Blood  labeling  by  race  of  donor)  has 
been  favorably  reported  by  the  House  Committee 
on  Health,  and  is  on  the  calendar  in  the  House. 

H.  B.  157  (Outlawing  naturopathy)  has  been 
passed  by  the  House',  and  is  in  committee  in  the 
Senate. 

S.  B.  61  (Medical  scholarship  changes)  has 
been  passed  by  both  Houses  and  forwarded  to  the 
Governor  for  his  signature. 

H.  B.  629  and  H.  B.  630  (Appropriations  to  basic 
science  and  healing  arts  boards)  were  killed  in 
committee  when  it  was  explained  by  the  State 
Budget  Officer  that  the  boards  could  apply  after 
October  1 for  a loan  from  the  Governor’s  Contin- 
gent Fund. 

The  committee  then  considered  new  bills  which 
have  been  introduced  into  the  Legislature.  After 
discussion  of  each,  the  following  actions  were 
taken: 

H.  B.  620  (Revision  of  dental  appropriations) 
was  approved  on  motion  by  Dr.  Cannon,  seconded 
by  Dr.  Newman. 

H.  B.  666  (Cancer  appropriation)  was  endorsed 
on  motion  by  Dr.  Cannon,  seconded  by  Dr.  Stran- 
dell. 

H.  B.  804  (Appropriation  for  hospital  and  nurs- 
ing home  inspectors)  was  approved  on  motion  by 
Dr.  Anderson,  seconded  by  Dr.  Cannon. 


H.  B.  609  (Permitting  county  governing  bodies 
to  appropriate  money  for  old  age  programs)  was 
approved  on  motion  by  Dr.  McCafferty,  seconded 
by  Dr.  Cannon. 

H.  B.  773  (A  constitutional  amendment  allow- 
ing parts  of  counties  to  tax  themselves  for  hospital 
purposes)  was  approved  on  motion  by  Dr.  New- 
man, seconded  by  Dr.  Gill. 

H.  B.  746  (Making  the  State  Health  Officer  elec- 
tive by  the  voters)  was  disapproved  and  opposed, 
the  motion  being  made  by  Dr.  Anderson,  seconded 
by  Dr.  Strandell. 

H.  B.  758  (Sale  of  lands  situated  in  Mt.  Vernon 
Barracks  Military  Reservation)  was  conditionally 
approved  if  Dr.  Tarwater  approves,  the  motion 
being  made  by  Dr.  Cannon,  seconded  by  Dr.  Mc- 
Cafferty. 

H.  B.  759,  760,  761,  762,  763,  764,  765,  and  766  were 
considered  as  a package.  It  was  moved  by  Dr. 
Cannon,  seconded  by  Dr.  Strandell  and  passed, 
that  it  is  the  judgment  of  this  committee  that  en- 
dorsement at  this  time  should  be  limited  to  an 
increased  per  diem  for  patients  in  the  Alabama 
State  Hospitals  for  the  Insane  and  the  Partlow 
State  School,  and  to  an  appropriation  for  addi- 
tional funds  for  the  Medical  College  for  a training 
program  in  the  field  of  mental  health,  including 
hospitalization  of  medically  indigent  mental  pa- 
tients who  are  residents  of  this  state. 

It  was  reported  to  the  committee  that  the 
American  Medical  Association  will  hold  a legisla- 
tive conference  in  St.  Louis  on  October  2 and  3 
for  the  purposes  of  discussing  a program  for  na- 
tional legislation.  The  chairman  of  the  Com- 
mittee on  Legislation,  the  chairman  of  the  State 
Board  of  Censors,  and  the  Executive  Secretary 
will  represent  the  Association  at  this  meeting. 

The  committee  was  informed  that  Dr.  John  A. 
Martin  had  requested  it  to  consider  a law  com- 
parable to  the  one  which  has  been  passed  in  South 
Dakota  declaring  that  information  gathered  by 
medical  bodies  for  the  purpose  of  reducing  mor- 
bidity or  mortality  may  not  be  used  as  evidence 
in  court.  The  Executive  Secretary  was  instructed 
to  secure  a copy  of  the  South  Dakota  law  and  one 
of  the  Minnesota  law  on  which  it  was  based. 

The  Executive  Secretary  was  also  instructed  to 
write  letters  of  appreciation  to  Legislators  Tom 
Bevill,  M.  B.  McLendon,  and  G.  F.  Bailey  and  to 
inform  the  local  county  medical  societies  of  the 
support  which  these  men  have  given  the  Associa- 
tion in  its  legislative  program. 
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STATE  FAIR  EXHIBIT 


“What  everyone  should  know  about  doctors” 
was  the  theme  of  the  Association’s  fair  exhibit 
this  year. 

The  exhibit  was  displayed  under  the  direction 
of  the  Committee  on  Public  Relations  at  the  Bir- 
mingham, Montgomery  and  Mobile  state  fairs. 

The  theme  of  the  three-panel  exhibit  was  based 
on  a brochure  prepared  for  the  American  Medical 
Association  by  the  Channing  L.  Bete  Company  of 
Greenfield,  Mass. 


Si  0?  ALABAMA 


STATE  FAIR  EXHIBIT 


The  left  hand  panel  depicted  the  standard  tests 
that  doctors  make  in  testing  for  various  diseases, 
and  a chart  showing  standard  results  of  these 
tests. 

A series  of  drawings  on  the  center  panel  de- 
picted the  different  stages  of  training  a doctor 
must  complete  before  taking  his  state  medical  ex- 
aminations and  specialty  training.  In  the  middle 
of  this  panel  was  a large  drawing  of  a doctor’s 
bag  with  a listing  of  the  usual  contents.  Also  on 
this  panel  was  a chart  listing  the  specialty  prac- 
tice of  medicine  and  the  area  of  medicine  in  which 
each  specialist  practices. 

The  right  hand  panel  was  devoted  to  why  physi- 
cal examinations  are  necessary  and  of  what  a 
physical  examination  consists. 

On  a table  in  front  of  the  center  panel  were 
two  answer  and  question  Kardex  portfolios  that 
contained  the  twenty-five  most  important  ques- 
tions usually  asked  by  laymen. 


ANNUAL  SESSION 
MOBILE 

APRIL  21,  22,  23,  1960 


Graduate  Medical  Training  Shows  Great  Increase — 

A remarkable  post  World  War  II  increase  in  graduate 
medical  training  programs  for  physicians  is  described 
in  the  33rd  annual  report  on  graduate  medical  education 
in  the  United  States,  prepared  by  the  American  Medical 
Association’s  Council  on  Medical  Education  and  Hos- 
pitals. 

The  report’s  figures  showed  over  37,000  physicians 
taking  graduate  training  in  1958-59.  There  has  been 
a 50  per  cent  increase  in  available  internships  and  a 
500  per  cent  increase  in  residencies  from  1941  to  1958. 

The  report,  appearing  in  the  October  10  A.M.A.  Jour- 
nal, attributed  the  marked  expansion  in  the  immediate 
postwar  years  to  the  desire  of  young  physicians  to 
secure  specialty  training  after  being  discharged  from 
military  service. 

Information  in  the  report  and  an  accompanying  direc- 
tory of  approved  internships  and  residencies  help  re- 
cent medical  graduates  plan  further  training,  and  aids 
administrators  concerned  with  broad  aspects  of  graduate 
medical  training. 

In  1941,  there  were  8,182  internships,  the  report  said. 
In  1958-59,  there  were  12,469,  an  increase  of  2,271  over 
1957-58.  In  1941,  there  were  5,256  residencies.  By  1958- 
59,  this  figure  had  increased  to  31,818,  up  6,842  over 
1957-58.  The  number  of  hospitals  offering  training 
stood  at  1,435  in  1958-59,  an  increase  of  35. 

The  number  of  unfilled  available  internship  positions 
remained  at  only  17  per  cent.  Sixteen  per  cent  of  the 
residency  positions  were  unfilled  compared  to  18  per 
cent  in  1957-58,  the  report  added.  It  also  stated  that 
the  average  number  of  intern  positions  for  each  hos- 
pital is  14.6,  the  highest  in  the  past  ten  years. 

Internship  positions  mixed  in  several  medical  fields 
were  93  per  cent  filled;  straight  internships  were  85 
per  cent  filled.  Rotating  internships,  which  must  in- 
clude training  on  the  medical,  surgical,  pediatric  and 
obstetric  services,  were  83  per  cent  filled.  As  in  previous 
years,  straight  internships  in  internal  medicine  showed 
the  highest  rate  of  occupancy — 88  per  cent,  the  report 
said. 

The  report  also  showed: 

— Nongovernmental  hospitals  offered  78.8  per  cent  of 
the  available  internships;  federal  hospitals,  4.5  per 
cent;  nonfederal  hospitals,  15.5  per  cent,  and  private  hos- 
pitals, 1 per  cent. 

— The  highest  occupancy  rate,  93  per  cent,  was  in 
federal  hospitals.  Private  hospitals  had  the  lowest  rate, 
75  per  cent. 

— Only  44  per  cent  of  the  positions  offered  in  the 
Veterans  Administration  were  filled.  Internships  in 
the  uniformed  services  had  almost  100  per  cent  occu- 
pancy. 

— Hospitals  in  the  New  England  area  had  90  per 
cent  of  their  internship  positions  filled  on  Sept.  1,  1958. 
As  was  true  in  past  years,  New  Jersey,  New  York,  and 
Pennsylvania  are  responsible  for  more  than  one-fourth 
of  the  internship  training  in  the  country. 

In  residencies  by  specialty,  the  report  showed  surgery 
offering  the  largest  number  of  positions,  followed  by 
internal  medicine.  Psychiatry  held  third  place. 

These  three  plus  pathology  and  obstetrics  and  gyne- 
cology accounted  for  approximately  two-thirds  of  all 
the  residency  positions  offered. 
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Comprehensive  Medical  Insurance 

A STUDY  OF  COSTS,  USE,  AND  ATTITUDES 
UNDER  TWO  PLANS 

A fundamental  problem  facing  voluntary  health 
insurance  today  is  to  find  ways  of  expanding  its 
range  of  benefits  to  cover  services  outside  the  hos- 
pital, such  as  physicians’  services  in  the  home  or 
office,  according  to  a recent  survey  conducted  by 
the  Health  Information  Foundation.  The  costs 
of  these  services  may  be  high  and,  therefore,  un- 
less covered  by  some  form  of  insurance,  difficult 
for  some  families  to  meet,  the  survey  revealed. 

The  survey  also  shows  that  efforts  are  being 
made  to  broaden  benefits  by  the  introduction  of  a 
number  of  newer  types  of  coverage.  In  New 
York  City,  according  to  the  Foundation  studies, 
two  voluntary  health  insurance  plans  have  for 
some  time  provided  subscribers  with  physicians’ 
services,  not  only  in  the  hospital  but  also  in  the 
home  and  office,  although  under  contrasting  ar- 
rangements. One  of  these  plans — Group  Health 
Insurance,  Inc.  (GHI) — arranges  for  services  with 
physicians  practicing  out  of  their  own  private  of- 
fices. It  offers  free  choice  of  any  physician  in 
New  York  City,  paying  a fee  for  each  service  on 
the  basis  of  a fee  schedule.  The  other  plan — 
Health  Insurance  Plan  of  Greater  New  York 
(HIP) — provides  enrollees  with  physicians’  serv- 
ices in  thirty-one  medical  group  centers  in  the 
New  York  City  area,  paying  these  groups  on  a 
capitation  basis. 

Although  contrasting  in  their  methods  of  pro- 
viding physicians’  services,  GHI  and  HIP  cover 
a similar  range  of  services:  Both  cover  physicians’ 
services  in  home,  office  or  hospital,  as  well  as 
laboratory,  diagnostic,  and  certain  other  services, 
differing  only  in  minor  details.  Moreover,  for 
hospital  care  both  GHI  and  HIP  enrollees  are 
covered  by  Association  Hospital  Services  (Blue 
Cross)  with  the  same  range  of  benefits.  Neither 
GHI  nor  HIP  covers  drugs  and  medicines  outside 
the  hospital,  medical  appliances,  or  dental  care. 

Each  plan  (together  with  hospital  insurance) 
was  found  to  meet  an  average  of  one-third  of  the 
gross  costs  of  all  personal  health  services  in  a se- 
lected group  of  its  subscribers.  The  plans  were 
also  quite  similar  regarding  subscribers’  utiliza- 


tion and  costs  of  services  outside  the  hospital  (phy- 
sicians’ services,  drugs  and  medicines,  and  dental 
care)  in  these  selected  groups.  But  the  two  groups 
of  subscribers  differed  markedly  in  their  average 
utilization  and  costs  for  hospital  care  and  surgery, 
as  well  as  in  attitudes  toward  the  plan  and  its 
physicians. 

METHOD  OF  STUDY 

The  subscribers  whose  experience  and  attitudes 
were  studied  were  selected  from  the  membership 
of  three  labor  unions — the  Dress  Joint  Board  of 
the  International  Ladies  Garment  Workers  Union, 
the  International  Association  of  Machinists,  and 
the  Office  Employees  Union.  As  part  of  their 
contracts  under  collective  bargaining,  individual 
members  of  these  unions  had  been  offered  a choice 
of  enrollment  in  either  GHI  or  HIP,  and  had  se- 
lected one  of  these  organizations. 

Samples  of  GHI  and  HIP  subscribers —419  in 
GHI  and  422  in  HIP,  representing  838  and  841 
covered  household  members,  respectively — were 
drawn  from  the  membership  of  these  unions.  The 
samples  were  matched  for  age,  sex,  and  family  size 
and  were  comparable  for  educational  level,  occu- 
pation, and  other  pertinent  characteristics.  In 
general,  members  of  the  three  unions  are  engaged 
in  semi-skilled,  skilled,  and  white-collar  occupa- 
tions. In  comparison  with  the  population  of  New 
York  City  they  have  few  members  in  the  unskilled 
low-income  or  relatively  high-income  business 
and  professional  groups. 

Interviews  were  conducted  during  the  summer 
and  fall  of  1957  in  the  homes  of  the  union  mem- 
bers. They  covered  these  subjects:  utilization 
and  costs  of  all  personal  health  services  for  the 
twelve  months  prior  to  the  interview;  reasons  for 
selecting  GHI  or  HIP;  and  views  of  experiences 
with  physicians.  In  addition  to  the  interviews, 
utilization  and  cost  data  were  obtained  from  the 
claims  records  of  GHI,  HIP,  and  Blue  Cross. 

Because  GHI  physicians  are  paid  a fee  for  each 
service,  while  the  income  of  individual  physicians 
in  HIP  groups  is  determined  by  the  partners  and 
comes  from  the  capitation  pool,  the  comparison 
between  costs  of  physicians’  services  to  members 
in  each  plan  required  the  assignment  of  dollar 
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values  to  services  provided  by  HIP  physicians. 
These  dollar  values  were  assigned  as  follows: 
Average  physicians’  charge  reported  by  GHI  pa- 
tients for  various  categories  of  services  were  ap- 
plied to  similar  units  of  physicians’  services  re- 
ported by  HIP  patients.  (Since  the  survey  was 
designed,  among  other  objectives,  to  show  patterns 
of  similarity  or  difference  between  GHI  and  HIP 
enrollees  in  use  and  costs  of  personal  health  serv- 
ices, the  absolute  dollar  amounts  of  costs  are  im- 
portant only  as  they  reveal  such  patterns.  They 
should  not  be  used  for  actuarial  purposes.) 

FINDINGS:  COST  OF  SERVICES 

The  GHI  and  HIP  enrollees  interviewed  in  this 
study  showed  remarkably  similar  patterns  in  gross 
costs  incurred  per  person  for  all  personal  health 
services  during  the  year  preceding  their  inter- 
view. Thus,  5 per  cent  of  the  GHI  enrollees  in- 
curred no  costs,  compared  to  6 per  cent  of  the 
HIP  enrollees.  For  costs  ranging  from  $1  to  $49, 
the  comparable  per  cents  were  29  and  30,  respec- 
tively, and  for  $50  to  $99  the  figures  were  identical 
at  23  per  cent  for  each  group.  At  the  $300-or-over 
level,  the  per  cents  were  15  and  12,  respectively, 
a difference  possibly  due  to  chance. 

By  category  of  service,  gross  costs  were  similar 
in  each  group  for  total  physicians’  services,  physi- 
cians’ obstetrical  services,  office  surgery,  drugs 
and  medicines,  and  dental  care.  Major  differ- 
ences were  that  gross  costs  were  higher  among 
GHI  enrollees  for  hospital  care  and  surgery. 

For  total  physicians’  services,  the  distribution 
of  gross  costs  per  person  was  virtually  identical 
for  the  two  groups.  Thus  26  per  cent  of  all  GHI 
enrollees  incurred  no  gross  costs  for  physicians’ 
services,  against  27  per  cent  for  HIP  enrollees. 
For  low  costs  ($l-$49)  the  respective  per  cents 
were  49  and  47;  for  high  costs  ($300  or  over),  3 
per  cent  each. 

The  pattern  of  gross  costs  incurred  by  the  two 
groups  of  subscribers  differs  in  some  respects 
from  that  of  insured  populations  in  other  surveys, 
carried  out  in  1953  with  similar  methods  and  defi- 
nitions, and  also  sponsored  by  Health  Information 
Foundation.  These  populations,  covered  against 
the  costs  of  hospital  care  and  physicians’  services 
in  the  hospital,  were:  1.  insured  by  Blue  Cross- 
Blue  Shield  in  Birmingham,  Alabama;  2.  the  same 
in  Boston;  3.  employed  groups  insured  by  Aetna 
Life  Insurance  Company  in  Boston;  and  4.  insured 
families  in  the  U.  S.  (national  sample). 

Hospital  care  and  physicians’  surgical  services, 
as  reported  in  this  survey,  represented  significant- 
ly smaller  proportions  of  the  total  gross  of  HIP 
enrollees  than  in  the  other  groups,  including  GHI. 
Thus,  hospital  care  accounted  for  9 per  cent  of  HIP 
enrollees’  gross  costs,  compared  to  per  cents  rang- 


ing from  18  to  24  in  the  other  groups;  for  surgery 
the  comparable  per  cents  were  4 for  HIP  and  8 
for  others.  But  gross  costs  in  HIP  were  propor- 
tionately higher  in  drugs  and  medicines,  dental 
care  and,  less  sharply,  physicians’  care  other  than 
surgery  or  obstetrics. 

A common  criterion  of  the  effectiveness  of  in- 
surance is  the  extent  to  which  the  benefits  actu- 
ally meet  the  costs  of  services.  In  the  four  popu- 
lations cited  above,  insurance  plans  covering  hos- 
pital care  and  physicians’  services  in  the  hospital 
met  the  following  average  per  cents  of  subscrib- 
ers’ annual  gross  costs  for  all  personal  health 
services  in  1953:  Birmingham,  20;  Boston,  27; 

Aetna,  31;  and  the  national  sample,  19  per  cent. 

In  contrast,  GHI  and  HIP,  each  providing  cov- 
erage against  virtually  all  physicians’  services, 
whether  rendered  in  home,  office  or  hospital,  and 
against  hospital  costs  through  Blue  Cross,  together 
with  Blue  Cross  met  approximately  one-third  of 
the  total  costs — 34  and  35  per  cent,  respectively. 
Thus,  GHI  and  HIP  met  larger  proportions  of  the 
health  costs  of  their  subscribers,  especially  com- 
pared to  Birmingham  and  the  national  sample. 
Their  advantage  over  Boston  and  Aetna  was  less 
marked,  essentially  because  hospital  care,  a cov- 
ered service  for  all  of  those  insured  populations, 
represented  a much  larger  proportion  of  total 
gross  costs  in  Boston  and  Aetna.  The  uncovered 
services  constituted  much  smaller  proportions  of 
their  total  medical  bills. 

Considering  gross  costs  only  for  the  major  cate- 
gories of  services  which  these  two  plans  cover  in 
their  benefit  structures,  HIP  met  larger  per  cents 
than  GHI  for  the  total  and  within  each  category 
of  service.  For  example,  HIP  met  80  per  cent  of 
enrollees’  costs  for  all  physicians’  services  against 
59  per  cent  for  GHI.  In  other  words,  HIP  enrollees 
were  paying  directly  20  per  cent  of  their  gross 
costs  for  physicians’  services,  while  comparable 
per  cent  for  GHI  enrollees  was  41. 

For  HIP  enrollees,  this  20  per  cent  represents 
services  received  from  physicians  outside  HIP. 
For  GHI  enrollees,  the  41  per  cent  arises  in  this 
way:  Physicians  who  sign  participating  agree- 
ments with  GHI  have  agreed  to  accept  GHI  fees 
as  full  payment  for  home  and  office  calls  and 
other  specified  services,  and  for  services  to  patients 
in  wards  or  in  semi-private  rooms  in  hospitals. 
But  physicians  who  have  not  signed  participating 
agreements  with  GHI  are  not  bound  by  the  GHI 
fee  schedule.  GHI  will  pay  any  physician,  wheth- 
er participating  or  not,  who  renders  service  to  GHI 
patients,  but  only  the  amount  stipulated  in  the 
fee  schedules.  Thus  the  41  per  cent  represents 
mainly  the  difference  between  fees  actually 
charged  and  the  fee  schedule. 
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The  average  utilization  of  services  differed  in 
some  respects  between  GHI  and  HIP  subscribers, 
closely  reflecting  their  differing  gross  costs  by 
category  of  service.  GHI  enrollees  used  more 
hospital  care  and  surgery  than  HIP  enrollees,  but 
in  their  use  of  physicians’  services  (exclusive  of 
surgery  and  obstetrics)  the  two  groups  were  about 
the  same. 

Thus  GHI  enrollees  had  11.0  hospital  admissions 
per  100  persons  against  6.3  for  HIP,  and  they  spent 
87  days  in  the  hospital  per  100  persons  compared 
to  41  for  HIP.  They  had  7.6  hospitalized  surgical 
procedures  per  100  persons  against  4.3  for  HIP,  and 
10.1  non-hospital  surgical  procedures  against  7.3 
for  HIP.  Almost  identical  proportions  (26  per 
cent  for  GHI,  25  for  HIP)  made  no  visits  to  physi- 
cians (exclusive  of  surgery  and  obstetrics)  during 
the  year;  and  the  mean  number  of  visits  for  the 
two  groups  was  also  very  close  (6.0  and  5.5,  respec- 
tively) . 

ATTITUDES  TOWARD  THE  PLANS 

In  addition  to  obtaining  data  on  costs,  benefits, 
and  utilization  in  the  two  groups,  this  survey  at- 
tempted to  determine  whether  there  were  sig- 
nificant differences  in  attitudes  between  GHI  and 
HIP  enrollees.  The  major  subjects  covered  were 
these:  attitudes  toward  their  health  and  the  costs 
of  services;  reasons  for  choice  of  GHI  or  HIP;  and 
attitudes  toward  their  plan  and  its  physicians. 

As  between  the  two  groups,  subscribers  report- 
ed quite  similar  attitudes  about  their  own  health 
and  that  of  their  family  members.  Also  similar, 
with  one  significant  exception,  were  attitudes 
about  the  costs  of  the  items  of  daily  living  and  the 
costs  of  the  components  of  medical  care.  The  one 
difference  was  that  a larger  per  cent  of  HIP  en- 
rollees felt  that  the  costs  of  physicians’  services 
were  “much  too  high.”  This  difference  in  opinion 
existed  despite  the  fact  that  somewhat  the  same 
proportions  in  both  groups  had  experienced  costs 
of  illness  exceeding  $1,000  prior  to  joining. 

Significant  differences  were  also  found  in  their 
chief  reasons  for  choosing  either  GHI  or  HIP. 
Over  half  (61  per  cent)  of  HIP  enrollees  gave 
“nothing  to  pay”  as  their  chief  reason  for  choosing 
that  plan  while  GHI  enrollees  overwhelmingly 
(88  per  cent)  gave  “free  choice  of  doctor”  as  their 
chief  reason. 

At  the  time  of  the  survey,  enrollees  in  the  two 
groups  had  belonged  to  their  plans  for  one  to  one 
and  one-half  years.  Before  joining  their  plans, 
11  per  cent  of  the  GHI  and  23  per  cent  of  the  HIP 
enrollees  had  had  no  regular  doctor.  Since  join- 
ing, 8 per  cent  of  the  GHI  enrollees  reported  that 
they  had  changed  their  doctor.  For  HIP  enrollees 
the  comparable  figure  was  46  per  cent,  while  29 
per  cent  still  regarded  their  former  doctor  as  their 
regular  one. 

Against  this  background,  GHI  enrollees  were 


more  satisfied  with  both  the  plan  and  its  physi- 
cians. In  GHI,  90  per  cent  were  “entirely  satis- 
fied” or  “fairly  well  satisfied”  while  for  HIP  the 
per  cent  was  79. 

Specifically  toward  physicians,  GHI  enrollees 
were  again  more  satisfied  than  HIP  enrollees  in 
their  responses  to  all  questions  about  physicians’ 
behavior  toward  patients.  These  questions  con- 
cerned personal  interest  in  the  patient,  amount  of 
care  taken  to  explain  what  the  trouble  really  was, 
waiting  in  the  office,  and  degree  of  consideration 
for  patients  by  office  personnel. 

Different  ways  of  organizing  and  paying  for 
medical  care,  as  represented  by  GHI  and  HIP,  will 
continue  to  play  important  roles  in  the  evolution 
of  medical  care  and  insurance  in  this  country.  All 
methods  need  careful  study.  If  cost  is  the  chief 
criterion  of  the  type  of  plan  from  which  to  pur- 
chase services,  then  the  choice  is  not  difficult.  If 
patient  satisfaction  is  the  chief  criterion,  again 
the  choice  is  clear. 

But  there  are  other  criteria  not  covered  in  this 
study  which  bear  on  the  choices  made:  quality  of 
care,  physician  satisfaction,  first-dollar  and/or 
high-risk  coverage,  and  continued  assurance  that 
money  will  be  forthcoming  in  adequate  amounts 
to  permit  the  application  of  new  medical  discov- 
eries and  techniques,  experimentation  with  dif- 
ferent methods  of  providing  services,  and  recruit- 
ment of  high-quality  health  personnel  in  sufficient 
numbers. 


Medical  Education 

In  order  to  ascertain  whether  sufficient  quali- 
fied doctors  are  being  produced  to  meet  the  needs 
of  America’s  rapidly  growing  population,  Rep- 
resentative Clark  W.  Thompson  of  Texas  prepared 
seven  questions  dealing  with  medical  education 
and  submitted  them  to  Dr.  F.  J.  L.  Blasingame, 
Executive  Vice  President  of  the  American  Medical 
Association. 

Dr.  Blasingame’s  reply  to  these  questions  was 
read  into  the  Congressional  Record  of  the  86th 
Congress  of  the  United  States  by  the  Honorable 
Clark  W.  Thompson  “in  order  to  help  eliminate 
certain  misconceptions  about  the  medical  profes- 
sion.” 

Dr.  Blasingame’s  letter,  as  it  appears  in  the 
Congressional  Record,  is  printed  below. 

AMERICAN  MEDICAL  ASSOCIATION 
CHICAGO,  ILL. 

APRIL  16,  1959 

Hon.  Clark  W.  Thompson 
House  Office  Building 
Washington,  D.  C. 

Dear  Congressman  Thompson: 

Thank  you  for  your  recent  letter  and  your 
interest  in  medical  education. 

It  is  indeed  a pleasure  to  bring  you  an  up-to- 
date  report  on  the  status  of  medical  education  in 
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the  United  States.  As  you  know,  I am  proud  of 
the  accomplishments  of  our  medical  schools  and 
have  great  faith  in  their  ability  to  train  enough 
physicians  to  meet  the  needs  of  our  growing  pop- 
ulation. 

You  asked  seven  important  questions  about  the 
medical  education  picture.  Let  me  answer  them 
one  by  one. 

First,  has  the  number  of  physicians  graduated 
from  approved  medical  schools  kept  pace  with  the 
growth  of  the  Nation’s  population?  Over  the  long 
haul,  the  increase  in  medical  graduates  is  much 
greater  proportionately  than  is  the  increase  in  the 
population.  From  1920  to  1958,  the  percentage  of 
increase  in  medical  graduates  from  approved 
schools  was  125  per  cent,  compared  with  a 64-per 
cent  increase  in  population.  In  the  past  20  years, 
the  percentage  figures  are  fairly  comparable:  32.1- 
per  cent  increase  for  medical  graduates;  33.4-per 
cent  increase  for  population. 

The  future,  I believe,  looks  bright.  Each  year, 
for  the  past  11  years,  the  number  of  students  en- 
rolled in  approved  medical  schools  has  increased. 
This  boost  in  enrollment  amounts  to  29.6  per  cent 
(from  22,739  to  29,473). 

Your  second  question  was  whether  medical 
schools  seek  to  restrict  the  number  of  medical 
students.  Two  factors  make  it  necessary  for  a 
school  to  establish  an  arbitrary  top  enrollment 
figure:  facilities  and  budgetary  funds  available  to 
operate  the  school.  Each  school  faculty  deter- 
mines the  number  of  students  who  can  have  a 
sound  education  with  the  faculty  personnel  and 
the  facilities  available  to  the  school. 

Medical  education  is  a graduate  educational  ex- 
perience following  the  completion  of  the  regular 
college  course,  and  because  of  the  subject  matter 
covered  requires  individual  and  small  group  in- 
struction. To  turn  out  well-trained,  highly-quali- 
fied physicians  the  school  requires  a large  faculty 
of  skilled  educators,  plus  sufficient  teaching  and 
research  laboratories,  hospital  beds  and  clinical 
patients.  The  number  of  students  that  can  be 
taught  must  be  necessarily  restricted  to  fit  the 
facilities  so  that  the  emphasis  can  be  on  quality  of 
the  graduate  rather  than  on  the  quantity  of  stu- 
dents. 

Third,  you  asked:  What  is  the  ratio  between  ap- 
plicants to  medical  schools  and  those  accepted? 
The  answer  is  1.97  (15,791  applicants  for  first 
year  medical  school  to  8,030  places  available). 
This  ratio  has  remained  about  the  same  for  the 
past  5 years. 

Incidentally,  a common  confusion  that  arises  in 
discussing  applicants  to  student  ratio  is  mistaking 
applications  for  people  (applicants).  Each  per- 
son applies,  on  the  average,  to  four  medical  schools. 
Thus,  for  the  1957-58  academic  year,  the  15,791  ap- 
plicants filed  a total  of  60,946  applications. 


Next,  you  asked  if  it  is  true  that  only  students 
with  an  A college  academic  record  are  accepted 
into  medical  school.  That  has  never  been  true. 
About  one-sixth  of  the  entering  medical  students 
for  the  whole  country  have  A college  records; 
about  two-thirds  have  B records  and  about  one- 
sixth  have  C records. 

Your  fifth  question  was:  Is  the  number  of  medi- 
cal schools  increasing  in  the  United  States?  In 
1944,  there  were  77  approved  medical  schools,  in- 
cluding eight  2-year  schools  from  which  students 
had  to  complete  their  final  2 years  of  medical  edu- 
cation in  any  of  the  69  4-year  schools.  In  1958, 
there  were  85  approved  medical  schools.  Eighty- 
one  are  4-year  schools;  only  four  2-year  schools. 

Two  other  schools  are  under  development.  As 
a step  toward  still  further  expansion  of  medical 
school  facilities,  the  American  Medical  Association 
last  year  urged  “institutions  of  higher  education 
where  medical  education  has  not  been  undertaken 
in  the  past  to  give  serious  consideration  to  the 
development  of  opportunities  in  the  field.” 

Sixth.  Has  the  American  Medical  Association 
anything  to  do  with  the  number  of  enrollments  in 
medical  schools  Enrollments  are  strictly  deter- 
mined by  each  individual  medical  school.  Neither 
the  universities  nor  their  medical  schools  would 
permit  an  intrusion  into  their  academic  freedom 
by  a national  professional  association. 

Your  final  question  asked  whether  I think  it  is 
necessary  for  Federal  funds  to  be  provided  for 
medical  schools.  The  medical  profession  welcomes 
one-time  Federal  grants  for  medical  school  con- 
struction and  renovation  as  well  as  Federal  grants 
for  basic  research.  The  profession  has  been  op- 
posed to  continuing  Federal  aid  for  operating  ex- 
penses because  of  the  potentialities  therein  for 
Federal  control. 

I should  like  to  point  out  that  the  National  Fund 
for  Medical  Education,  which  raises  funds  from  in- 
dustrial sources,  and  the  American  Medical  Educa- 
tion Foundation,  which  raises  funds  from  the  medi- 
cal profession,  have  made  grants  in  excess  of  $10 
million  to  medical  education  over  the  past  8 years. 

I hope  this  information  will  aid  you  in  analyzing 
bills  introduced  in  the  86th  Congress  which  pertain 
to  the  training  of  physicians.  As  further  back- 
ground, I am  sending  along  a copy  of  the  most 
recent  annual  report  prepared  by  our  Council  on 
Medical  Education  and  Hospitals,  which  was  pub- 
lished in  the  Journal  of  the  American  Medical 
Association,  November  15,  1958.  It  provides  addi- 
tional data  that  you  might  find  useful. 

I am  happy  that  you  wrote  me  after  conferring 
with  our  mutual  friend,  Dr.  John  Truslow.  If  I 
can  provide  any  additional  information,  please 
make  your  wishes  known. 

Sincerely  yours, 

F.  J.  L.  Blasingame,  M.  D. 
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^-PAST  PRESIDENT— Dr.  William  J.  Don- 
ald of  the  Alabama  Trudeau  Society,  left,  is 
Shown  commending  Dr.  H.  McLeod  Riggins, 
right,  president  of  the  National  Tuberculosis 
Association,  on  his  speech  at  the  annual 
meeting  of  the  Society  in  Birmingham. 


TB  CRUSADERS — Physicians  elected  to 
carry  on  Alabama’s  fight  against  tubercu- 
losis are:  below,  left  to  right,  Dr.  S.  S. 

Romendick,  Mobile,  vice  president;  Dr. 
Charles  R.  Kessler,  Birmingham,  president, 
and  Dr.  Ira  L.  Myers,  Montgomery,  secre- 
tary-treasurer, of  the  Alabama  Trudeau  So- 
ciety. 

l 

V 


LEDERLE  PARTICIPANTS— Mr.  Gerald  Egel- 
ston,  left,  manager  of  Lederle  Laboratories'  edu- 
cation services,  and  his  assistant,  Miss  Matilda 
Janis,  are  shown  chatting  with  Dr.  Winston  A. 
Edwards,  president-elect  of  the  Alabama  Academy 
of  General  Practice,  at  the  Symposium  On  Mod- 
ern Clinical  Medicine  which  was  co-sponsored  by 
AAGP,  Medical  College  of  Alabama  and  Lederle 
Laboratories. 


SYMPOSIUM  SPEAKERS— Dr.  Donald  A.  Covalt,  Bellevue 
Medical  Center,  far  right  below,  discusses  practical  rehabilita- 
tion of  the  hemiplegic  at  the  symposium’s  opening  session 
which  was  moderated  by  Dr.  Howard  L.  Holley,  standing. 
Associate  Professor  of  Medicine  of  the  Medical  College  of 
Alabama.  Other  panel  participants  were  Dr.  J.  Lamar  Cal- 
laway, Professor  of  Dermatology  and  Syphilology,  Duke 
University,  and  Dr.  Henry  F.  Page,  Instructor  in  Medicine, 
University  of  Pennsylvania.  Left  below:  Dr.  Benjamin  V. 

Branscomb,  Assistant  Professor  of  Medicine,  Medical  Col- 
lege of  Alabama,  moderator  of  the  afternoon  session  is  pic- 
tured with  Dr.  Edmund  L.  Dubois,  Assistant  Clinical  Pro- 
fessor of  Medicine,  University  of  Southern  California  Medical 
School,  and  Dr.  Robert  Austrian,  Professor  of  Medicine,  State 
University  of  New  York. 


WELCOME,  ALABAMA  STYLE— Giving 
a greeting  to  Floridian  Leo  M.  Wachtel,  pres- 
ident-elect of  the  Florida  Medical  Associa- 
tion, is  W.  J.  B.  Owings,  president  of  the 
Alabama  Academy  of  General  Practice.  Dr. 
Wachtel  was  the  luncheon  speaker  at  the 
symposium. 
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Luther  Leonidas  Hill  Heart  Center 

Since  1930,  great  advances  have  been  made  in 
the  treatment  of  diseases  of  the  heart  and  blood 
vessels.  Surgical  efforts  in  this  field  are  neces- 
sarily in  the  direction  of  a physiologic  alteration 
as  the  heart  cannot  be  removed.  Intensive  re- 
search in  this  area  fostered  the  development  of 
electronic  devices  for  more  effective  physiologic 
research.  It  became  obvious  that  the  older  type 
of  operating  room,  designed  as  laboratories  for 
anatomy  and  pathology,  would  have  to  be  rede- 
signed as  physiologic  laboratories,  if  the  accom- 
plishments of  research  were  to  find  practical  ap- 
plication in  the  treatment  of  patients. 

In  1955,  the  Heart  Institute  of  the  National  In- 
stitutes of  Health  was  asked  to  assist  in  the  design 
and  construction  of  such  a unit  at  the  Medical 
Center.  After  review  of  local  facilities  by  a team 
of  scientists  and  physicians,  an  initial  appropria- 
tion of  $164,675  was  allocated  for  this  purpose. 
Another  $100,000  was  made  available  for  equip- 
ment by  the  Office  of  Vocational  Rehabilitation. 
The  Alabama  Heart  Association  and  individual 
philanthropists  have  generously  supported  con- 
tinuing research  in^this  area. 

Today,  the  University  of  Alabama  Medical  Col- 
lege’s cardiovascular  unit  is  one  of  the  leading 
heart  surgery  centers  in  the  country. 

On  October  18  the  unit  was  officially  named  the 
Luther  Leonidas  Hill  Heart  Center  in  memory 
of  the  late  Dr.  Hill  of  Montgomery. 


Medical  Center  Medics  Advance  Heart  Methods 

A major  advance  in  the  diagnosis  of  congenital 
heart  defects  by  means  of  a hydrogen-sensing 
platinum  electrode  has  been  reported  by  scientists 
at  the  University  of  Alabama  Medical  Center. 

Dr.  Champ  Lyons,  professor  of  surgery  and 
chairman  of  the  department,  said  the  new  method 
in  use  by  the  Center’s  cardiovascular  team  was 
described  in  a paper  by  Drs.  Leland  C.  Clark,  Jr., 
and  L.  M.  Bargeron,  Jr.,  in  a recent  issue  of  Science 
— official  publication  of  the  American  Association 
for  the  Advancement  of  Science. 

The  technique  is  used  in  the  diagnosis  of  septal 
defects  (a  hole  in  the  wall  which  separates  the  two 
sides  of  the  heart)  and  patent  ductus  arteriosus 
(a  condition  in  which  the  vein  and  artery  are  still 
connected  by  a tube  which  normally  disappears 


New  technique  of  diagnosis  of  congenital  heart  de- 
fects developed  by  Dr.  L.  M.  Bargeron,  Jr.  (left),  Dr. 
Leland  C.  Clark,  Jr.  (right)  and  Dr.  Champ  Lyons 
(seated)  of  the  Medical  Center’s  cardiovascular  team. 

shortly  after  birth).  In  both  conditions  oxygen- 
laden blood  leaks  from  the  left  heart  back  into 
the  right  side  and  is  recirculated  to  the  lungs, 
thereby  cheating  the  rest  of  the  body  of  its  normal 
supply  of  oxygen. 

When  a patient  with  one  of  these  defects  takes  a 
whiff  of  hydrogen,  it  too  enters  the  lungs,  is  dis- 
solved in  the  blood,  and  within  fractions  of  a sec- 
ond shows  up  in  the  right  heart.  The  tiny  plat- 
inum electrode  mounted  at  the  tip  of  a heart 
catheter  is  threaded  through  a leg  vein  into  the 
right  heart  and  continuous  recording  of  the  hydro- 
gen concentration  is  traced  on  a moving  strip  of 
paper.  The  process  is  accurately  timed  by  means 
of  a similar  electrode  placed  in  the  nose  to  signal 
the  entrance  of  hydrogen.  The  time  required  for 
the  blood  to  complete  its  normal  circuit  and  return 
to  the  right  heart  is  at  least  six  seconds. 

All  previous  methods  have  required  withdrawal 
of  a number  of  blood  samples  through  the  heart 
catheter  and  time-consuming  laboratory  analyses, 
often  unavailable  until  after  the  patient  is  back 
in  his  room.  Although  some  experimental  work 
has  been  done  on  the  use  of  radioactive  compounds 
injected  into  the  right  heart,  most  of  the  diagnoses 
are  based  upon  the  amount  of  oxygen  picked  up 
in  the  right  heart  after  the  patient  breathes  pure 
oxygen.  Since  oxygen  is  always  present  in  the 
blood  in  varying  amounts,  the  results  of  this  meth- 
od are  more  difficult  to  interpret  than  when  hy- 
drogen— which  is  never  found  in  the  blood — is 
used.  Many  thousands  of  technical  man-hours 
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could  be  saved  by  elimination  of  the  O.,  deter- 
minations. 

The  location  of  the  hole  can  be  determined  by 
changing  the  position  of  the  electrode  from  the 
upper  to  lower  chamber.  Even  very  small  leaks, 
which  would  be  easy  to  miss  with  other  diag- 
nostic methods,  can  be  detected.  By  means  of  a 
wire  which  runs  through  the  catheter,  an  EKG 
can  be  taken  at  any  time  to  determine  which  part 
of  the  heart  the  tip  is  then  in. 

This  new  method  is  particularly  significant  for 
infants,  whose  small  blood  volume  may  make  re- 
moval of  adequate  blood  samples  a dangerous 
procedure.  It  should  now  be  possible  to  discover 
these  defects  in  children  at  a much  earlier  age. 

According  to  Dr.  Lyons,  seven  out  of  every  thou- 
sand children  are  born  with  such  abnormalities. 
Not  only  are  they  severely  handicapped  but  also 
few  can  expect  to  reach  maturity  without  correc- 
tive surgery.  With  the  use  of  a heart-lung  ma- 
chine, such  holes  can  now  be  closed;  and  in  many 
cases  children  have  been  able  to  lead  completely 
normal  lives  after  surgery. 

Since  a number  of  other  types  of  abnormality 
also  found  in  children  are  not  so  easily  corrected 
at  the  present  stage  of  progress  in  the  field,  it  is 
vital  that  as  much  information  as  possible  be  avail- 
able to  the  surgeon  and  the  cardiologist,  who  must 
decide  when  and  whether  to  operate.  It  is  par- 
ticularly gratifying  that  the  cardiologist  can  satis- 
fy himself  as  to  the  presence  or  absence  of  a defect 
during  one  catheterization,  since  the  necessity  of 
subjecting  the  patient  to  another  is  eliminated. 

Another  application  of  the  hydrogen  electrode 
is  also  being  investigated  by  the  surgical  team 
in  the  postoperative  period.  A tiny  electrode  is  left 
in  the  right  heart  after  surgery  and  a wire  is 
brought  out  through  the  chest  wall.  At  any  time 
the  hydrogen  test  may  be  employed  to  make  sure 
that  recovery  is  proceeding  normally  and  that  the 
hole  has  not  reopened.  In  an  emergency  such  as 
a sudden  heart  failure,  the  wire  could  be  connect- 
ed immediately  to  a pacemaker  to  shock  the  heart 
back  into  action  without  the  reopening  of  the 
chest. 

The  search  for  better  diagnostic  methods  for 
heart  defects  has  been  part  of  a research  program 
supported  in  part  by  the  Public  Health  Service 
and  the  Alabama  Heart  Association. 


222  Enrolled  at  Medical  Center 

Two  hundred  and  twenty-two  young  men  and 
women  began  training  for  their  chosen  professions 
at  the  Medical  Center  in  September. 

The  freshman  class  of  the  Medical  College  has 
eighty  members  this  year.  There  are  fifty-three 
new  students  in  the  School  of  Dentistry,  nine  in 


FRESHMEN  START  MEDICAL  TRAINING 


Five  members  of  the  freshman  class  of  the  University 
of  Alabama  Medical  College  take  a first  look  at  the 
scientific  equipment  they  will  be  using  in  their  training. 
They  are  (left  to  right)  Sam  Fischer,  Montgomery;  Miss 
Helen  Thrasher,  West  Blocton;  Arthur  Snyder  and 
Gordon  Spafford,  Mobile,  and  James  Alford,  Albertville. 
The  new  class  has  80  members. 

the  School  of  Medical  Technology,  and  eighty  in 
the  School  of  Nursing. 

Twenty-one  of  the  eighty  freshman  medical  stu- 
dents are  from  Birmingham.  They  are  Edward 
S.  Beason,  John  Kendall  Black,  Anna  Bordenca, 
Robert  Bryant,  Charles  Glenn  Cobbs,  Elizabeth 
J.  Coleman,  Francis  L.  Crocker,  James  S.  Donahoo, 
Richard  D.  Harp,  Russell  N.  Haynes,  Gaines  F. 
Jones,  Burton  S.  Koplon,  Leon  Glenn  Langer, 
Robert  H.  Kelly,  Jr.,  Charles  Carney,  Paul  P.  Mc- 
Cain, Millie  Martha  McDaniel,  William  B.  Nickell, 
Thomas  H.  Peacock,  Jr.,  Don  W.  Powell,  Roy  T. 
Preston  and  Gerald  L.  Wallace. 

Enrolled  from  Mobile  are  Gary  Harben,  John 
W.  Lowery,  Lloyd  F.  Pennington,  Jr.,  Charles  L. 
Rutherford,  Arthur  F.  Snyder,  Gordon  L.  Spafford 
and  Jerald  G.  Steiner. 

Tuscaloosa  is  represented  by  John  Hugh  Camp- 
bell, David  H.  Jackson,  Cyrus  H.  McCrimmon, 
Jr.,  Battle  S.  Searcy,  III,  Harold  O.  Shapiro,  Til- 
ford  Stevenson,  Jr.,  and  Edward  L.  Thomas. 

Students  from  other  cities  are  John  E.  Barnes 
and  Samuel  Fisher,  III,  Montgomery;  Andrew  J. 
Hughes  and  Betty  W.  Vaughan  of  Decatur;  Har- 
old E.  Cannon  and  Oscar  David  Taunton  of  East 
Tallassee;  Warren  L.  Griffin,  Jr.,  Larry  D.  Grimes, 
Edwin  M.  Joyner,  Jr.,  of  Gadsden;  William  P.  Guy- 
ton, Auburn;  Joe  Gibson  Hardin,  Jr.,  Hillsboro; 
Gary  Henderson,  Opelika;  Pelham  E.  Justice, 
Hueytown;  Alfred  H.  Kennemer,  Athens;  William 
L.  Mitchell,  Atmore;  Kenneth  A.  O’Beirne,  Do- 
than; Len  M.  Ouzts,  Geneva;  Thomas  J.  Payne, 
III,  Jasper;  Shirley  Fay  Sanders,  Adamsville; 
Charles  Gary  Self,  Quinton;  Bennie  L.  Skelton, 
Columbiana;  Betty  Ruth  Speir  Smith,  Greenville; 
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Richard  J.  Spurlin,  Andalusia;  William  L.  Stewart, 
Hartford;  Helen  R.  Thrasher,  West  Blocton; 
George  P.  Walker,  Attalla;  Robert  K.  Wilson,  Jr., 
Aliceville;  James  H.  Alford,  Albertville;  William 
L.  Barnwell,  Oxford;  Morton  H.  Bryant,  Foley; 
Seaborn  M.  Chappell,  Butler;  Glenn  Luther  Clark, 
Deatsville;  Bobby  B.  Copeland,  Arab;  William 
Carey  Gates,  Greenville;  Bennie  Grimes,  Coffee 
Springs,  and  Lovic  E.  Rockwell,  Vinegar  Bend. 

There  are  seven  out-of-state  students  in  the 
freshman  class.  They  are  Hugh  G.  Harris,  Spring- 
field,  Mo.;  James  B.  Hunter,  Nicholasville,  Ky.; 
Frank  M.  Lester,  Pulaski,  Tenn.;  Alice  L.  McCol- 
lough,  Hartsville,  S.  C.;  Norman  E.  McSwain,  Jr., 
Camden,  S.  C.;  William  B.  Northcutt,  Jr.,  Chipley, 
Fla.;  and  David  A.  Shachat,  Newark,  N.  J. 


Voluntary  Faculty  Members  Appointed 

Dr.  Albert  S.  Hargis,  Medical  Director  of  Hayes 
Aircraft,  and  Dr.  Burton  S.  Shook,  Chief  Occupa- 
tional Health  Officer  at  Redstone  Arsenal,  have 
been  appointed  to  the  voluntary  faculty  of  the 
Department  of  Preventive  Medicine  and  Public 
Health. 

Dr.  Hargis  attended  the  University  of  Alabama 
Medical  College  and  received  his  M.  D.  from  Tu- 
lane  University.  He  interned  and  did  an  internal 
medicine  residency  at  Lloyd  Noland  Hospital  be- 
fore serving  as  district  physician  for  T.  C.  I.  for 
several  years. 

Dr.  Shook  graduated  from  the  University  of 
Tennessee  College  of  Medicine  and  interned  at 
General  Hospital  in  Knoxville.  He  did  graduate 
work  at  New  York  University  Institute  of  Indus- 
trial Medicine. 


Dr.  Pigman  Honored 

Dr.  Ward  Pigman,  associate  professor  of  bio- 
chemistry, is  recipient  of  the  annual  C.  S.  Hudson 
Award  of  the  American  Chemical  Society.  The 
award  was  presented  during  the  annual  dinner 
of  the  Society’s  Carbohydrate  Division  at  Atlantic 
City,  New  Jersey,  in  September. 

C.  S.  Hudson,  for  whom  the  award  was  named, 
was  a leader  in  the  carbohydrate  field  for  many 
years  before  his  recent  death.  He  was  a former 
resident  of  Mobile. 

Other  Medical  Center  staff  members  participat- 
ing in  the  divisional  meeting  were  Dr.  Joseph  F. 
Volker,  dean  of  the  School  of  Dentistry,  and  Dr. 
Wolfgang  Roth,  research  associate  in  the  arthritis 
and  rheumatism  laboratory. 


Salk  Vaccine  Reactions  Are  One  in  a Million — Report- 
ed reactions  to  Salk  polio  vaccine  thus  far  are  so  low 
as  to  make  it  unique  among  immunizing  agents,  ac- 
cording to  Dr.  Charles  N.  Christensen,  Indianapolis. 

Writing  in  the  October  17  Journal  of  the  American 
Medical  Association,  Dr.  Christensen,  medical  division 
of  Lilly  Research  Laboratories,  said  there  have  been 
only  284  reaction  complaints  in  connection  with 
184,000,000  doses  of  Eli  Lilly  and  Company  manufac- 
tured vaccine.  Of  these,  only  146  could  be  called  pos- 
sibly significant — a complaint  rate  of  1 per  1,200,000 
doses. 

One  hundred  thirty-eight  complaints  were  of  burn- 
ing or  stinging  pain  on  injection  and  were  regarded 
as  less  significant. 

In  six  instances  a clinical  picture  resembling  polio 
was  recorded.  Weakness  in  the  extremities  not  diag- 
nosed as  polio  was  reported  three  times,  according  to 
the  article.  In  two  patients  it  was  transient.  In  the 
third  case,  an  adult  developed  weakness  in  his  left  leg 
after  a second  injection  and  more  severe  weakness  after 
a third  injection. 

Dr.  Christensen  stated  that  evaluation  of  polio  pos- 
sibly caused  by  the  Salk  vaccine  is  difficult,  since  some 
of  the  millions  of  persons  immunized  almost  certainly 
were  infected  at  the  time  of  vaccination — or  they  ac- 
quired infection  soon  after  receiving  the  vaccine. 

He  concluded,  “It  seems  likely  that  cases  of  polio- 
myelitis which  occurred  after  injections  of  the  vaccine 
were  coincidental  to  its  use.” 

Nine  cases  of  encephalitis  were  reported.  In  none 
of  these  were  laboratory  data  available  to  identify  the 
cause  of  the  disease,  according  to  the  article. 

Allergic  reactions  also  were  considered  a potential 
hazard.  But  in  1954  when  7,507  children  were  test 
inoculated,  only  one  instance  of  hives  was  encountered. 

Penicillin  also  has  been  incriminated  as  a cause  of 
allergic  reactions  after  vaccination.  It  is  impossible 
to  omit  antibiotics  from  the  manufacture  of  Salk  vac- 
cine, Dr.  Christensen  noted,  since  they  are  essential  to 
the  prevention  of  bacterial  contamination  of  the  tissue 
culture.  He  pointed  out  that  the  incidence  of  allergic 
reactions  has  been  so  low,  it  has  become  difficult  to  de- 
termine if  the  vaccine  itself  was  responsible.  A very 
high  degree  of  penicillin  sensitivity  would  have  to  ex- 
ist— a sensitivity  so  high  that  it  is  rarely  found,  he 
continued. 

The  one-in-a-million  complaint  figure  is  based  on 
all  complaints  received  from  physicians,  and  in  many 
cases  the  physician  indicated  he  did  not  believe  the  re- 
action was  related  to  the  Salk  vaccine.  He  reported 
either  for  information  or  in  the  course  of  an  inquiry, 
according  to  Dr.  Christensen’s  article. 


The  average  patient  in  a general  hospital  today  spends 
8.6  days  there — a decline  of  about  one-third  from  the 
12.5  average  of  20  years  ago. 

Children  nowadays  need  hospital  care  less  often 
than  they  did  20  years  ago,  largely  because  the  rates 
for  two  common  operations,  tonsillectomies  and  ap- 
pendectomies, have  declined  by  about  half.  At  the  same 
time,  Health  Information  Foundation  reports,  improved 
surgical  techniques  have  increased  admission  rates  for 
most  other  operations,  especially  complicated  heart 
surgery. 
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State  Health  Officer 

THE  MOBILE  DENTAL  UNIT 

The  mobile  dental  unit,  a completely  equipped 
dental  office  housed  in  a trailer,  is  scheduled  to 
visit  22  counties  during  this  school  year.  Visits 
were  scheduled  at  the  request  of  health  and  school 
officials  in  counties  where  the  local  dental  society 
concurred  in  the  program.  Generally,  visits  are 
scheduled  only  in  those  counties  which  do  not 
have  clinical  programs  in  dental  public  health. 

Two  weeks  before  the  arrival  of  the  mobile 
unit  and  the  clinician  who  staffs  it,  the  dental 
hygienist  on  the  staff  of  the  State  Health  De- 
partment will  begin  work  in  the  community.  She 
will  conduct  an  educational  program  in  the  first 
grades  of  schools  in  the  area  and  will  screen  all 
first  grade  pupils  for  dental  defects.  Children 
who  are  found  to  be  in  need  of  dental  services 
will  be  referred  for  treatment.  Children  who  are 
indigent  are  referred  to  the  mobile  unit.  They 
may  receive  treatment  if  their  parents  consent  and 
if  two  persons  (local  dentist,  school  principal, 
classroom  teacher,  public  health  nurse,  County  Di- 
rector of  Pensions  and  Security)  attest  to  indi- 
gence. Children  who  are  not  indigent  are  referred 
to  their  private  dentists. 

The  program  for  the  mobile  unit  during  a first 
visit  to  a community  is  as  follows:  On  the  first 
day,  dental  cleaning  and  topical  fluoride  applica- 
tions will  be  given  to  indigent  preschool  children 
on  a demonstration  basis.  Indigent  children  be- 
yond the  first  grade  will  be  given  emergency 
treatment  for  the  relief  of  pain  and  the  elimina- 
tion of  oral  infection  where  requested  and  with 
the  consent  of  the  parents  in  all  cases.  Indigent 
first  graders  who  were  referred  by  the  hygienist 
and  who  have  consent  forms  properly  executed 
will  be  examined  and  charted  and  given  definite 
appointments  for  service  to  begin  on  the  second 
day  of  the  unit’s  stay. 

Beginning  on  the  second  day,  complete  care  will 
be  given  to  indigent  first  graders  according  to  the 
following  priorities: 

1.  Relief  of  pain. 

2.  Elimination  of  oral  infection  by  extraction 
of  teeth  that  cannot  be  saved. 

3.  Filling  cavities  in  permanent  teeth. 


4.  Filling  cavities  in  primary  teeth  which  will 
be  retained  more  than  one  year. 

5.  Preventive  orthodontics  where  feasible. 

6.  Prophylaxis. 

Thus,  during  the  first  visit  of  the  unit  all  first 
graders  will  be  placed  on  a maintenance  basis. 

When  the  unit  returns  to  this  community  the 
following  year,  concentration  again  will  be  direct- 
ed towards  indigent  preschool  children  and  first- 
grade  pupils,  with  emergency  care  only  for  all 
others  who  are  indigent.  When  the  accumulated 
needs  of  the  indigent  first  graders  are  met,  the 
indigent  second  grade  pupils  (most  of  whom  re- 
ceived complete  care  the  previous  year)  will  be 
taken  and  maintained  in  good  dental  health.  Thus, 
all  first  and  second  graders  will  be  placed  on  a 
maintenance  basis  after  two  visits  by  the  unit. 

At  each  subsequent  annual  visit  the  indigent 
first  graders  will  be  placed  on  a maintenance 
basis,  and  all  those  who  received  care  during  pre- 
vious visits  of  the  unit  and  who  are  still  indigent 
will  be  followed  up  and  maintained  in  good  dental 
health.  It  is  hoped  that  after  eight  years  of  opera- 
tion of  this  “incremental”  plan  all  indigent  chil- 
dren between  ages  six  and  fourteen  will  be  in 
good  dental  health  and  that  their  future  needs  will 
be  minimal. 

During  the  first  day  of  the  unit’s  visit  in  any 
area,  emergency  dental  treatment  will  also  be 
available  to  indigent  prenatal  patients  on  referral 
by  the  County  Health  Officer.  Such  treatment 
will  be  only  for  the  elimination  of  pain  and  obvi- 
ous oral  infection  which  may  be  detrimental  to 
their  general  health. 

The  mobile  dental  unit  program  is  a part  of  the 
education,  prevention  and  treatment  phases  of  the 
state  program  in  dental  public  health.  It  is  de- 
signed to  demonstrate  to  communities  the  bene- 
fits of  early  and  regular  dental  care  and  of  pre- 
vention. Personnel  of  the  unit  will  be  available 
for  consultation  with  local  groups  on  problems  in 
dental  health.  Such  groups  might  include  teach- 
ers, civic  groups,  parent  groups  and/or  local 
health  personnel. 

It  is  hoped  that  the  program  will  stimulate  com- 
munities to  establish  preventive  programs — for  ex- 
ample, topical  fluoride  programs,  adjustment  of 
the  fluoride  content  of  central  drinking  water 
supplies  to  the  optimum  concentration,  and  sub- 
stitution of  popcorn,  fruit,  nuts  and  milk  for  can- 
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dies,  pastries  and  sweetened  beverages  frequently 
offered  for  sale  in  the  schools. 

The  program  may  also  serve  to  motivate  all  peo- 
ple in  a community  to  seek  dental  care  on  a regu- 
lar basis  by  demonstrating  the  benefits  of  such 
care  on  a selected  group  of  children. 


BUREAU  OF  LABORATORIES 

Thomas  S.  Hosty,  Ph.D.,  Director 
SPECIMENS  EXAMINED 
August  1959 


Examinations  for  malaria 55 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 31 

Agglutination  tests 669 

Typhoid  cultures  (blood,  feces  and  urine) 755 

Brucella  cultures 6 

Examinations  for  intestinal  parasites 3,337 

Darkfield  examinations 3 

Serologic  tests  for  syphilis  (blood  and 

spinal  fluid)  25,757 

Examinations  for  gonococci 1,580 

Examinations  for  tubercle  bacilli 3,483 

Examinations  for  Negri  bodies  (smears  & 

animal  inoculations) 281 

Water  examinations 2,706 

Milk  and  dairy  products  examinations 4,614 

Miscellaneous  examinations 1,191 


Total  44,468 

Dothan  Branch  Laboratory  report  not  received  in 
time  to  be  included  in  this  report. 

& £ £ 

BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  SMITH,  M.  D.,  Director 
CURRENT  MORBIDITY  STATISTICS 

1959 

E.  E.* 


Typhoid  and  paratyphoid 

July 

1 

Aug. 

0 

Aug. 

10 

Undulant  fever 

0 

1 

1 

Meningitis  

0 

2 

9 

Scarlet  fever 

23 

52 

17 

Whooping  cough 

52 

23 

53 

Diphtheria  

0 

1 

16 

Tetanus  

3 

3 

3 

Tuberculosis  

170 

176 

199 

Tularemia  

0 

0 

0 

Amebic  dysentery 

5 

2 

2 

Malaria  

0 

0 

0 

Influenza  

8 

32 

45 

Smallpox 

0 

0 

0 

Measles  ... 

92 

18 

55 

Poliomyelitis  „ 

57 

97 

62 

Encephalitis  ... 

3 

4 

1 

Chickenpox  

43 

2 

6 

Typhus  fever 

0 

1 

2 

Mumps  

15 

12 

38 

Cancer  

475 

975 

406 

Pellagra  

1 

0 

1 

Pneumonia  

114 

144 

117 

Syphilis  

143 

176 

147 

Chancroid  

2 

1 

4 

Gonorrhea  

323 

340 

399 

Rabies — Human  cases 

0 

0 

0 

Positive  animal  heads 

18 

10 

0 

BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S.,  Director 

PROVISIONAL  BIRTH  AND  DEATH  STATISTICS 
AND  COMPARATIVE  DATA,  JUNE  1959 


Live  Births,  Deaths 
and  Deaths  by  Cause 

iNumner 

Registered 

During 

Tuna  IQ^Q 

Rates* 

(Annual  Basis) 

Total  I 

< 

s 

► 

White  f 

► 

C 

C 

c 

Non- 

White 

1959 

"" 

1958 

1957 

Live  births 

6078 

3829 

2249 

22.9 

23.8 

24.9 

Deaths  

2267 

1401 

866 

8.6 

8.5 

8.3 

Fetal  deaths 

166 

71 

95 

26.6 

19.3 

24.8 

Infant  deaths — 

under  one  month 

151 

86 

65 

24.8 

29.8 

20.1 

under  one  year 

212 

103 

109 

34.9 

37.8 

26.6 

Maternal  deaths 

2 

2 

3 2 

9.4 

6.0 

Cause  of  Death 

Tuberculosis,  001-019 

21 

10 

11 

7.9 

11.8 

11.6 

Syphilis,  020-029  

4 

4 

1 5 

3 0 

1 9 

Dysentery,  045-048 _.  . 

2 

2 

0.8 

1 1 

1.5 

Diphtheria,  055 . 

0 4 

Whooping  cough,  056 

Meningococcal  infections,  057 

1 

1 

0.4 

0.4 

0.4 

Poliomyelitis,  080,  081 

1 

1 

0.4 

Measles,  085 

3 

1 

2 

1.1 

0.4 

0.4 

Malignant  neoplasms,  140-205 

330 

229 

101 

124.5 

107.9 

105.1 

Diabetes  mellitus,  260 

23 

13 

10 

8.7 

9.1 

7.7 

Pellagra,  281  ..  . 

1 

1 

0.4 

0.8 

0 8 

Vascular  lesions  of  central 

nervous  system,  330-334 

316 

189 

127 

119.2 

114.0 

125.9 

Rheumatic  fever,  400-402 

1 

1 

0.4 

1.1 

Diseases  of  the  heart,  410-443 

765 

494 

271 

288.6 

276.7 

276.5 

Hypertension  with  heart 

disease,  440-443 

147 

67 

80 

55.5 

56.0 

47.4 

Diseases  of  the  arteries, 

450-456  

39 

25 

14 

14.7 

22.1 

19.6 

Influenza,  480-483  

3 

1 

2 

1.1 

1.5 

3.5 

Pneumonia,  all  forms,  490-493 

60 

28 

32 

22.6 

17.9 

13.1 

Bronchitis,  500-502 

2 

2 

0.8 

1.1 

0.8 

Appendicitis,  550-553 

1.1 

0.4 

Intestinal  obstruction  and 

hernia,  560,  561,  570  

10 

5 

5 

3.8 

2.7 

5.4 

Gastro-enteritis  and  colitis, 

under  2.  571.0,  764  

13 

1 

12 

4.9 

3.0 

3.8 

Cirrhosis  of  liver,  581 

19 

16 

3 

7.2 

5.0 

6.5 

Diseases  of  pregnancy  and 

childbirth.  640-689  .... 

2 

2 

3.2 

9.4 

6.0 

Congenital  malformations, 

750-759  

31 

22 

9 

5.1 

5.1 

4.0 

Immaturity  at  birth,  774-776  ..... 

48 

28 

20 

7.9 

11.4 

6.6 

Accidents,  total,  800-962 

163 

106 

57 

61.5 

62.5 

61.2 

Motor  vehicle  accidents, 

810-835,  960 

72 

54 

18 

27.2 

26.3 

25.4 

All  other  defined  causes 

339 

199 

140 

127.9 

137.6 

125.5 

Ill-defined  and  unknown 

causes,  780-793,  795  

70 

32 

38 

26.4 

32.0 

28.1 

Rates:  Birth  and  death — per  1,000  population;  Infant  deaths — 
per  1,000  live  births;  Fetal  deaths — per  1,000  deliveries;  Maternal 
deaths — per  10,000  deliveries;  Deaths  from  specified  causes — per 
100,000  population. 


NEXT  ANNUAL  SESSION 
MOBILE 

APRIL  21,  22,  23,  1960 


As  reported  by  physicians  and  including  deaths  not  reported  as 
cases. 

*E.  E.-  The  estimated  expectancy  represents  the  median  inci- 
dence of  the  past  nine  years. 


188 


J.  M.  A.  ALABAMA 


THE  JOURNAL 

of 

THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 

Published  Under  the  Auspices  of  the  Board  of  Censors 
Vol.  29  December  1959  No.  6 


THE  MILK-ALKALI  SYNDROME 

CASE  REPORT  OF  REVERSIBLE  HYPERCALCEMIA,  ALKALOSIS 

AND  RENAL  INSUFFICIENCY 

JAMES  F.  CRENSHAW,  M.  D. 
and 

LACHLAN  L.  CAMPBELL,  M.  D. 

Birmingham,  Alabama 


In  1923  Hardt  and  Rivers* 1  described  toxic  mani- 
festations following  the  alkali  treatment  of  pep- 
tic ulcer.  They  reported  a group  of  cases  in  which 
the  symptoms  of  aversion  to  milk,  headache, 
nausea,  vomiting,  weakness  and  drowsiness,  oc- 
curred. They  found  signs  of  renal  insufficiency 
and  a tendency  toward  alkalosis  in  these  cases. 
This  syndrome,  following  the  ingestion  of  milk 
and  soluble  alkali  with  the  vomiting  of  chloride, 
has  since  been  reported  rather  infrequently.  Cope,2 
in  1936,  described  in  patients  ingesting  antacids 
for  peptic  ulcer  a syndrome  consisting  of  eleva- 
tion of  the  serum  calcium,  phosphorus,  magne- 
sium, blood  urea  nitrogen  and  serum  bicarbonate 
with  decreased  serum  chloride.  Following  dis- 
continuance of  the  antacid  the  abnormal  values 
rapidly  returned  to  normal;  the  signs  of  renal 
impairment  detected  in  these  cases  returned  to 
normal  rather  slowly.  Alkalosis  associated  with 
hypercalcemia  was  emphasized  by  Burnett3  and 
his  group  in  1949;  they  found  metastatic  calcifi- 
cation in  the  kidney,  blood  vessels,  eye  and  soft 
tissues  to  be  a prominent  feature.  The  Cope  syn- 
drome differs  from  that  of  Burnett  by  the  more 
transient  alkalosis,  the  rapid  reversibility  of  the 
disorder,  and  absence  of  metastatic  calcification 
in  soft  tissues. 

Until  1955  only  21  cases  of  the  syndrome  of 


From  the  Seale  Harris  Clinic. 
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hypercalcemia  and  renal  insufficiency  secondary 
to  prolonged  excessive  milk  and  absorbable  alkali 
intake  had  been  reported  in  the  literature.3-12 
An  incidence  of  1%  in  291  patients  with  peptic 
ulcer  has  recently  been  described  at  a single  hos- 
pital12 within  a one-year  period.  Between  1947 
and  1956  one  group13  reports  hypercalcemia  and 
alkalosis  occurring  in  35  patients  on  a milk-alkali 
program  for  peptic  ulcer.  It  would  seem,  there- 
fore, that  the  occurrence  of  this  syndrome  is 
greater  than  ordinarily  suspected. 
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MILK-ALKALI  SYNDROME 


Diagnostic  considerations  in  hypercalcemia  are 
of  marked  importance  because  of  the  injurious 
and  sometimes  fatal  consequences  arising  in  such 
conditions.  In  attempting  to  clarify  the  problem, 
the  effect  of  calcium  given  intravenously14’15  has 
been  studied.  Renal  tubular  reabsorption  of  phos- 
phorus has  been  measured144'147  and  the  effects 
of  cortisone  and  related  steroids1849  have  been 
investigated.  Hypercalcemia  in  combination  with 
renal  insufficiency  may  occur  in  hyperparathy- 
roidism,20 vitamin  D intoxication,21*22  carcinoma- 
tosis with  bone  involvement,20*23  acute  osteo- 
porosis,24 multiple  myeloma20*25  and  sarcoido- 
sis.20*20*27  The  purpose  of  this  paper  is  to  present 
a patient  with  gastric  ulcer  complicated  by  the 
milk-alkali  syndrome.  He  exhibited  hypercal- 
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cemia,  alkalosis  and  renal  insufficiency,  all  of 
which  were  reversible. 

CASE  REPORT 

J.  B.  B.,  a 63-year-old  minister  was  admitted 
to  the  Highland  Baptist  Hospital  on  October  25, 
1958  and  discharged  on  December  6,  1958.  When 
first  seen  in  November  1955,  he  related  a history 
of  typical  ulcer  distress  over  a 15-year  period. 
He  was  first  told  that  he  had  a duodenal  ulcer 
in  1945  after  x-ray  examination  elsewhere.  When 
first  seen  his  pulse  was  72,  his  blood  pressure 
132/96.  The  remainder  of  the  physical  examina- 
tion was  essentially  negative.  The  hemoglobin 
was  97%;  WBC  and  differential  were  normal. 
Urinalysis  showed  a specific  gravity  of  1.007. 
There  was  no  albumin  or  sugar  and  the  centri- 
fuged sediment  contained  one  to  two  WBC  per 
hpf.  The  NPN  was  42  milligrams  per  cent.  The 
free  hydrochloric  acid  was  94,  the  total  acidity 
141.  X-ray  of  the  chest  was  negative.  An  upper 
G.  I.  series  showed  a normal  esophagus  and 
stomach.  The  duodenal  cap  was  deformed.  X-ray 
examinations  of  the  colon  and  gallbladder  were 
negative.  He  was  placed  on  an  ulcer  diet  and 
given  antispasmodics  and  antacids  with  fair  con- 
trol of  symptoms.  Repeated  x-ray  examina- 
tions of  his  stomach  in  November  1956  and  May 
1958  showed  the  previous  deformity  of  the  duod- 
enal cap  but  otherwise  were  negative.  In  Oc- 
tober 1958  he  returned  complaining  of  upper  ab- 
dominal pain  occurring  two  to  three  hours  after 
meals,  which  tended  to  radiate  into  his  chest. 
X-ray  examination  of  his  stomach  at  this  time 
revealed  a small  ulcer  crater  on  the  lesser  curva- 
ture of  the  stomach  about  midway  between  the 
angulus  and  the  pylorus.  The  deformity  of  the 
duodenal  cap  was  unchanged.  Upon  admission 
to  the  hospital  the  blood  pressure  was  120/80.  Ex- 
amination of  the  eyes,  ears,  nose  and  throat  was 
negative.  The  lungs  were  clear  to  percussion  and 
auscultation.  The  heart  was  not  enlarged  and 
no  murmurs  were  heard.  Examination  of  the 
abdomen  revealed  mild  epigastric  tenderness.  No 
organs  or  masses  were  palpable. 

The  hemoglobin  was  14.4  grams,  hematocrit 
45%,  WBC  9,600  with  62  neutrophiles,  29  leuko- 
cytes, 5 monocytes,  3 eosinophiles,  1 basophile. 
The  specific  gravity  of  the  urine  was  1.010;  it 
was  negative  for  albumin  and  sugar.  The  micro- 
scopic examination  was  negative.  He  was  placed 
on  a strict  ulcer  diet  with  milk  at  meal  times  and 
supplemental  feedings  of  milk  and  protein  mix- 
ture between  meals  and  at  bed  time.  Calcium 
carbonate  was  given,  1 gram  six  times  daily.  Gas- 
troscopic  examination  confirmed  the  presence  of 
a gastric  ulcer  which  appeared  to  be  benign.  In- 
itially, he  seemed  to  progress  well  except  for  oc- 
casional pain  at  night.  Repeat  x-ray  examination 
ten  days  after  his  admission  to  the  hospital,  how- 
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ever,  showed  the  gastric  ulcer  to  be  about  twice 
the  size  that  it  was  on  admission.  During  the 
second  week  of  therapy  he  received  salicylates* 
for  headache.  He  began  to  express  a distaste  for 
milk  and  frequently  refused  his  between  meal 
supplemental  feedings.  After  three  weeks  he  be- 
gan to  complain  of  nausea.  He  was  noted  to  be 
restless  and  anxious.  Drowsiness  and  slight  mental 
confusion  became  apparent.  The  nausea  progressed 
and  frequent  vomiting  began.  Because  of  the 
development  of  the  above  symptoms,  the  following 
laboratory  work  was  obtained:  NPN  76  mg. % , 

serum  chloride  514  mg.%,  serum  sodium  138  mEq., 
potassium  3.9  mEq.,  serum  calcium  15.7  mg.%, 
phosphorus  3.1  mg.%,  CO.  combining  power 

72  volumes  %.  The  urine  specific  gravity  at  this 
time  was  1.003.  There  was  a trace  of  albumin, 
and  the  Sulkowitch  reaction  v/as  slightly  in- 
creased. Because  of  the  development  of  the  char- 
acteristic symptoms  and  the  above  findings,  the 
diagnosis  of  the  milk-alkali  syndrome  was  made. 
Milk  and  alkali  were  withdrawn  from  his  treat- 
ment and  he  showed  rapid  clinical  improvement. 
One  week  after  milk  and  alkali  were  withdrawn, 
his  serum  calcium  was  11  mg.%,  his  NPN  38 
mg.%.  He  was  temporarily  discharged  from  the 
hospital  and  readmitted  on  December  31,  1958  for 
gastric  resection.  Following  surgery  he  made  an 
uneventful  recovery.  An  ulcer  crater  measuring 
1 centimeter  in  diameter  and  1 centimeter  in 
depth  was  found  by  the  pathologist  4.5  centimeters 
proximal  to  the  pyloric  ring.  Microscopic  exami- 
nation revealed  only  benign  peptic  ulceration. 
One  week  after  surgery  his  NPN  was  26  mg.%. 
He  was  discharged  from  the  hospital  on  January 
13,  1959  and  has  remained  well  since. 

Discussion : It  would  appear  from  current  data 
that  this  syndrome  develops  because  of  renal  im- 
pairment, secondary  to  alkalosis,  in  combination 
with  increased  intake  and  decreased  output  of 
calcium.28  The  exact  mechanism  of  this  disorder, 
however,  is  not  known.  Severe  renal  insuffi- 
ciency may  result  from  metabolic  alkalosis.1*29’30 
With  antecedent  renal  disease,  alkalosis  may  be 
a frequent  complication;31  also,  evidence  indi- 
cates that  alkalosis  may  be  a primary  cause  of 
renal  failure.  Burnett32  is  of  the  opinion  that 

28.  Kyle,  L.  H.:  Differentiation  of  hyperparathy- 

roidism and  the  milk-alkali  (Burnett)  syndrome,  New 
England  J.  Med.  251:  1035-1040,  1954. 

29.  Jeghers,  H.,  and  Lerner,  H.  H.:  Syndrome  of 

alkalosis  complicating  treatment  of  peptic  ulcer,  New 
England  J.  Med.  214:  1236-1244,  1936. 

30.  McCance,  R.  A.:  Alkalosis  with  disordered  kid- 
ney functions,  Lancet  2:  247-249,  1937. 

31.  Berger,  E.  H.,  and  Binger,  M.  W.:  Status  of  kid- 
neys in  alkalosis,  J.  A.  M.  A.  104:  1383-1387,  1935. 

32.  Burnett,  C.  H.;  Burrows,  B.  A.,  and  Commons,  R. 
R.:  Studies  of  alkalosis.  I.  Renal  function  during  and 
following  alkalosis  resulting  from  pyloric  obstruction, 
J.  Clin.  Investigation  29:  169-173,  1950. 


renal  insufficiency  usually  occurs  with  alkalosis 
regardless  of  previous  renal  insufficiency.  An 
excessive  load  of  calcium  upon  the  kidney  is 
known  to  be  toxic  to  that  organ.  The  hypercal- 
cemia of  vitamin  D poisoning  is  capable  of  pro- 
ducing renal  damage.33  The  association  of  the 
two  nephrotoxic  factors,  i.  e.,  alkalosis  and  high 
calcium  intake,  plus  the  fact  that  alkalosis  prob- 
ably promotes  precipitation  of  calcium  salts  in 
the  renal  tubules,  could  be  responsible  for  the 
total  kidney  damage.  Cope2  was  of  the  opinion 
that  renal  insufficiency,  which  was  due  to  alka- 
losis and  not  related  to  antecedent  kidney  disease, 
blocked  normal  calcium  excretion.  He  reasoned 
that  excesive  ingestion  of  calcium  with  increased 
absorption  produced  the  hypercalcemia.  Calcium 
excretion  is  impaired  in  nephritis.34  Renal  failure 
may  be  produced  by  alkalosis  irrespective  of  the 
presence  or  absence  of  renal  disease.  Increased 
calcium  load  is  capable  of  furthering  renal  im- 
pairment. The  excessive  intake  of  calcium,  to- 
gether with  a diminution  in  renal  excretion,  could 
produce  the  hypercalcemia  without  influence  di- 
rectly from  the  alkalotic  factor.  It  is  fair  to  as- 
sume, however,  that  there  is  no  absolute  proof 
that  the  milk-alkali  syndrome  could  develop  in 
the  absence  of  preexisting  renal  impairment. 
Normally,  an  increase  of  either  calcium  or  phos- 
phorus produces  an  elimination  of  the  other  ele- 
ment by  excretion,  maintaining  homeostasis.35 
Metastatic  calcification  may  occur  when  the  solu- 
bility product  rises  above  40. 36  With  the  constant 
elevation  of  serum  calcium  and  the  frequent  ele- 
vation of  serum  phosphorus,  the  condition  favor- 
ing metastatic  calcification  is  furthered.  The  oral 
ingestion  of  milk,  unless  it  has  been  acidified, 
will  have  little  or  no  effect  upon  the  serum  cal- 
cium. It  is  not  certain  if  the  gastric  hyperchlor- 
hydria  found  in  peptic  ulcer  will  enhance  the  ab- 
sorption of  calcium  over  an  extended  period  with 
the  production  of  hypercalcemia.  Milk  also  con- 
tains phosphorus,  but  it  has  not  been  demonstrated 
that  phosphorus  will  affect  the  absorption  of  cal- 
cium from  the  digestive  tract  in  man.37  The  in- 
crease in  serum  phosphorus  seen  in  many  of  these 
cases  could  result  from  depression  of  the  para- 
thyroid gland  as  a result  of  hypercalcemia.36 


33.  Howard,  J.  E.,  and  Meyer,  R.  J.:  Intoxication 

with  vitamin  D,  J.  Clin.  Endocrinol.  8:  895-910,  1948. 

34.  Hetenyi,  G.,  and  von  Norgradi,  S.:  Cited  by  Cope. 

35.  Vaughan,  J.  H.;  Sosman,  M.  C.,  and  Kinney,  T.  D.: 
Nephrocalcinosis,  Am.  J.  Roentgenol.  58:  33-45,  1947. 

36.  Plimpton,  C.  H.:  Combined  staff  clinic.  Bone 

and  metabolic  diseases  of  bone,  Am.  J.  Med.  15:  99- 
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37.  Nicolaysen,  R.;  Eeg-Larsen,  N.,  and  Malm,  O.  J.: 
Physiology  of  calcium  metabolism,  Physiol.  Rev.  33: 
424-444,  1953. 
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The  serum  phosphorus  is  usually  normal  but 
may  be  slightly  elevated  and  in  no  instance  has 
hypophosphatemia  been  reported.  In  the  21  cases 
reported  up  to  1955,  the  phosphorus  was  normal  in 
12,  elevated  in  9;  hypophosphatemia  was  not  noted 
in  a single  case.  The  alkaline  phosphatase  is  us- 
ually normal.  Wenger13  has  recently  reported  4 
cases  of  the  milk-alkali  syndrome  with  high  alka- 
line phosphatase. 

Alkalosis  is  a prominent  feature  of  the  syn- 
drome and  has  been  reported  in  the  majority 
of  cases.  Azotemia,  usually  mild  to  moderate,  is 
a constant  feature.  Hyposthenuria  is  found  in 
practically  all  cases  as  is  albuminuria.  In  the  few 
cases  in  which  glomerular  filtration  rate,  effective 
renal  plasma  flow,  and  maximal  tubular  excre- 
tory capacity  were  studied,  a significant  reduc- 
tion was  observed.3  Pyuria  occurs  occasionally. 
Phenolsulfonphthalein  excretion  and  urea  clear- 
ance tests  show  impairment  of  renal  function  in 
practically  every  case.  One  of  the  significant 
characteristics  of  this  syndrome  is  the  absence  of 
hypercalciuria.  It  has  been  shown  that  alkali 
administration  decreases  the  urinary  excretion  of 
calcium,20  while  ammonium  chloride  intake  pro- 
duces an  increased  calcium  output. 3S  The  urinary 
excretion  of  calcium  is  decreased  by  the  ingestion 
of  inorganic  phosphate.39 

Bone  defects  were  detected  in  two  of  the  cases 
described  by  Burnett,3  one  case  showing  dense 
cancellous  bone  on  microscopic  examination,  the 
other  radiologic  evidence  of  extensive  periosteal 
new  bone  formation.  The  majority  of  the  cases 
of  Burnett’s  syndrome  have  shown  ocular  lesions 
consisting  of  band  keratitis,  crescentic  deposits 
of  calcium  in  the  margins  of  the  cornea,  and 
crystalline  deposits  of  calcium  in  the  conjuctiva 
of  the  palpebral  fissure.  Calcinosis  has  been  de- 
scribed in  the  subcutaneous  tissue,  the  blood  ves- 
sels, kidneys,  lungs,  brain,  bone,  periosteum,  ten- 
dons, muscles  and  lymph  nodes.  A small  number 
of  the  cases  have  shown  nephrolithiasis.  Pruritis, 
pigmentation  of  the  skin,  and  hyperproteinemia 
have  been  mentioned  in  Burnett’s  series  of  cases. 

Of  chief  consideration  in  the  differential  diag- 
nosis is  hyperparathyroidism,  in  particular  hyper- 
parathyroidism associated  with  peptic  ulcer  treat- 
ed with  milk  and  alkali.  It  has  been  emphasized, 


38.  Farquharson,  R.  F.;  Salter,  W.  T.;  Tibbetts,  D. 

M.,  and  Aub,  J.  C.:  Studies  of  calcium  and  phosphorus 

metabolism.  XII.  The  effect  of  the  ingestion  of  acid- 
producing  substances,  J.  Clin.  Investigation  10:  221- 
249,  1931. 

39.  Baylor,  C.  H.;  Van  Alstine,  H.  E.;  Keutmann,  E. 

H.,  and  Bassett,  S.  H.:  The  fate  of  intravenously  ad- 

ministered calcium.  Effect  on  urinary  calcium  and 
phosphorus,  fecal  calcium  and  calcium-phosphorus  bal- 
ance, J.  Clin.  Investigation  29:  1167-1176,  1950. 


first  by  Gutman40  and  then  by  others,  that  the 
gastrointestinal  symptoms  of  primary  hyperpara- 
thyroidism may  so  dominate  the  clinical  picture 
that  peptic  ulcer  is  strongly  suggested.  Rogers41*42 
has  studied  at  autopsy  three  cases  of  primary 
hyperparathyroidism  associated  with  peptic  ulcer 
in  which  the  digestive  symptoms  during  life  were 
believed  to  be  due  entirely  to  ulcer.  Black’s43 
studies  reveal  that  24%  of  patients  with  hyper- 
parathyroidism can  be  shown  to  have  clinical  evi- 
dence of  peptic  ulcer  and  an  additional  15  to  20% 
of  such  patients  have  had  some  ulcer-like  symp- 
toms without  x-ray  evidence  of  peptic  ulcer.  Be- 
cause of  this,  he  advises  screening  of  patients 
with  intractable  ulcers  for  the  possibility  of  hyper- 
parathyroidism. Atlas44  suggests  that  the  com- 
plex of  hypercalcemia,  calcinosis  and  renal  insuf- 
ficiency without  hypercalciuria  or  hypophos- 
phatemia in  patients  with  peptic  ulcer  complica- 
tions should  direct  attention  to  occult  hyperpara- 
thyroidism as  a probable  initiating  agent.  Kyle2S 
believes  that  the  sole  differential  diagnostic  fea- 
ture worthy  of  emphasis  is  improvement  on  a 
diet  low  in  calcium  and  absorbable  alkali.  Re- 
cently, Rich45  has  described  two  cases  of  hyper- 
parathyroidism without  bone  or  kidney  manifes- 
tations of  the  disease;  nausea  and  vomiting  ac- 
companied the  profound  weakness  and  weight  loss 
in  his  cases.  After  reviewing  the  literature 
Agna46  reports  that  gastro-enteric  symptoms 
are  a common  major  manifestation  of  primary 
hyperparathyroidism.  It  is  believed  that  para- 
thyroid hormone  increases  the  volume  of  gastric 
juice  and  the  secretion  of  hydrochloric  acid, 
chloride  and  pepsin.47  Vitamin  D intoxication  is 
differentiated  by  a history  of  excessive  vitamin 
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D ingestion  and  a more  frequently  elevated  alka- 
line phosphatase.  A review  of  the  entire  clinical 
picture  with  the  indicated  laboratory  tests  will 
serve  to  differentiate  carcinomatosis  with  bone 
metastasis,  acute  osteoporosis,  multiple  myeloma 
and  sarcoidosis. 

Certain  precipitating  factors  are  known  to  in- 
fluence the  development  of  the  milk-alkali  syn- 
drome, e.g.,  preexisting  renal  disease,  gastroin- 
testinal hemorrhage,  hypertension  and  hypochlo- 
remic alkalosis  resulting  from  vomiting  or  gas- 
tric aspiration.13 

Primary  hyperparathyroidism  associated  with 
pancreatitis  and  peptic  ulcer  has  recently  been 
reported  in  a clinico-pathologic  conference.48 
Plough49  has  described  a case  believed  to  repre- 
sent hyperparathyroidism  secondary  to  pancre- 
atic insufficiency. 

The  prognosis  of  the  milk-alkali  syndrome  is 
variable,  depending  largely  upon  the  duration 
and  the  severity  of  the  renal  disease.  The  prog- 
nosis for  the  transient  form  as  described  by  Cope 
is  much  better  than  the  more  chronic  irreversible 
type. 

Therapy  in  this  syndrome  consists  of  a low  cal- 
cium diet  and  withdrawal  of  absorbable  alkali. 
Myerson50  has  postulated  that  by  diversion  of 
phosphates  in  the  gastrointestinal  tract  aluminum 
hydroxide  gel  may  play  a significant  role  in  the 
prevention  of  phosphate  calculi  and  the  milk- 
alkali  syndrome. 

The  case  presented  in  this  report  is  similar  to 
those  described  by  Cope  with  reversible  hyper- 
calcemia, alkalosis  and  renal  insufficiency.  The 
intake  of  alkali  and  milk  is  not  considered  exces- 
sive relative  to  the  usual  standards  of  peptic 
ulcer  therapy.  It  is  believed  that  the  preexistent 
mild  renal  impairment  exhibited  by  this  patient 
before  being  placed  on  a strict  milk-alkali  pro- 
gram possibly  influenced  the  development  of  this 
syndrome.  The  diagnosis  of  hyperparathyroidism 
was  entertained  but  appears  untenable  in  view  of 
the  disappearance  of  the  chemical  abnormalities 
and  the  general  well  being  of  the  patient. 

SUMMARY 

A patient  with  proved  gastric  ulcer  ingesting 
standard  amounts  of  milk  and  the  alkali  calcium 
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carbonate  developed  the  milk-alkali  syndrome, 
characterized  by  hypercalcemia,  alkalosis  and 
renal  insufficiency  without  hypercalciuria  or  hy- 
pophosphatemia. There  was  no  evidence  of  ocular 
changes  or  other  calcinosis.  Following  a low  cal- 
cium diet  and  discontinuance  of  the  alkali,  im- 
provement was  rapid  and  apparently  complete. 

A review  of  the  milk-alkali  syndrome  is  pre- 
sented emphasizing  the  differential  diagnosis  of 
hyperparathyroidism  and  this  syndrome. 


Persons  Over  40  Need  Glaucoma  Examinations — Exam- 
ination for  glaucoma,  which  may  lead  to  blindness, 
should  be  an  “indispensable”  part  of  all  physical  exam- 
inations of  persons  over  40  years,  according  to  five 
Memphis  doctors. 

Persons  with  chronic  diseases,  such  as  hardening  of 
the  arteries,  high  blood  pressure  or  arthritis,  especially 
should  be  examined  for  the  disease,  the  doctors  said 
in  the  October  24  Journal  of  the  American  Medical  As- 
sociation. 

In  glaucoma,  which  is  most  prevalent  in  persons  past 
40  years  of  age,  tension  within  the  eyeball  is  increased. 
The  structure  contains  fluid  that  keeps  the  orb  from 
collapsing.  The  fluid  enters  through  openings  in  one 
part  of  the  eye  and  escapes  from  others.  Glaucoma  oc- 
curs when  the  outflow'  is  blocked  and  the  excess  fluid 
builds  pressure  in  the  eyeball  and  damages  the  nerve 
cells. 

It  can  be  treated  and  blindness  prevented  if  the  dis- 
ease is  discovered  early  enough.  A simple  test,  tonom- 
etry, can  show  the  presence  of  glaucoma. 

The  doctors  reported  a study  of  13,155  persons  in 
hospital  and  nonhospital  groups  during  a two-year 
period.  Tonometer  testing  revealed  271  cases  of  sub- 
clinical  glaucoma  not  under  treatment.  During  the 
same  period  62  persons  who  visited  the  ophthalmology 
clinic  at  the  teaching  hospital  of  the  University  of 
Tennessee  College  of  Medicine  were  found  to  have 
the  disease. 

The  highest  rate  of  glaucoma  was  found  in  residents 
of  a home  for  the  aged,  where  6.4  per  cent  of  those 
examined  had  the  disease.  The  next  highest  rate  (3.4 
per  cent)  was  in  Negro  women  visiting  outpatient 
clinics  and  in  Negro  males  engaged  in  occupations  in- 
volving considerable  manual  labor  (3.1  per  cent). 

The  lowest  rate  was  in  white  women  who  engaged 
in  occupations  requiring  “discriminatory  visual  activ- 
ity,” such  as  teaching  or  department  store  clerking,  the 
doctors  said.  Their  low  rate  may  result  from  the  fact 
that  they  have  frequent  eye  examinations  and  glaucoma 
is  discovered  early. 

In  general  the  study  produced  three  conclusions: 
glaucoma  occurs  more  frequently  as  age  increases;  it 
occurs  more  frequently  in  Negroes  than  in  white  persons, 
and  there  seems  to  be  an  association  between  the 
disease  and  other  chronic  diseases,  such  as  arthritis  or 
high  blood  pressure. 

The  authors  are  Drs.  Henry  Packer,  Alice  R.  Deutsch, 
Philip  M.  Lewis,  Claude  D.  Oglesby,  and  A.  C.  Cheij. 
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As  new  drugs  for  the  treatment  of  hypertension 
are  developed  and  introduced,  their  evaluation 
becomes  increasingly  difficult  but  of  no  less  im- 
portance. No  concrete  and  definite  criteria  for 
such  an  evaluation  are  as  yet  recognized.  Al- 
though the  primary  aim  at  present  is  to  reduce 
arterial  pressure,  it  has  been  demonstrated  that 
pressure  decrease  alone  may  be  achieved  as  a 
result  of  various  modalities  such  as  rest,  reas- 
surance, sedation,  and  frequent  blood  pressure  de- 
terminations.* 1*2 In  addition,  there  is  no  general 
agreement  as  to  the  critical  point  at  which  hyper- 
tension should  be  treated.  The  question  of  the 
control  of  mild  and  moderate  hypertension  as  it 
relates  to  increased  longevity  has  not  been  clearly 
determined.  Reduction  of  severe  blood  pressure 
elevation  is,  of  course,  mandatory.  Although  a 
blood  pressure  level  of  140/90  millimeters  of  Hg. 
is  considered  to  be  the  upper  limit  of  normal,  the 
extensive  studies  of  Master  and  associates3*4  have 
thrown  doubt  upon  this  concept.  Differences  of 
opinion  even  exist  as  to  the  causal  relationship 
between  hypertension  and  coronary  occlusion.5 6 

Hypertension  itself  is  vital  only  in  its  effects 
upon  target  organs;  namely,  the  heart,  brain,  and 
kidney.  In  appraising  therapy  it  would  be  of 
distinct  value  to  determine  the  results  of  treat- 
ment upon  these  target  organs  as  well  as  upon  the 
blood  pressure  level  per  se.  In  our  hypertensive 
clinic  we  are  attempting  such  an  investigation  by 
the  use  of  the  severity  index. 

The  severity  index  (Table  I)  as  modified  from 
Duncan0  may  prove  to  be  a useful  and  possibly 
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Table  I 

SEVERITY  INDEX  DETERMINATION 


Score 

1 

1 i 

2 

i 

3 

1 

4 

1 

Diastolic  Blood  Pressure 

i 

96-110  | 

1 

111-125 

126-140 

141+  i 

1 

Cardiac  Enlargement  % 

5-10  | 

1 

11-20 

21-30 

31  + 

1 

Albuminuria 

Tr.— 1+! 

1 

2 + 

3+ 

4+  1 
1 

BUN 

1 

15-20  | 

1 

1 

21-30 

31-40 

41  + 

1 

PSP  (%  in  20  min.) 

1 

31- 

1 

21-30 

16-20 

1 

1 

1 

10-15  | 

Fundi 

Grade  I| 

Grade  11 

1 

Grade  III 

1 

Grade  IV 

1 

more  accurate  aid  in  initiating  and  evaluating 
therapy  in  the  hypertensive  patient.  As  shown  in 
Table  I,  arbitrary  numerical  values  of  one  to  four 
are  tabulated  for  each  patient  according  to  the 
diastolic  blood  pressure  level,  the  degree  of  fundal 
sclerosis,  the  percentage  of  cardiac  enlargement, 
the  urine  albumin  content,  the  PSP  excretion, 
and  the  BUN  level.  The  maximum  severity  index 
would  thus  be  24;  that  is,  a grade  of  four  for  each 
test  factor. 

Hypertensive  patients  then  fall  into  four  arbi- 
trary groups: 


Grade 

Severity  Index 

I 

0-6,  Mild  Hypertension 

II 

7-12,  Moderate  Hypertension 

III 

13-18,  Moderately  Severe  Hypertension 

IV 

19-24,  Severe  Hypertension 

Severity  indices  as  determined  prior  to  therapy 
and  after  approximately  twelve  months  of  in- 
tensive drug  therapy  form  the  basis  of  this  study. 
It  is  a preliminary  report  from  a long-term  in- 
vestigation* presently  in  progress  and  pertaining 
to  combined  drug  therapy  in  the  management  of 
hypertension. 

MATERIAL  AND  METHODS 

Forty-eight  patients  with  hypertension  were 
treated  for  12  to  24  months  on  an  out-patient  basis. 
Most  of  the  group  had  been  followed  in  the  clinic 
for  years,  and  there  was  little  doubt  as  to  the 
persistence  or  severity  of  their  hypertension.  Age, 
nitrogenous  retention,  and  cardiac  decompensa- 

*This  investigation  is  supported  by  a grant  from  Ciba 
Pharmaceutical  Products,  Inc.,  Summit,  N.  J.  Reserpine, 
hydralazine,  and  chlorisandamine  are  supplied  as  Ser- 
pasil,  Apresoline,  and  Ecolid,  respectively. 
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tion  were  not  considered  contraindications  in 
admitting  them  to  this  study. 

According  to  the  above  classification,  hyper- 
tension was  mild  in  4 patients,  moderate  in  37 
patients,  and  moderately  severe  in  7 patients. 
There  were  3 white  males,  3 white  females,  11 
colored  males,  and  31  colored  females.  Ages 
ranged  from  27  to  67  years.  All  arterial  blood 
pressures  were  taken  with  the  patient  in  a sitting 
position  after  a short  rest  period.  Blood  pressure 
index  determinations  were  tabulated  from  aver- 
ages of  three  separate  clinic  visit  readings. 

Patients  were  examined  at  one-  to  four-week 
intervals,  depending  upon  response  to  drug  ther- 
apy. Reserpine,  hydralazine,  and  chlorisanda- 
mine  were  given  either  singly  or  in  combination. 
Reserpine  was  used  to  initiate  therapy  in  all 
patients,  the  dosage  ranging  between  0.25  milli- 
gram and  1.0  milligram  per  day.  Lacking  ade- 
quate decline  of  the  blood  pressure,  hydralazine 
was  added,  beginning  with  10  milligrams  four 
times  a day  to  a maximum  of  100  milligrams  four 
times  daily.  Chlorisandamine  was  added  to  this 
regimen  when  indicated,  starting  with  as  little  as 
10  milligrams  and  reaching  as  high  as  300  milli- 
grams a day  in  a few  instances.  Initially,  this 
latter  drug  was  given  every  12  hours,  but  patients 
showed  a smoother  and  more  predictable  blood 
pressure  response  when  this  medication  was  ad- 
ministered three  times  daily,  at  eight  hour  inter- 
vals. Each  drug  was  increased  to  the  maximum 
mentioned  above  before  adding  the  next  more 
potent  hypotensive  agent. 

Three  patients  received  reserpine  alone;  24 
reserpine  and  hydralazine;  and  22,  reserpine,  hy- 
dralazine, and  chlorisandamine. 

RESULTS 

All  patients  improved  subjectively.  Seventy- 
three  per  cent  showed  an  average  decrease  in 
diastolic  pressure  of  10  mm.  of  Hg.  or  more.  The 
blood  pressure  in  the  other  27%  did  not  change 
appreciably.  The  interval  between  indices  was 


Table  II 

CHANGES  IN  SEVERITY  INDEX  SCORES  AFTER  12  MONTHS 
OF  HYPERTENSIVE  THERAPY 


Change  in 
Severity 
Index 
Score 

1 

—7 1—6 
1 
1 

—5 

—4 

—3 

—2 

— 1 

0 

+ 1 

+2 

+3 

+4 

+5 

+6 

+ 7 

Number 

of 

Patients 

1 

1|  1 

1 

5 

5 

7 

11 

5 

6 

3 

2 

0 

1 

1 

o 

0 

Improved 

40% 

No  Significant 
Change 
56% 

Worse 

4% 

approximately  12  months.  Table  II  tabulates  the 
change  in  the  index  rating  over  this  period  of 
time.  Rather  than  define  the  number  of  patients 
who  changed  from  one  hypertensive  classification 
to  another,  which  would  in  some  instances  re- 
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quire  a change  of  only  one  point  either  upward 
or  downward,  it  was  elected  to  categorize  those 
patients  whose  indices  increased  two  points,  de- 
creased two  points,  or  remained  the  same  as  es- 
sentially unchanged.  Twenty-seven  patients 
(56%)  fall  into  this  category.  Nineteen  patients 
(40%)  had  index  decreases  of  greater  than  two 
points,  and  were  considered  improved.  Two  pa- 
tients (4%)  became  worse,  with  index  increases 
of  four  and  five  points  each. 

One  patient  (CM)  with  chronic  renal  disease, 
an  initial  BUN  of  34,  and  a duodenal  ulcer  had  a 
massive  gastrointestinal  hemorrhage  after  having 
been  on  reserpine  and  hydralazine  for  16  months. 
Subtotal  gastrectomy  was  performed,  but  nitrog- 
enous retention  increased,  and  he  died  in  uremia 
four  months  after  the  operation.  Another  patient 
(CF)  on  reserpine,  hydralazine,  and  75  milligrams 
of  chlorisandamine,  daily,  developed  paralytic 
ileus  necessitating  operation,  and  recovered.  All 
other  patients  tolerated  the  drugs  well  except  for 
minor  side  effects,  which  tended  to  disappear  as 
therapy  was  continued.  No  lupus-like  syndrome 
occurred  in  those  patients  on  hydralazine,  nor 
was  reserpine-induced  depression  evident. 

As  would  be  expected,  little  change  occurred 
in  the  degree  of  fundal  sclerosis  in  this  relatively 
short  period  of  time. 

In  several  patients,  evidence  of  cardiac  failure 
disappeared,  and  the  necessity  for  mercurial 
diuretic  injections  diminished.  One  white  male 
who  had  been  in  severe  heart  failure  was  able 
to  return  to  his  usual  work  as  a painter. 

SUMMARY  AND  CONCLUSIONS 

Forty-eight  patients  were  treated  on  an  out- 
patient basis  for  12  to  24  months  with  combina- 
tions of  reserpine,  hydralazine,  and  chlorisanda- 
mine. 

All  were  symptomatically  improved  regardless 
of  blood  pressure  response. 

In  73%  of  the  patients  the  decrease  in  diastolic 
blood  pressure  was  greater  than  10  millimeters 
of  mercury. 

In  40%  of  the  patients  there  occurred  a signifi- 
cant decrease  in  the  hypertensive  severity  index. 

Four  per  cent  (2  patients)  showed  progression 
of  their  vascular  disease  as  reflected  by  an  ap- 
preciable increase  in  the  severity  index. 

Smoother  control  was  achieved  by  giving 
chlorisandamine  on  an  eight-hourly  interval  dos- 
age schedule. 

All  drugs  were  well  tolerated  as  used  in  this 
study. 

In  the  long-term  therapy  of  hypertension,  pe- 
riodic determinations  of  the  severity  index  may 
prove  of  greater  value  than  blood  pressure  re- 
sponse alone  in  the  appraisal  of  the  results  of 
therapy. 
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CURRENTS  TRENDS  AND  PROBLEMS  IN  MEDICAL 
MALPRACTICE  LITIGATION 

HORACE  E.  TURNER,  M.  D. 

Chicago 


A.  REASONS  FOR  INCREASE  IN  SUCH  CASES 

In  view  of  the  recent  increased  volume  of  liti- 
gation arising  in  this  field,  many  physicians  and 
surgeons  are  under  the  impression  that  courts 
and  lawyers  have  suddenly  decided  to  act  in 
concert  against  them  by  broadening  concepts  of 
liability  on  their  part  to  their  patients.  Lawyers 
assure  us,  however,  that  as  potential  defendants 
we  are  not  unique  in  this  situation,  and  they 
tell  us  that  law  books  for  the  past  decade  are  full 
of  examples,  at  least  where  personal  injury  suits 
are  concerned,  where  the  courts  have  expanded 
concepts  of  liability  and  have  stripped  defendants 
of  many  previously  considered  well  established 
defenses.  For  example,  charitable  institutions, 
including  hospitals,  have  been  stripped  by  many 
state  courts  of  former  immunity  that  they  had 
to  tort  claims. 

An  employer  of  a longshoreman  who  thought 
that  he  was  protected  by  the  purchase  of  insurance 
to  cover  his  limited  liability  under  the  federal 
Longshoremen’s  and  Harbor  Workers’  Act  sud- 
denly found  himself  on  a new  rung  established 
in  the  legal  merry-go-round  whereby  his  em- 
ployee sued  a third  party  vessel  owner  for  full 
damages  at  common  law  and  the  vessel  owner 
then  sought  indemnity  in  full  against  the  long- 
shoreman’s employer.  Other  employers  who 
think  that  they  are  protected  by  the  limited  lia- 
bility established  by  state  workmen’s  compensa- 
tion laws  have  suddenly  found  themselves  exposed 
to  full  liability  by  way  of  indemnity  to  third 
parties  against  whom  recovery  has  been  had  under 
a scaffolding  act,  so  it  is  apparent  that  physicians 
and  surgeons  are  not  the  only  claims  of  defend- 
ants being  “picked  upon”  by  the  courts  today. 

However,  there  are  many  things  that  physicians 
and  surgeons  can  do  to  offset  this  trend  of  liti- 
gation against  them.  They  must  recognize  that 
attorneys  who  are  representing  injured  persons 
are  highly  trained  in  a highly  specialized  field. 
They  have  organized  into  an  organization  called 
the  “National  Association  of  Claimants’  Compen- 
sation Attorneys,”  more  commonly  known  as 
NACCA.  They  hold  seminars  at  regional  meet- 
ings throughout  the  country  where  they  draw 
audiences  of  as  many  as  a thousand  attorneys. 
One  of  the  original  founders  of  this  organization 
was  recently  scheduled  to  address  such  a seminar 
in  Indianapolis.  The  crowd  that  showed  up  for 
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the  meeting  made  it  necessary  to  transfer  the 
place  of  the  meeting  to  the  grand  ballroom  of 
the  hotel,  and  even  then  local  fire  regulations  re- 
quired the  closing  of  the  doors  to  keep  out  the 
overflow  crowd.  The  subject  matter  of  the  dis- 
cussion was  malpractice  litigation  and  the  speaker 
strongly  advocated  that  one  of  the  requirements 
of  the  state  bar  examinations  should  be  the  in- 
clusion of  medical  questions  so  that  the  success- 
ful applicant  would  be  deemed  capable  to  meet 
a physician  or  surgeon  on  equal  terms  when  he 
undertakes  cross-examination  of  a defendant  in  a 
malpractice  suit. 

A further  factor  that  we  are  dealing  with  is 
an  extremely  claims-conscious  public.  Our  daily 
newspapers  publicize  high  jury  awards.  Time 
magazine,  in  a recent  article,  quoted  an  attorney, 
who  had  won  a $650,000  award  for  an  injured 
person,  as  saying  that  this  recognized  “the  true 
value  of  man.”  Life  magazine  recently  had  a 
several  page  spread  on  the  “King  of  Torts”  who 
has  been  the  principal  advocate  of  the  “adequate 
award.” 

Physicians  and  surgeons  must  recognize  that 
in  an  age  of  specialization  they  no  longer  have 
the  direct  personal  contact  of  the  family  physician 
and  his  patient.  The  public  today  believes  in 
and  expects  miracles,  and  the  failure  to  perform 
such  results  can  lead  to  litigation.  A patient 
often  shops  around  for  medical  care.  It  has  been 
found,  time  and  time  again,  that  the  seed  for  the 
filing  of  a lawsuit  has  often  been  the  loose  talk 
of  a physician  who  examines  a patient  after  he 
has  been  treated  by  someone  else,  and  more  often 
than  not  such  loose  talk  was  wholly  unjustified 
and  would  not  have  been  made  had  the  second 
physician  known  all  of  the  facts  concerning  the 
prior  treatment  and  not  just  those  given  by  the 
patient  alone. 

Nor  do  the  facts  bear  out  the  charge  made 
against  physicians  and  surgeons  that  there  is  a 
so-called  “conspiracy  of  silence”  whenever  a claim 
is  presented  against  one  of  them.  They  are  the 
first  to  know  when  a mistake  has  been  made 
and  are  the  first  to  recognize  when  just  compen- 
sation should  be  paid.  Such  claims  are  quickly 
and  adequately  compensated.  The  so-called  con- 
spiracy of  silence  arises  in  those  cases  where  the 
facts  definitely  show  that  there  was  no  malprac- 
tice involved.  In  the  face  of  the  facts  in  such 
cases,  of  course,  the  claimant  is  unable  to  obtain 
expert  medical  testimony  to  support  charges  of 
malpractice.  Nevertheless,  this  charge  of  con- 
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spiracy  has  been  made  so  widely  that  it  has  even 
received  recognition  in  judicial  opinions — opin- 
ions that  have  tended  to  whittle  away  the  re- 
quirement of  expert  testimony  in  a malpractice 
suit  before  an  award  for  damages  can  be  ef- 
fected by  a plaintiff. 

B.  EXPANDED  LEGAL  BASES  FOR  LIABILITY  IN  MAL- 
PRACTICE SUITS 

The  courts  in  many  jurisdictions  now  hold  that 
expert  testimony  is  no  longer  required  where  the 
physician  uses  some  mechanical  instrumentalities 
in  the  treatment  rendered  which  results  in  an  in- 
jury. The  so-called  res  ipsa  loquitur  doctrine — 
the  thing  (the  injury)  speaks  for  itself  doctrine — 
has  been  applied  by  the  courts  where  x-ray  has 
been  used  in  the  treatment  of  patients.  Of  course, 
if  an  x-ray  machine  is  used  for  the  taking  of 
diagnostic  films  only  and  because  of  some  me- 
chanical defect  in  the  apparatus  the  patient  suf- 
fers an  x-ray  burn,  the  court  is  justified  in  in- 
voking that  doctrine  and  placing  the  burden  on 
the  defendant  physician  to  explain  that  the  burn 
resulted  without  fault  on  his  part.  However,  to 
invoke  the  doctrine  where  x-ray  is  used  in 
therapy  where  a physician  must  exercise  his 
professional  judgment  as  to  the  amount  of  ex- 
posure, etc.,  then  certainly  the  doctrine  is  utilized 
by  the  courts  far  beyond  its  intended  purposes, 
for  the  lay  jury  is  certainly  not  in  a position  to 
pass  on  the  exercise  of  such  judgment  without 
the  help  of  expert  testimony.  Instead,  the  court 
should  require  expert  witness  testimony  that 
such  exercise  of  professional  judgment  was  im- 
proper under  the  circumstances.  Yet  many  courts 
fail  to  make  this  distinction. 

Another  basis  for  expanding  liability  on  the 
part  of  physicians  and  surgeons  is  to  charge  them 
with  responsibility  for  the  acts  of  nurses,  in- 
terns, and  other  personnel  who  may  be  assisting 
them  under  the  so-called  loaned-servant  doctrine. 
In  the  jurisdiction  where  I come  from  the  Illinois 
courts  have  held  that  a surgeon  could  rely  upon 
a sponge  count  of  a trained  surgical  nurse  who 
was  assigned  by  the  hospital  to  assist  him,  and 
that  he,  therefore,  was  not  responsible  to  a patient 
where  there  was  a failure  to  remove  a sponge 
after  an  operation.  In  the  jurisdiction  directly 
east  of  us  the  courts  of  Indiana  have  held  a sur- 
geon responsible  for  the  acts  of  anyone  assisting 
him  in  the  course  of  surgery.  In  the  state  to  the 
west  of  us  the  Iowa  courts  have  even  gone  further 
by  following  a California  precedent  that  where 
injury  occurs  to  a patient  who  is  under  anesthesia 
the  doctrine  of  res  ipsa  loquitur  is  invoked,  and 
this  raises  a presumption  that  the  injury  was 
due  to  negligence  on  the  part  of  the  physician  or 
surgeon  who  must  then  undertake  the  burden  of 
overcoming  that  presumption.  In  other  words, 


you  are  no  longer  deemed  innocent  until  proved 
guilty,  but  you  are  deemed  guilty  until  you  prove 
yourself  innocent. 

The  courts  have  also  whittled  away  at  the  ex- 
pert testimony  requirement  by  developing  con- 
cepts that  there  are  certain  phases  of  medical 
treatment  that  a layman  sitting  as  a juror  can 
judge  without  the  assistance  of  expert  testimony. 
One  of  the  most  prevalent  of  these  concepts  is 
the  theory  of  abandonment  of  a patient.  Under 
this  concept,  if  a patient  claims  that  a physician 
or  surgeon  fails  to  respond  to  a house  call  or  who 
fails  to  make  sufficient  visits  to  the  patient,  the 
layman  jury  can  pass  on  this  charge  of  neglect 
without  the  assistance  of  medical  expert  testi- 
mony. 

C.  RECOMMENDATIONS  AS  TO  WHAT  CAN  BE  DONE  TO 
OFFSET  THESE  TRENDS 

One  of  the  most  important  weapons  in  meeting 
baseless  and  unfounded  charges  against  physicians 
and  surgeons  is  an  adequate  and  complete  sys- 
tem of  records.  In  a recent  case  that  was  tried 
for  three  weeks  before  a jury  the  resulting  not 
guilty  verdict  in  favor  of  the  orthopedic  surgeon 
was  based  principally  on  adequate  records  kept 
both  by  the  hospital  where  the  surgery  had  taken 
place  and  by  the  office  records  of  the  surgeon. 
The  suit  was  based  on  the  charge  that  in  the 
treatment  of  a complete  fracture  of  the  neck  of 
the  right  femur  the  surgeon  had  permitted  the 
patient  to  leave  the  hospital  with  a draining 
sinus  at  the  site  of  the  surgery;  that  he  thereafter 
failed  to  respond  to  house  calls  as  the  drainage 
increased;  and  that  on  further  hospitalization  he 
failed  to  order  laboratory  tests  that  would  have 
disclosed  the  nature  of  the  organism  that  alleged- 
ly caused  an  infection  that  ultimately  resulted  in 
necrosis  of  the  head  of  the  femur.  Even  in  this 
case  the  records  were  just  adequate  enough  so 
that  they  did  disclose  that  laboratory  tests  were 
ordered.  However,  it  was  the  practice  of  the 
hospital  that  in  the  event  that  the  findings  of  the 
laboratory  were  negative,  then  no  report  would 
be  made.  The  simple  written  report  of  negative 
findings  would  have  obviated  the  necessity  of  pro- 
ducing the  pathologist  at  the  trial  to  testify  that 
his  analysis  resulted  in  negative  findings.  Of 
course,  the  plaintiff’s  attorney  argued  to  the  jury 
that  such  procedures  were  incredible  and  should 
not  be  believed.  Fortunately,  the  pathologist  did 
make  a record  of  subsequent  tests  following  the 
removal  of  the  necrotic  head  and  these  tests 
showed  that  the  necrosis  was  aseptic.  This  ortho- 
pedic surgeon  was  fortunate  in  having  an  office 
card  record  that  refuted  completely  the  testimony 
of  the  patient  and  his  wife  that  he  made  no  house 
calls  in  the  time  between  the  two  hospital  periods. 

One  thing  that  should  be  avoided  in  the  keep- 
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ing  of  records  is  that  of  stating  unwarranted  con- 
clusions rather  than  specific  facts.  Very  often 
nurses  and  interns  are  likely  to  put  in  records 
conclusions  wholly  unwarranted  by  the  facts,  and 
physicians  and  surgeons  should  be  very  careful  in 
reviewing  all  records  that  are  made  relative  to 
their  patients. 

Sometimes  good  plain  talk  is  required  with 
physicians  and  surgeons.  Many  malpractice  cases 
find  their  seed  in  antagonism  that  a patient  builds 
up  due  to  bedside  mannerisms.  No  matter  what 
the  pressure  of  time  may  be,  a few  words  of  en- 
couragement and  explanation  rather  than  gruff 
criticism  of  a patient’s  complaints  can  do  much 
to  build  up  confidence  and  to  cement  good  patient- 
physician  relationships. 

One  very  fertile  field  for  producing  actual  mal- 
practice suits  are  bill  collection  procedures.  Very 
often  a suit  by  a collection  agency  for  the  phy- 
sician or  surgeon’s  fees  will  result  in  a counter- 
claim for  malpractice.  Where  the  physician  or 
surgeon  is  aware  of  the  fact  that  a patient  is  not 
satisfied  with  the  result,  or  has  complaints  about 
the  size  of  the  fee  charged,  he  should  make  every 
effort  to  work  out  this  difference  on  an  amicable 
basis  before  resorting  to  litigation.  One  of  the 
hazards  of  such  litigation  was  most  strikingly 
made  apparent  in  a case  arising  in  our  jurisdic- 
tion. A surgeon  had  performed  a myelogram. 
Subsequently  the  patient  complained  of  pain  in 
her  back  and  of  trouble  with  her  lower  extremi- 
ties. The  surgeon  referred  her  to  her  family 
physician  and  her  family  physician  referred  her 
back  to  the  surgeon,  and  frequent  telephone  calls 
for  help  produced  the  same  results.  The  surgeon 
ultimately  turned  over  his  bill  for  collection  to 
an  agency  who  retained  a collection  attorney,  who 
proceeded  to  file  a suit  before  a justice  of  the 
peace.  The  collection  attorney  requested  the 
physician  to  appear  before  the  justice  of  the  peace 
to  prove  the  reasonableness  of  the  fee  charged. 
The  hearing  was  set  for  a Saturday  afternoon. 
The  defendant-patient  appeared  with  an  experi- 
enced attorney  well  versed  in  the  medicolegal 
field.  The  collection  attorney  knew  little  or 
nothing  about  this  particular  field,  and  the  justice 
of  the  peace  was  not  even  a lawyer.  The  attorney 
for  the  patient,  therefore,  had  what  was  actually 
a free  ride  to  cross  examine  the  surgeon  for  two 
full  hours,  and  every  word  of  the  testimony  was 
taken  and  transcribed  by  a court  reporter.  Sub- 
sequently, a malpractice  suit  was  filed.  The  at- 
torneys representing  the  malpractice  insurers 
were  not  advised  about  the  prior  collection  pro- 
ceeding until  the  case  was  reached  for  trial  and 
after  the  trial  attorney  representing  the  surgeon 
had  made  his  opening  statement  as  to  what  he 
expected  to  prove  on  behalf  of  the  surgeon.  The 


patient’s  attorney  then  privately  disclosed  to  the 
attorney  for  the  surgeon  that  his  opening  state- 
ment would  be  impeached  in  fourteen  different 
ways  by  the  testimony  given  by  the  surgeon  him- 
self in  the  collection  suit.  Needless  to  say,  that 
case  was  settled  before  the  noon  recess  was  com- 
pleted, but  the  settlement,  in  view  of  the  severe 
injuries  involved,  more  than  exhausted  the  in- 
surance under  which  the  claim  was  being  defend- 
ed and  a further  additional  contribution  on  behalf 
of  the  surgeon  had  to  be  made. 

One  cannot  overstress  the  need  for  complete 
cooperation  between  the  physician  and  surgeon 
with  his  malpractice  insurers.  Most  insurance 
policies  require  immediate  written  notice  to  the 
insurer  of  any  incident  that  is  likely  to  result 
in  a claim.  Waiting  until  suit  is  actually  filed 
can  very  well  result  in  the  insurer  denying  lia- 
bility to  the  physician  or  surgeon  for  the  claim 
because  of  the  delayed  notice.  Early  notice  by 
the  physician  or  surgeon  to  the  insurer  will  re- 
sult in  an  immediate  investigation  while  all  of 
the  witnesses  are  still  readily  available  and  all 
of  the  facts  can  be  developed.  If  no  notice  is 
given  until  several  months  elapse,  important  wit- 
nesses, such  as  residents  and  interns,  may  no 
longer  be  in  the  vicinity  or  even  in  the  country, 
and  important  gaps  in  the  evidence  will  develop. 
Furthermore,  early  contact  by  the  insurer  with 
the  patient  or  the  patient’s  attorney  may  result 
in  a disposition  of  the  claim  on  a nominal  basis 
which  will  avoid  costly  litigation. 

If  litigation  does  develop,  the  physician  or  sur- 
geon should  insist  upon  a full  understanding  of 
the  medical  aspects  of  the  litigation  on  the  part 
of  the  trial  attorney  who  will  defend  him  in  the 

suit.  The  physician  or  surgeon  and  the  attorney 
should  review  jointly  each  and  every  record 
available.  Important  witnesses  should  be  inter- 
viewed by  them  jointly.  Different  lines  of  testi- 
mony should  be  developed  in  anticipation  of  the 
evidence  that  may  be  produced  on  behalf  of  the 
patient.  Current  medical  literature  on  the  sub- 
ject matter  involved  should  be  read  and  dis- 
cussed by  the  physician  or  surgeon  and  the  at- 
torney jointly.  Questions  for  cross-examination 
of  adverse  medical  experts  should  be  worked  out 
well  in  advance  of  the  trial  date.  And,  finally, 
the  physician  or  surgeon  should  be  prepared  to 
be  present  at  every  minute  or  second  of  the  trial 
no  matter  the  length  of  its  duration.  When  the 
chips  are  down  in  malpractice  litigation,  as  any- 
where else,  adequate  preparation  is  the  only  de- 
fense available  to  the  physician  or  surgeon. 

14  E.  Jackson  Boulevard 
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CONTAMINATION  OF  SCHOOL  WATER  SUPPLY 
WITH  SLUDGE  FROM  THE  SEPTIC  TANK 

THE  CENTER  POINT,  ALABAMA,  INCIDENT 

GEORGE  A.  DENISON,  M.  D. 

Birmingham,  Alabama 


Sewage  contamination  of  the  water  supply  of 
schools  or  other  institutions  served  by  septic  tanks 
is  of  infrequent  occurrence,  but  the  hazard  is  po- 
tentially present  and  actual  contamination  may 
take  place  when  maintenance  crews  cleaning  such 
tanks  are  not  alert  to  the  dangers  involved.  Just 
such  an  episode  occurred  at  a Jefferson  County 
school  in  the  fall  of  1958. 

Center  Point,  located  on  a principal  highway 
two  miles  to  the  east  of  Birmingham,  is  a rapidly 
growing,  unincorporated  community  of  approxi- 
mately 7,000  people  in  the  middle  income  group. 
The  water  supply  is  from  deep  wells  operated  by 
a small  independent  utility,  and  sewage  disposal 
is  by  septic  tanks.  The  Center  Point  community 
has  one  grammar  school  with  an  enrolment  of 
494  pupils,  age  6-14,  and  a kindergarten  with  an 
enrolment  of  30,  located  in  the  basement  of  a 
church  across  the  street  from  the  school. 

At  9:30  on  the  morning  of  Thursday,  November 
13,  1958,  the  lunchroom  personnel  at  Center  Point 
School  had  completed  most  of  its  preparations 
for  lunch.  After  a belated  decision  to  prepare 
additional  spaghetti,  a pitcher  of  water  was  drawn 
from  the  tap.  The  water  was  observed  to  be 
brown  in  color  and  of  strong  odor,  and  was  not 
used. 

Within  the  hour  the  school  maintenance  crew, 
which  had  been  busy  cleaning  out  the  septic  tank, 
had  returned  from  dumping  the  first  tank  truck 
load  of  sewage,  and  found  much  excitement  about 
the  taste  and  odor  of  the  school  water.  Upon  being 
notified  by  the  school  Principal,  the  operator  of 
the  public  water  supply  system  began  his  inspec- 
tion by  momentarily  drinking  from  a fountain, 
until  the  odor  and  taste  of  the  water  became  evi- 
dent. 

In  looking  around  for  the  source  of  the  trouble, 
the  operator  quickly  noted  the  school  maintenance 
crew  with  centrifugal  pump  and  tank  truck  empty- 
ing the  septic  tank.  He  jokingly  said,  in  effect: 
“You  fellows  have  been  pumping  sewage  into  my 
water  supply.”  On  closer  inspection  he  saw  a 
direct  hose  connection  from  a water  spigot  to  the 
centrifugal  pump,  and  in  astonishment  remarked, 
“My  God!  You  really  have!” 

About  1:00  P.  M.,  the  Bureau  of  Sanitation,  Jef- 
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ferson  County  Health  Department,  was  notified 
by  the  Director  of  Maintenance  for  the  County 
Board  of  Education  that  there  was  sewage  pol- 
lution of  the  Center  Point  School  water  supply. 
The  Director  and  his  assistant  doubted  the  ac- 
curacy of  the  report,  but  drove  immediately  to 
the  school  arriving  about  2:00  P.  M.  Upon  enter- 
ing the  first  classroom  they  were  informed  by 
the  teacher  that  an  “all-clear  signal”  had  been 
given,  and  the  children  were  then  in  process  of 
drinking  from  water  fountains.  This  was  quickly 
stopped  through  the  Principal,  who  ordered,  over 
the  communication  system,  that  the  water,  which 
still  had  a strong  odor  of  sewage,  not  be  drunk. 
The  supply  was  cut  off  at  the  meter. 

At  this  point  the  Health  Officer  was  called  and 
through  the  engineers  and  the  school  Principal 
a quick  program  was  outlined  for  notification  of 
parents  of  what  had  happened  and  what  immuni- 
zation procedures  were  necessary.  School  was 
about  to  adjourn  for  the  day,  and  it  was  felt  that 
immunizations  should  start  the  following  day 
(Friday) , otherwise  there  would  be  a delay  until 
Monday.  Notices  to  parents  were  written  on  the 
black  boards  of  each  class  room  and  were  copied 
by  pupils  (with  help  from  teachers).  These 
notices  also  served  as  consent  slips  when  signed 
by  the  parents  and  returned  by  the  pupil. 

By  mid-afternoon  releases  were  made  to  the 
press,  radio  and  TV  over  the  signatures  of  the 
Health  Officer  and  County  Superintendent  of 
Education.  All  subsequent  releases  to  the  press 
and  notices  to  parents  were  jointly  signed.  All 
notices  to  physicians  and  to  hospitals  were  signed 
only  by  the  Health  Officer.  On  the  day  following 
the  incident  (November  14),  the  following  notice 
was  sent  by  first  class  mail  to  physicians  and  hos- 
pital administrators  in  the  eastern  section  of  Bir- 
mingham and  the  County. 

1)  On  Thursday,  November  13th,  the  water 
supply  of  Center  Point  School  was  grossly  pol- 
luted with  sewage  by  a cross-connection  created 
while  emptying  the  septic  tank.  School  enrol- 
ment is  494. 

2)  Administration  of  typhoid  vaccine  and  polio 
vaccine  to  pupils  and  to  all  members  of  the  im- 
mediate family  or  household  is  recommended  re- 
gardless of  previous  immunization.  Vaccine  for 
that  purpose  will  be  furnished  by  the  health  de- 
partment. 

3)  Among  the  possibilities  are  epidemics  of 
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dysentery,  typhoid  fever,  poliomyelitis,  and  asep- 
tic (virus)  meningitis. 

4)  Typhoid  vaccine  and  polio  vaccine  are  being 
given  at  the  school  today. 

5)  Please  notify  this  office  promptly  of  any 
illness  of  Center  Point  pupils  that  comes  to  your 
attention.  Early  hospitalization  of  communicable 
disease  cases  is  desired. 

6)  Paired  blood  specimens  (early  and  convales- 
cent) should  be  collected  for  diagnostic  aid  of 
viral  disease. 

On  November  20th,  one  week  after  the  epi- 
sode, letters  were  sent  to  all  physicians  in  the 
County,  describing  the  incident  and  emphasizing 
the  need  for  prompt  reporting  of  infectious  disease, 
the  value  of  paired  blood  specimens,  and  ap- 
propriate bacteriologic  examinations.  Informa- 
tion of  the  Health  Department  program  was 
quoted  as  follows: 

“(1).  On  Friday,  November  14th,  the  day  fol- 
lowing the  episode,  typhoid  and  polio  vaccines 
were  given  to  school  children  and  their  household 
contacts.  (2).  On  Wednesday,  November  19th, 
gamma  globulin  was  given  to  pupils  and  teachers. 
(3).  On  Friday,  November  21st,  a second  injec- 
tion of  typhoid  vaccine  will  be  given  at  the  school, 
and  (4),  on  Wednesday,  November  26th,  the  third 
dose  of  typhoid  vaccine  will  be  given.  This  con- 
stitutes the  available  immunization  procedures  for 
children,  parents,  and  teachers.” 

IMMUNIZATIONS 

On  Friday,  the  day  following  the  incident,  classes 
were  held  long  enough  to  complete  the  immuni- 
zation program.  The  school  water  supply  was 
not  used.  To  avoid  delay,  typhoid  vaccine  and 
poliomyelitis  vaccine  were  given  at  the  school  to 
children  and  teachers  and  their  familial  contacts 
without  inquiry  about  previous  immuniza- 
tion procedures.  Immunization  histories  were 
obtained  prior  to  subsequent  inoculations.  The 
same  procedure  was  followed  for  the  kindergarten 
children  across  the  street  for  three  or  more  days 
would  elapse  before  bacteriologic  water  exami- 
nations would  indicate  whether  that  water  supply 
had  also  been  contaminated.  Kindergarten  chil- 
dren and  their  household  contacts  were  not  in- 
cluded in  subsequent  inoculations  since  results 
of  laboratory  tests  indicated  contamination  of  the 
water  supply  was  limited  to  the  grammar  school 
building. 

The  numbers  given  inoculations  were  as  follows: 

Days  After  Typhoid  Polio  Gamma 

Date  Incident  Vac.  Vac.  Gl. 


Nov.  14 

1 

1,262 

1,089 

19 

6 

508 

21 

8 

1,132 

26 

13 

897 

*1.0  cc. 

children.  2.0 

cc.  adults. 

THE  CROSS-CONNECTION 

The  pumping  equipment  used  to  empty  the  sep- 
tic tank  was  purchased  by  the  Jefferson  County 
Board  of  Education  from  war  surplus  supplies. 
This  equipment  had  been  utilized  by  the  school 
maintenance  personnel  over  a long  period  of 
time  without  difficulty.  On  this  particular  occasion 
the  person  who  customarily  operated  the  equip- 
ment was  sick  and  the  responsibility  fell  on  some- 
one unfamiliar  with  the  mechanical  details  of  the 
pumping  system. 

Contamination  of  the  school  water  supply  dis- 
tribution system  was  caused  by  the  reverse  flow 
of  sewage  from  the  septic  tank  through  the  pump- 
ing equipment  and  into  the  school  water  lines 
through  a plastic  water  hose  connecting  the  school 
water  lines  to  the  pump  and  motor. 


The  mechanical  structure  of  the  gasoline  motor 
used  to  propel  the  pump  impellers  required  the 
circulation  of  water  through  water  jackets  in  the 
motor  for  cooling  purposes.  This  water  was  sup- 
plied by  attaching  one  end  of  a plastic  hose  to  a 
water  faucet  in  the  school  boiler  room  and  the 
other  end  to  a pipe  on  the  pumping  equipment. 
As  noted  in  Figure  1,  water  from  the  public  sup- 
ply to  the  pumping  equipment  served  a dual  pur- 
pose: (1)  priming  of  pump  on  beginning  of  oper- 
ations of  pumping;  (2)  cooling  water  for  the 
gasoline  engine.  This  system  provides  two  ways 
by  which  the  cross-connection  of  the  school  water 
supply  with  the  pumping  equipment  could  con- 
taminate the  school  supply.  These  were:  (1)  the 
connection  from  spigot  to  pumping  chamber 
through  the  piping  used  for  priming  purposes. 
(2).  The  connection  from  spigot  through  the 
water  cooling  jackets  in  the  motor  and  to  the 
exhaust  side  of  the  pump. 

In  the  ordinary  operation  of  this  equipment 
the  pump  was  primed  by  opening  a valve  on  the 
piping  system  until  pump  was  primed  then  the 
valve  was  closed  immediately  in  an  effort  to  pre- 
vent any  backflow  of  sewage  into  the  potable 
water  system.  The  flow  of  water  under  pressure 


200 


J.  M.  A,  ALABAMA 


CONTAMINATION  OF  SCHOOL  WATER  SUPPLY 


of  the  school  system  was  permitted  to  circulate 
through  the  cooling  system  and  into  the  discharge 
side  of  the  pump. 

On  this  occasion,  after  priming  the  pump,  the 
operator  failed  to  close  the  valve  used  for  priming 
purposes.  As  a result,  the  pump  was  forcing  sew- 
age from  the  septic  tank  simultaneously  into  the 
water  system  and  truck  sludge  tank.  The  normal 
use  of  water  in  the  school  caused  low  pressure 
on  the  boiler  room  water  line  which  set  up  a 
back  flow  of  sewage  into  the  school  system.  As 
drinking  fountains,  lavatories,  water  closets,  and 
cafeteria  faucets  were  opened  the  sewage  con- 
tinued to  flow  into  these  lines. 

In  ordinary  operation  (with  priming  water 
valve  closed)  water  circulated  through  the  motor 
cooling  system  and  into  the  discharge  line  of  the 
pump.  Any  stoppage  of  the  discharge  hose  on 
the  pump  by  kinking  or  otherwise  would  reverse 
the  flow  of  potable  water  through  the  cooling  sys- 
tem of  the  motor  and  force  sewage  under  pres- 
sure into  lines  of  the  potable  water  supply. 

DECONTAMINATION  OF  THE  SCHOOL  WATER  SUPPLY 

As  soon  as  the  engineers  were  aware  that  the 
water  in  the  school  was  contaminated,  the  sup- 
ply was  cut  off  at  the  meter.  To  determine  whether 
contamination  had  extended  into  the  main,  water 
samples  were  taken  from  outlets  both  proximal 
and  distal  to  the  school  water  line.  The  operator 
of  the  public  supply  was  instructed  to  step  up 
the  chlorine  dosage  to  the  fullest  extent  of  the 
equipment  for  the  remainder  of  the  day. 

All  spigots  and  drinking  fountain  outlets  at  the 
school  were  opened  to  full  capacity  and  the  dis- 
tribution system  thoroughly  flushed  for  one  hour. 
The  meter  was  removed  to  allow  placement  of  a 
chlorinator  which  was  turned  on  at  full  capacity 
with  all  outlets  “cracked”  just  enough  to  allow 
a trickle  of  water.  This  procedure  began  at  8:00 
P.  M.  on  Thursday,  the  day  of  the  incident,  and 
continued  until  8:  00  A.  M.  the  following  day.  The 
system  was  again  flushed  at  full  capacity  after 
which  bacteriologic  water  samples  were  collected. 
A long  section  of  pipe,  including  the  spigot  pre- 
viously connected  by  the  plastic  hose  to  the  cen- 
trifugal pump,  was  removed  to  determine  whether 
there  were  deposits  of  sewage  in  the  system.  None 
was  observed.  The  chlorinator  was  again  placed 
in  operation  with  all  outlets  “cracked.”  In  the 
afternoon  the  system  was  flushed  for  the  third 
time  and  a second  set  of  samples  taken.  The 
chlorinator  was  again  operated  at  full  capacity 
with  outlets  partly  opened  until  a very  strong 
odor  of  chlorine  was  evident  at  all  spigots,  drink- 
ing fountains,  toilets,  and  urinals.  Outlets  were 
then  tightly  closed  and  the  system  allowed  to 
remain  dormant  (from  Friday  afternoon)  until 


the  following  Monday  at  8:00  A.  M.  when  tests 
showed  no  residual  chlorine  present.  In  the  mean- 
while, results  from  the  first  samples  collected  indi- 
cated absence  of  contamination  and  school  was  al- 
lowed to  resume.  Another  set  of  6 samples  taken 
at  this  time  showed  bacterial  counts  of  less  than 
10,  gas  in  2 of  10  cc.  tubes  of  one  sample,  coli- 
aerogenes  absent. 

ABSENTEEISM 

Figure  2 shows  the  school  record  of  pupils 
absent  each  school  day  beginning  three  days  be- 
fore the  incident  and  extending  to  six  weeks 
after.  Up  until  December  5th  public  health  nurses 
checked  all  absentees  either  by  home  visit  or  by 
telephone.  After  December  5th  inquiry  was  made 
by  the  Principal  and  School  Secretary. 
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FIGURE  2 


There  were  six  cases  of  undetermined  etiology 
in  which  there  was  mild  diarrhea,  usually  ac- 
companied by  some  vomiting,  and  with  durations 
averaging  two  days.  Onsets  were  as  follows:  One 
on  the  second  day  following  the  incident;  three 
on  the  fourth,  one  on  the  fifth,  and  one  on  the 
sixth.  The  grouping  of  these  cases  within  the 
first  week  of  exposure  may  have  some  significance, 
although  the  number  of  such  cases  in  a grammar 
school  population  of  494  is  not  unusual.  Reasons 
given  for  absences  included:  colds,  ate  too  much, 

measles,  whooping  cough,  toothache,  allergy,  re- 
actions to  inoculations,  family  on  vacation.  On 
December  15th  fifty  pupils  were  absent  largely 
to  play  in  the  snow  or  because  of  colds  attributed 
to  playing  in  the  snow. 

No  cases  of  typhoid  fever,  dysentery,  infectious 
hepatitis,  poliomyelitis,  or  meningitis  had  been 
reported  from  the  Center  Point  area  by  physicians 
for  the  six  months  preceding  or  the  six  months 
following  the  incident.  None  of  these  diseases 
has  had  significant  prevalence  within  Jefferson 
County  in  recent  years  except  infectious  hepa- 
titis, of  which  there  were  74  cases  in  1958,  and  33 
for  the  first  quarter  of  1959. 
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DISCUSSION 

The  feeling  of  urgency  following  the  first  re- 
port of  this  incident  prompted  everyone  concerned 
to  organize  for  an  all-out-effort  to  minimize  what 
was  fully  expected  to  be  a catastrophe.  The  at- 
titude was  to  do  everything  possible  but  to  remain 
practical. 

There  was  no  loss  of  time  in  creating  good  com- 
munication. 

Physicians,  hospital  administrators,  members  of 
the  Health  Department  staff,  and  school  authori- 
ties were  promptly  notified  in  writing  of  what 
had  happened,  what  was  being  done  and  what 
was  to  follow.  All  statements  through  public  in- 
formation channels,  including  the  first,  were  over 
the  names  of  the  School  Superintendent  and 
Health  Officer.  Parents  were  told  the  importance 
of  prompt  immunization  procedures  but  were  not 
frightened  into  demanding  the  unnecessary  and 
unreasonable.  Much  of  this  is  credited  to  high 
quality  reporting  by  the  press,  radio,  and  TV. 

It  is,  perhaps,  fortunate  that  contamination  of 
the  water  supply  was  so  plainly  evident  as  to  dis- 
courage drinking.  Furthermore,  early  recognition 
also  prompted  immediate  institution  of  immuni- 
zation procedures.  It  is  interesting  to  note  that 
one  teacher  thought  the  bad  odor  of  the  water  was 
due  to  over-chlorination. 

The  school  PTA  regimented  the  children,  kept 
good  order,  and  maintained  records. 

Immunization  histories  obtained  after  the  first 
day’s  administration  of  vaccines  indicated  that  60 
per  cent  of  the  children  had  already  received 
three  doses  of  poliomyelitis  vaccine.  No  further 
inoculations  of  poliomyelitis  vaccine  were  given; 
897  children  and  parents  completed  the  series  of 
three  inoculations  of  typhoid  vaccine. 

The  value  of  administering  vaccines  after  ex- 
posure has  occurred  is  questioned  and,  although 
the  practice  is  quite  common,  the  usual  situation 
is  one  in  which  it  cannot  be  determined  who  has 
been  exposed  or  when  exposure  to  infection  might 
recur.  In  this  situation  exposure  was  limited 
to  pupils  and  teachers  at  school  on  a single  day. 
Vaccinations  were  intended  to  protect  against 
the  development  of  secondary  cases  among 
familial  contacts.  However,  it  would  have  been 
most  difficult  to  satisfy  parents  by  giving  vac- 
cines to  those  not  exposed  to  the  exclusion  of 
those  who  drank  contaminated  water.  Both  groups 
were  included. 

The  fact  that  clinical  cases  of  typhoid  fever  or 
poliomyelitis  did  not  occur  among  the  exposed 
would  seem  to  indicate  that  neither  typhoid  bacilli 
nor  poliomyelitis  viruses  were  present  in  the 
sewage-contaminated  water  in  infecting  dosage. 


Two  years  ago  a legislative  act  was  obtained 
requiring  operators  who  make  a business  of  clean- 
ing out  septic  tanks  to  have  a permit  from  the 
Health  Department.  This,  of  course,  involves 
approval  of  equipment  used.  No  thought  was 
given  to  the  need  of  extending  this  control  to 
governmental  agencies. 

One  side  effect  of  the  Center  Point  incident  was 
a vocal  and  organized  demand  on  the  part  of  PTA 
members  of  a school  in  the  general  area  of  Center 
Point  that  immunizations  be  given  to  the  school 
children  in  the  belief  that  their  school  water 
supply  was  contaminated.  There  was  undue  prev- 
alence of  respiratory  borne  disease  in  the  area, 
mostly  common  cold,  measles,  scarlet  fever,  and 
several  cases  of  infectious  hepatitis. 

SUMMARY 

Gross  contamination  of  a school  water  supply  oc- 
curred as  the  result  of  a cross-connection  between 
the  potable  supply  and  a septic  tank  through  a 
centrifugal  pump.  The  equipment  was  antiquated, 
and  the  operator  unfamiliar  with  its  use. 

Available  immunization  procedures  were  insti- 
tuted without  delay.  Good  communication  was 
maintained  with  co-operation  and  understanding 
at  all  levels.  Aside  from  six  very  mild  cases  of 
diarrhea  of  short  duration  and  undetermined 
etiology  no  outbreaks  of  disease  occurred. 

This  experience  serves  to  emphasize  the  car- 
dinal principle  that  a cross-connection  between  a 
potable  water  supply  and  any  sewage  disposal  sys- 
tem should  not  be  permitted  under  any  circum- 
stances, nor  should  any  hose  or  other  connections 
for  priming  or  flushing  sewage  appurtenances  be 
permitted. 

Regulations  governing  methods  and  equipment 
for  cleaning  out  septic  tanks  should  be  broad 
enough  to  include  governmental  and  non-profit 
agencies  as  well  as  commercial  operators. 


Health  levels  in  the  Western  world  are  at  an  all-time 
high,  Health  Information  Foundation  reports.  The 
average  life  expectancy  in  the  United  States,  England, 
France,  and  Sweden,  for  example,  is  now  about  70 
years — an  increase  of  20  years  since  1901. 

Western  countries  have  shown  remarkable  progress 
in  childbirth  safety  in  this  century.  The  maternal  death 
rate  is  now  only  4.1  per  10,000  live  births  in  the  United 
States,  compared  with  3.6  in  Sweden,  4.8  in  England, 
and  5.7  in  France. 

Deaths  from  communicable  diseases  have  dropped 
sharply  throughout  the  Western  world  in  recent  years. 
In  the  last  three  decades,  for  example,  tuberculosis  mor- 
tality has  declined  more  than  90  per  cent  in  the  United 
States,  England,  and  Sweden. 

Since  1900,  death  rates  have  been  more  than  cut  in 
half  in  four  Western  countries.  In  1900,  the  average 
mortality  rate  for  the  United  States,  England,  France, 
and  Sweden  was  17  per  1,000  population;  by  1958  the 
rate  had  dropped  to  just  over  7 per  1,000. 
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6,860  Students  Receive  M.  D.  Degrees  in  1958-59 — In 

its  annual  comprehensive  report  on  all  aspects  of  medical 
education,  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association  announced 
that  the  1958-59  graduating  class  receiving  the  M.D. 
degree  numbered  6,860,  only  one  less  than  in  1957-58. 

These  two  classes  were  the  largest  except  for  the 
1954-55  year  when  the  class  was  6,977.  The  increase  in 
that  term  was  occasioned  by  including  as  graduates  the 
50  students  completing  the  intern  year  then  required 
by  Stanford  University. 

According  to  the  council’s  report,  which  appeared 
in  the  November  14  issue  of  the  Journal  of  the  American 
Medical  Association,  43  medical  schools  had  decreases 
in  the  number  graduated  while  34  schools  experienced 
increases. 

Women  comprised  5.4  per  cent  of  the  graduating  class 
and  comprised  5.9  per  cent  of  the  Canadian  1958-59 
graduating  class. 

Much  of  the  council’s  report  dealt  with  educational 
opportunities  for  the  number  of  medical  students  con- 
sidered adequate  to  satisfy  medical  service  needs  in  a 
vastly  growing  population. 

“To  accomplish  this  task  and  at  the  same  time  main- 
tain high  standards  of  medical  education  represents  a 
challenge  at  least  as  important  as  any  problem  facing 
medicine  today,”  the  A.M.A.  report  said. 

The  council  indicated  a need  for  10,000  graduates  a 
year  from  medical  schools  in  the  United  States  by  1975. 

“The  fundamental  issue,”  the  report  said,  “does  not 
involve  the  question  of  which  of  various  studies  have 
resulted  in  the  most  accurate  estimate  of  the  need  for 
increased  numbers  of  medical  school  graduates.  The 
basic  and  urgent  concern  is  that  all  estimates  indicate 
a need  for  expansion  of  educational  facilities  in  medi- 
cine in  a brief  period  which  far  exceeds  any  expansion 
of  such  facilities  that  has  occurred  in  a similar  period 
during  modern  times.” 

The  council  offered  several  methods  which  could  be 
used  to  meet  the  need  for  expanded  educational  facili- 
ties in  medicine,  including  increased  capacity  of  existing 
medical  schools,  but  then  added: 

“Care  must  be  exercised  that  medical  schools  not  be 
induced  to  expand  beyond  their  capacity  to  maintain 
the  proportionately  increased  teaching  staff  necessary 
to  preserve  high  standards  of  education  and  research.” 

The  council  estimated  that  even  though  existing 
schools  are  expanded,  “it  appears  likely  that  at  least 
10  new  schools  with  an  average  graduating  class  of 
100  students  will  be  required”  to  meet  the  health  care 
needs  of  an  exploding  population. 

On  the  subject  of  medical  students  of  the  future,  the 
council  said  that  “medicine  is  finding  increased  compe- 
tition for  the  pool  of  top-ranking  students  because  it 
no  longer  occupies  the  unique  position  as  a profession 
which  it  held  in  the  past  and  shared  largely  only  with 
law  and  the  ministry.  The  professions  open  to  the  college 
graduate  are  now  much  broader,  and  they  provide  the 
prestige,  intellectual  satisfaction,  and  financial  rewards 
comparable  to  those  offered  by  medicine.” 

The  council  cautioned  that  “medicine  must  make  active 
efforts  to  inform  young  people  of  the  breadth  of  inter- 
ests and  challenges  it  offers  or  surely  it  will  suffer  a 
serious  loss  of  the  best  young  talent.” 


Hypnosis  Used  to  Treat  Chronic  Alcoholism — Hyp- 
nosis appears  to  be  useful  in  the  treatment  of  chronic 
alcoholism,  an  experimental  study  has  shown. 

Appearing  in  the  November  14  Journal  of  the  Ameri- 
can Medical  Association,  the  preliminary  report  cover- 
ing “a  relatively  small  group  of  patients”  was  made  by 
Dr.  Michael  M.  Miller  of  Howard  University  Medical 
School,  Washington,  D.  C. 

Under  hypnosis,  an  aversion  to  alcohol  is  created, 
so  that  “even  a slight  whiff  or  taste  of  alcoholic  bever- 
ages might  be  sufficient  to  evoke  a conditioned  aversion 
reaction,”  he  said.  Such  a patient  will  not  consume 
alcoholic  beverages  if  he  derives  no  pleasure  from  them 
and  actually  finds  that  the  smell,  taste,  and  sight  of 
alcohol  upset  him  physically  and  emotionally. 

Dr.  Miller  has  used  the  treatment  for  24  patients, 
whose  duration  of  alcoholism  ranged  from  three  to  34 
years.  The  average  number  of  treatments  was  two 
and  the  average  length  of  time  they  have  remained 
away  from  alcohol  has  been  six  months. 

Of  the  total,  only  three  have  relapsed  so  far.  Eight 
attend  Alcoholics  Anonymous  meetings  and  18  are  con- 
tinuing psychotherapy. 

“No  claims  are  being  made  for  this  treatment  as  a 
cure-all  for  alcoholism,”  Dr.  Miller  said.  “It  represents 
only  a procedure  for  attempting  to  control  drinking  so 
that  constructive  psychotherapeutic,  social  and  economic 
rehabilitative  steps  can  be  taken. 

“Alcoholism  is  symptomatic  of  deeper  underlying  dis- 
turbances of  the  personality,  and  there  are  probably 
as  many  diverse  causes  for  alcoholism  as  exist  for 
human  unhappiness.” 

He  noted  that  after  the  initial  treatment  about  half 
of  the  patients  tested  themselves  with  alcoholic  bever- 
ages and  all  developed  prompt  aversion  reactions  (nau- 
sea and  vomiting)  and  discontinued  further  attempts. 

If  the  patient  is  in  a poor  nutritional  state  or  in  need 
of  medical  care,  posthypnotic  suggestion  can  be  used 
to  facilitate  his  cooperation  in  remedial  measures,  the 
author  said. 

He  also  warned  that  the  patients  should  be  conditioned 
to  avoid  the  use  of  sedative  drugs  and  tranquilizers  as 
a substitute  for  the  alcohol.  Alcoholics  are  particularly 
apt  to  develop  dependency  on  habit-forming  sedative 
drugs,  since  they  are  generally  suffering  from  marked 
inner  anxieties  and  guilt. 

The  use  of  hypnosis  in  the  treatment  of  chronic  alco- 
holism offers  certain  advantages  over  the  use  of  drugs 
such  as  disulfiram  (Antabuse).  It  can  be  used  on  an 
outpatient  basis;  it  precludes  the  possible  harmful  ef- 
fects of  drugs;  it  can  establish  a reflex  aversion  much 
more  rapidly  and  effectively  without  causing  the  patient 
as  much  discomfort  and  dread  of  treatment. 

He  warned,  however,  that  the  treatment  must  be 
conducted  only  by  a psychotherapist  who  is  well  trained 
in  hypnosis.  “Hypnotherapy  is  a method  that  requires 
adequate  comprehension  of  the  dynamics  of  the  un- 
conscious mind,”  he  said.  “Much  harm  can  be  done 
by  its  misuse,  and  it  must  be  used  only  with  specific 
medical  indication,  never  indiscriminately.” 

NEXT  ANNUAL  SESSION 
MOBILE 

APRIL  21,  22,  23,  1960 
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FATAL  HEART  ATTACKS  MAY  BE  PREVENTED 

The  heart  muscle  of  animals  can  be  sensitized 
or  conditioned,  at  will,  to  destruction  by  a great 
many  agents.  It  can  also  be  desensitized  by  cer- 
tain chemicals  to  avoid  damage.  This  knowledge 
may  act  as  a future  guide  to  the  discovery  of  a 
chemical  method  of  preventing  fatal  heart  attacks 
in  humans. 

Writing  a guest  editorial  in  the  October  New 
Physician , journal  of  the  Student  American  Med- 
ical Association,  Dr.  Hans  Selye  said:  “The  fatal 
heart  accident  is  one  of  the  most  common  and 
dramatic  causes  of  death  in  man.  It  is  well  known 
from  clinical  experience  that  sudden  cardiac  death 
occurs  most  frequently  after  some  acute  exposure 
to  stress,  such  as  intense  muscular  effort  or 
nervous  excitement.” 

“However,”  Dr.  Selye  wrote,  “in  order  to  analyze 
the  mechanism  of  a disease,  it  is  essential  first 
to  reproduce  a simile  of  it  in  experimental  ani- 
mals so  that  potentially  dangerous  treatments 
may  be  tested.  This-  was  not  possible  as  regards 
the  fatal  heart  accident  because,  even  if  animals 
are  killed  by  stress,  they  die  from  reasons  other 
than  the  so-called  acute  cardiac  infarct  or  ne- 
crosis.” 

Recently,  however,  Dr.  Selye  and  his  colleagues 
at  the  Institut  de  Chirurgie  experimentales,  Uni- 
versite  de  Montreal,  Canada,  succeeded  in  clarify- 
ing the  conditions  under  which  stress  will  regu- 
larly produce  such  sudden  heart  accidents  in  ex- 
perimental animals.  It  has  been  found  that  rats, 
rabbits,  dogs  or  monkeys  pre-treated  with  certain 
hormones  and  electrolytic  salts  (sodium)  do  not 
develop  a heart  attack,  but  if  following  this  treat- 
ment the  animals  are  exposed  to  stress  (for  ex- 
ample, hot  or  cold  baths,  surgical  injuries,  forced 
muscular  exercise,  or  restraint)  they  regularly 
developed  acute  heart  accidents.  Using  this  as  a 
test,  it  was  possible  to  show  that  in  certain  animals 
potassium  chloride  and  magnesium  chloride  offer 
certain  protection  against  heart  accidents. 

Admitting  stress  is  hard  to  define,  Dr.  Selye 
calls  it  “the  consequence  of  the  rate  of  wear-and- 
tear  in  a biologic  system.”  During  the  last  20 
years  it  has  been  amply  demonstrated  that,  in 
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response  to  a variety  of  stresses  (trauma,  infec- 
tions, intoxication,  nervous  stimuli,  etc.),  the  body 
reacts  in  a rather  stereotyped  manner  by  the  se- 
cretion of  certain  hormones,  such  as  ACTH  and 
corticoids.  The  resulting  excess  in  these  “adap- 
tive hormones”  is  an  essentially  useful  defense 
reaction.  However,  under  certain  circumstances, 
it  can  become  the  cause  of  disease  or,  at  least, 
predispose  the  body  to  the  production  of  morbid 
changes. 

It  is  hoped  that  because  of  this  new-found  means 
of  preventing  heart  muscle  damage  due  to  stress 
in  animals  a chemical  method  of  preventing  heart 
attacks  in  man  may  soon  be  discovered. 


BABIES  LOVE  SALAD  OIL 

A New  Jersey  dermatologist  has  pointed  out 
that  many  baby  lotions  are  95  per  cent  water  and 
that  mothers  might  do  better  to  substitute  salad 
oils  or  shortenings. 

Writing  in  the  October  issue  of  GP  magazine, 
published  monthly  by  the  American  Academy  of 
General  Practice,  Dr.  Seymour  L.  Hanfling  specifi- 
cally listed  Wesson  oil,  Mazola  oil,  Spry,  Crisco 
and  Fluffo.  He  also  said  that  unless  the  weather 
is  hot,  babies  should  be  bathed  twice  a week,  not 
once  a day. 

Dr.  Hanfling,  chief  of  dermatology  at  East 
Orange  General  Hospital,  East  Orange,  N.  J.,  cor- 
rected eight  skin  care  fallacies. 

The  first  of  these  relates  to  detergents  vs.  soaps. 
It  is  not  true,  Dr.  Hanfling  contends,  that  de- 
tergents are  more  irritating  than  soaps.  The  prob- 
lem, he  points  out,  is  that  women  forget  that  de- 
tergents are  more  effective. 

“Women  must  learn  that  detergent  powders 
cannot  be  poured  into  the  sink  as  the  soap  powders 
were.  The  proof  of  this  is  that  a tiny  capful  of 
liquid  detergent  does  a sinkful  of  dishes  or  wash- 
ing,” Dr.  Hanfling  said. 

The  second  fallacy  is  that  hand-washed  diapers 
and  infant  clothes  are  safer  for  the  baby  than 
similar  items  that  have  been  machine-laundered. 

“Actually,  it  is  impossible  to  hand  wash,  and 
especially  hand  rinse,  any  group  of  items  as  well 
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as  our  automatic  washers  do.  If  special  safety 
is  desired,  the  clothes  may  be  run  twice  through 
the  machine  rinsing  cycle.  This  results  in  four 
thorough  rinses.” 

The  New  Jersey  dermatologist  also  termed  un- 
true statements  that  nongreasy  preparations  re- 
plenish lost  skin  oils. 

“.  . . the  greasy  preparations  do  nothing  about 
replenishing  the  lost  oils.  They  work  on  the 
principle  of  a chemical  glove  . . . which  protects 
the  skin  from  further  irritation  from  moisture, 
soap,  etc.  If  the  damage  is  not  too  far  advanced, 
the  accumulation  of  the  skin’s  natural  oils  be- 
neath this  protective  layer  will  return  the  skin 
to  normal.  The  silicone  products  are  examples  of 
this  type  of  hand  cream.” 

Dr.  Hanfling  said  that  all  greasy  creams  and 
lotions  are  not  of  equal  value.  He  pointed  out 
that  petroleum  preparations,  such  as  petrolatum 
and  mineral  oil,  “cannot  be  absorbed  and  there- 
fore cannot  possibly  nourish  the  skin.” 

Instead,  he  added,  petroleum  preparations  have 
a protective  function  similar  to  that  of  the  pro- 
tective creams. 

“The  lotions  contain  95  per  cent  water,  the  cold 
creams  somewhat  less.  Few  contain  animal  or 
vegetable  oils  that  can  be  absorbed  through  the 
skin;  as  an  example,  those  that  advertise  ‘contains 
lanolin’  may  contain  under  2 per  cent.  Actually, 
the  use  of  an  edible  fat  on  the  skin  results  in  some 
useful  replenishment  of  the  skin  oils.  Some  of 
the  best  are  hydrous  lanolin,  the  various  salad 
oils,  such  as  olive,  Wesson  or  Mazola,  and  the  solid 
hydrogenated  shortenings  such  as  Spry,  Crisco  or 
Fluffo.  The  availability  of  these  two  groups  makes 
them  among  my  favorites.  As  you  can  see,  a 
nongreasy  mixture  cannot  contain  oil,  and  it  is 
impossible  to  add  nourishment  to  the  skin  unless 
that  oil  is  absorbable.  The  lotions  are  less  ef- 
fective than  the  creams  since  they  contain  a larger 
percentage  of  water.  The  more  water  or  air  (as 
in  vanishing  cream)  the  faster  the  drying  but 
the  less  the  application  can  do  for  the  skin.” 

Dr.  Hanfling  stressed  that  rubber  gloves  don’t 
always  solve  hand  irritation  problems.  When  the 
gloves  are  worn  the  hands  perspire  profusely 
and  the  perspiration  is  irritating.  He  urged  that 
rubber  gloves  not  be  worn  for  more  than  10  or 
15  minutes  at  a time  and  recommended  that  thin 
cotton  gloves  be  worn  under  loose  rubber  gloves. 

Continuing,  the  doctor  said  that  babies  don’t 
need  daily  baths.  He  pointed  out  that  babies  and 
young  children  have  little  oil  secretion  and  never 
develop  “body  odor.”  Except  during  hot  weather, 
two  baths  a week  are  adequate.  Mothers  also 
should  not  encourage  “long,  fun-filled  baths.”  Pro- 


longed immersion  dries  the  skin  and  should  be 
discouraged. 

Finally,  Dr.  Hanfling  reminded  his  readers  that 
all  rashes  aren’t  caused  by  foods.  More  than  half 
of  the  infant  eczemas  are  probably  caused  by  irri- 
tations, not  by  foods. 


TEENAGE  VOLUNTEERS  IN  HOSPITALS 

The  maternity  floor,  operating  and  emergency 
rooms,  and  medical  records  should  be  off-limits 
to  teenage  volunteers  in  hospitals,  according  to 
a new  booklet  published  by  the  American  Hos- 
pital Association. 

“A  teenage  volunteer  program  should  be  con- 
sidered primarily  as  an  educational  procedure  and 
part  of  the  hospital’s  total  community  education 
program,”  states  The  Teenage  Volunteer  in  the 
Hospital,  a publication  approved  by  the  Board  of 
Trustees  of  the  Association.  “Concern  for  the 
patient,  legal  implications,  and  the  educational 
nature  of  the  program  are  the  prime  factors  to 
be  considered  in  establishing  standards.” 

“No  teenager  should  be  allowed  to  have  pro- 
longed or  sustained  patient  contact  or  fill  direct 
requests  from  patients,”  the  booklet  advises.  “Nor 
should  teenagers  be  assigned  to  any  hospital- 
directed  patient  service  outside  the  physical  con- 
fines of  the  institution  nor  to  any  task  which  in- 
volves handling  money.” 

As  service  areas  where  beginning  teenage  vol- 
unteers may  assist,  the  booklet  lists  the  central 
supply,  library,  coffee  shop,  linen  department, 
mail  room,  and  care  and  arrangement  of  flowers. 

The  publication  suggests  that  only  experienced 
young  volunteers  should  work  the  admitting  of- 
fice and  escort  service,  read  to  or  feed  patients, 
and  accompany  adult  volunteers  with  gift  carts 
and  deliveries  to  patients’  rooms. 

The  booklet  recommends  that  young  male  vol- 
unteers assist  in  running  mimeograph  or  ditto 
machines,  operating  movie  projectors,  and  labora- 
tory clean-up. 

Among  10  mandatory  restrictions  and  require- 
ments listed  are  the  consent  of  parents  before 
enrollment,  the  meeting  of  health  standards  be- 
fore acceptance,  and  nonparticipation  in  medica- 
tion and  treatment  of  patients. 

“Ideally,  teenage  volunteer  service  should  be 
limited  to  those  between  the  ages  of  16  and  18; 
but,  contingent  upon  the  duties  to  be  assigned 
and  the  supervision  available,  the  minimum  age 
requirement  may  be  lowered  to  14,”  the  booklet 
suggests.  \i  !‘| 

“A  firm  policy  on  the  minimum  age  require- 
ments for  teenage  volunteers  does  not  mean  to 
imply  that  hospitals  should  ignore  the  potential 
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of  children  below  the  age  of  14,”  it  states.  “There 
are  many  tasks,  beneficial  to  the  hospital,  which 
the  under-14’s  can  undertake  in  supervised  group 
activity  outside  the  hospital  walls,  such  as  band- 
age rolling  or  making  patients’  tray  favors.” 

“Viewed  as  an  educational  procedure,  hospital 
volunteer  service  can  provide  an  opportunity  for 
young  people  to  learn  the  moral  satisfaction  from 
constructive  service  to  a community  institution 
and  thus  develop  a sense  of  civic  responsibility 
which  will  benefit  the  community  and  the  hos- 
pital.” 

This  booklet  is  one  of  two  publications  on  vol- 
unteer service  mailed  to  the  7,500  institutional 
members  of  the  Association.  It  may  be  obtained 
from  the  American  Hospital  Association,  840  North 
Lake  Shore  Drive,  Chicago,  at  a price  of  65  cents 
per  copy.  The  other  publication,  The  Volunteer 
in  the  Hospital , is  available  at  $2.35  per  copy. 


NEW  ORLEANS  GRAD.  MED.  ASSEMBLY 

The  twenty-third  annual  meeting  of  The  New 
Orleans  Graduate  Medical  Assembly  will  be  held 
March  7,  8,  9 and  10,  1960,  headquarters  at  The 
Roosevelt  Hotel. 

Nineteen  outstanding  guest  speakers  will  par- 
ticipate and  their  presentations  will  be  of  interest 
to  both  specialists  and  general  practitioners.  The 
program  will  include  fifty-six  informative  dis- 
cussions on  many  topics  of  current  medical  inter- 
est, in  addition  to  clinicopathologic  conferences, 
symposia,  medical  motion  pictures,  round-table 
luncheons,  and  technical  exhibits. 

Following  the  meeting  in  New  Orleans,  arrange- 
ments have  been  made  for  a clinical  cruise  on  the 
M/S  Franca  “C”  to  the  West  Indies,  leaving  from 
Port  Everglades,  Florida,  on  Saturday,  March  12. 
The  itinerary  includes  visits  to  Puerto  Rico,  Virgin 
Islands,  Martinique,  Barbados,  Trinidad,  Curacao 
and  Haiti,  returning  to  Florida  on  Friday,  March 
25. 

Details  of  the  New  Orleans  meeting  and  the 
cruise  are  available  at  the  office  of  the  Assembly, 
Room  103,  1430  Tulane  Avenue,  New  Orleans  12. 


NEW  FELLOWS  OF  A.  C.  S. 

Approximately  1,015  surgeons  were  inducted  as 
new  Fellows  of  the  American  College  of  Surgeons 
in  cap-and-gown  ceremonies  closing  the  annual 
five-day  Clinical  Congress  of  the  world’s  largest 
organization  of  surgeons.  The  A.  C.  S.,  founded 
in  1913  to  establish  standards  of  competency  and 
character  for  specialists  in  surgery,  has  grown 
in  46  years’  time  from  a founding  group  of  450 
to  a total  membership  of  more  than  23,250. 


Fellowship,  entitling  the  recipient  to  the  desig- 
nation, “F.  A.  C.  S.,”  following  his  name,  is  award- 
ed to  doctors  who  fulfill  comprehensive  require- 
ments for  acceptable  medical  education  and  ad- 
vanced training  as  specialists  in  one  or  another 
of  the  branches  of  surgery,  and  who  give  evidence 
of  good  moral  character  and  ethical  practice. 

Those  receiving  this  distinction  from  the  State 
of  Alabama  at  the  1959  Convocation  were  as  fol- 
lows: 

Birmingham 

Charles  A.  Carraway 
James  M.  Morgan,  Jr. 

Brinson  O.  Robertson,  Jr. 

M.  Bruce  Sullivan,  Jr. 

William  H.  Viar 
James  A.  Ward,  Jr. 

Mobile 

Howard  Stephen  Cowley 
Samuel  P.  Marshall 

Montgomery 

Richard  A.  Harris 

AM.  INST.  OF  ULTRASONICS  IN  MEDICINE 

The  American  Institute  of  Ultrasonics  in  Medi- 
cine announces  that  the  new  president  will  be 
David  Rubin,  M.  D.  of  Los  Angeles. 

The  new  Executive  Board  will  consist  of  the 
following: 

David  Rubin,  M.  D.,  Los  Angeles, 

John  H.  Aides,  M.  D.,  Los  Angeles, 

Dr.  William  Fry,  Urbana,  Illinois, 

William  Bierman,  M.  D.,  San  Francisco, 

Karl  Dussik,  M.  D.,  Boston, 

Jerome  W.  Gersten,  M.  D.,  Denver, 

Arthur  Jones,  M.  D.,  Portland,  Oregon, 

Col.  John  Kuitert,  M.  C.,  USA,  Fort  Lewis, 
Wash., 

Ferdinand  Schwartz,  M.  D.,  Birmingham,  Ala. 


ANNUAL  SESSION 
ADMIRAL  SEMMES  HOTEL 
MOBILE 

APRIL  21,  22,  23,  1960 
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SIXTY  YEARS  AGO 

HEN  the  Association  met  in  Mobile  in  1899, 
the  Society’s  President  said:  “In  the  name 
of  the  Medical  Society  of  Mobile  County  I 
bid  you  cordial  welcome  to  this  beautiful  city. 
Your  presence  honors  equally  the  profession  and 
public.  It  is  a rare  and  esteemed  honor  to  have 
in  our  midst  so  many  learned  gentlemen  who 
adorn  the  profession  of  medicine.  By  association 
and  comparison  of  views,  our  individual  discover- 
ies and  theories  in  medicine  may  be  weighed, 
analyzed  and  tested.  Observation  and  experience, 
skillfully  guided,  are  our  wisest  teachers. 

“No  heroism  is  grander  than  that  evinced  by 
the  physician  in  his  manifold  sacrifices  to  alleviate 
suffering.  In  sunshine  and  in  storm,  in  light  and 
darkness,  in  sickness  and  in  health,  he  enters  the 
sick  chamber,  encourages  the  weak,  supports  the 
feeble,  and  soothes  the  dying. 

“We  congratulate  ourselves  upon  your  pres- 
ence here.  We  shall  watch  your  proceedings  with 
solicitous  care.” 

An  additional  word  of  welcome  was  spoken  by 
the  Mayor  of  Mobile:  “The  purpose  of  nearly  all 
conventions  is  for  the  good  and  well  being  of  the 
people.  They  induce  that  liberty  of  thought  and 
freedom  of  expression  by  which  wise  conclusions 
are  reached.  In  the  free  and  intelligent  dis- 
cussions of  the  many  interesting  and  scientific 
subjects  presented,  you  will  be  charmingly  enter- 
tained. The  able  essays  read  in  your  hearing  will 
afford  food  for  thought  and  will  almost  monopolize 
your  attention;  still  I desire  you  to  know  that  our 
people  are  deeply  interested  in  every  thing  that 
advances  the  cause  in  which  you  are  enlisted. 
You  may  not  be  able  to  heal  by  a single  touch,  yet 
you  can  imitate  the  Great  Physician  by  admin- 
istering to  the  sick;  for  to  the  weary  and  depressed 
soul,  the  skillful  physician  brings  comfort  and 
good  cheer  so  it  may  be  said  that  the  good  doctor 
becomes  a veritable  angel  in  the  home.” 

The  Association’s  thirty-first  president,  Dr. 
Harry  Altamont  Moody  of  Bailey  Springs,  in  his 
Message,  said:  “The  power  for  good  that  resides 
in  The  Medical  Association  of  the  State  of  Ala- 
bama is  beyond  dispute.  So  long  as  its  members 
are  actuated  only  by  a desire  to  promote  the  public 


weal,  and  can  demonstrate  to  their  fellow  citizens 
that  such  is  the  case,  they  will  have  the  support 
of  every  respectable  element  in  their  respective 
communities.  The  public  may  be  slow  to  recog- 
nize the  truth  but  sooner  or  later  it  will  be 
known.  In  the  end  he  who  sits  selfishly  at  home, 
never  exerting  himself  unless  he  can  see  a dollar 
to  pay  for  it,  will  find  himself  a loser  in  the  race 
for  popularity  and  profit.  Merit  will  win.  The 
exceptions  to  this  rule  are  few,  and  generally  to 
be  explained  by  the  unexpected  or  hidden  de- 
merits which  insidiously  nullify  other  and  more 
worthy  qualities.  A broad-minded  physician,  who 
never  permits  his  duty  to  be  measured  by  dollars, 
will  sooner  or  later  be  recognized  by  the  public 
as  a safer  guardian  of  health  than  the  mercenary 
character  whose  first  thought  is  always  ‘What  will 
it  pay?’  The  future  of  the  Association  is  pregnant 
with  possibilities.  There  is  no  similar  medical  or- 
ganization in  existence.  To  it  is  committed  the 
duty  of  administering  the  sanitary  laws  of  the 
State.  While  most  other  medical  organizations 
are  mere  professional  debating  clubs,  ours  is  an 
arm  of  the  State  government.  It,  and  it  alone, 
prevents  the  management  of  the  health  interests 
of  the  commonwealth  from  falling  into  the  hands 
of  politicians.  It  alone  is  charged  with  the  duty 
of  protecting  our  homes  and  firesides  from  the 
pestilence  that  walketh  at  noonday. 

“Its  structure  is  the  most  perfect  that  has  ever 
been  devised  for  the  purpose,  and  though  it  may 
need  a little  change  here  and  there  to  meet  the 
vicissitudes  of  time,  no  revolutionary  measures 
should  ever  be  tolerated  by  any  man  who  loves  it. 
When  we  shall  have  more  fully  demonstrated  our 
usefulness;  when,  throughout  the  State,  members 
of  county  medical  societies  shall  bestir  themselves, 
individually  and  collectively,  to  make  their  in- 
fluence felt  whenever  health  matters  are  in  ques- 
tion, then  the  means  to  carry  out  their  patriotic 
designs  will  be  readily  appropriated  by  our  Gen- 
eral Assembly,  and  we  shall  stand  in  our  legislative 
halls  as  counsellors,  and  not  as  beggars. 

“The  day  will  come  when  all  this  will  be  ac- 
complished.” 
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. ...  A Community  Responsibility 


Today  the  American  public  is  being  sold  on 
socialized  medicine  under  the  disguise  of  the 
Forand  Bill.  At  first  glance  the  Forand  Bill 
doesn’t  seem  half  as  dangerous  as  the  Murray- 
Wagner-Dingell  Bill,  but  it  is  infinitely  more 
dangerous. 

The  Murray-Wagner-Dingell  Bill  would  have 
brought  socialized  medicine  to  the  United  States 
in  one  fell  swoop.  The  Forand  Bill  is  simply  the 
down  payment  that  would  deliver  socialized  medi- 
cine on  the  installment  plan.  The  Murray-Wag- 
ner-Dingell  Bill  never  concealed  its  intent.  The 
Forand  Bill  wears  the  look  of  innocence  while 
concealing  a derringer  up  its  sleeve.  The  Murray- 
Wagner-Dingell  Bill  was  a direct  frontal  attack. 
The  Forand  Bill  is  an  effort  to  infiltrate  from 
the  flank. 

Faced  with  the  clear  choice  between  socialized 
medicine  and  medicine  practiced  in  freedom,  the 
people  of  this  country  chose  easily,  quickly,  and 
unmistakably.  But  unless  they  understand  the 
implications  of  the  Forand  Bill,  it  is  very  possible 
that  they  will  underestimate  its  danger. 

It  is  up  to  our  profession,  as  experts  in  the  field 
of  health,  to  read  the  fine  print  of  the  Forand 
proposal  and  explain  it  simply  and  convincingly 
to  every  American. 

To  inform  the  physicians  of  Alabama,  and  even- 
tually the  citizens  of  the  state,  of  the  dangers 
involved  in  the  Forand-type  legislation  and  to 
show  them  the  lack  of  need  and  inadvisability  of 
such  programs,  President  William  R.  Carter  ap- 
pointed a physician  in  each  of  Alabama’s  nine 
congressional  districts  as  District  Key  Legislative 
Men  to  work  with  the  State  Key  Legislative  Man 


and  the  Association’s  Committee  on  Legislation 
in  combating  this  challenge. 

Appointed  as  District  Key  Legislative  Men  were 
Drs.  E.  L.  McCafferty,  Jr.,  District  1;  J.  A.  Brant- 
ley, District  2;  O.  Emfinger,  District  3;  T.  E. 
Bridges,  District  4;  Scott  Vance,  District  5;  H. 
G.  King,  District  6;  H.  G.  Hodo,  Jr.,  District  7; 
C.  A.  Grote,  Sr.,  District  8,  and  E.  B.  Glenn,  Dis- 
trict 9. 


Dr.  M.  Vaun  Adams,  Chairman  of  the  Committee  on 
Legislation,  (seated)  discusses  the  utilization  of  ma- 
terials in  the  new  A.  M.  A. -prepared  kit  entitled: 
“Aging — A Community  Responsibility.”  with  five  of 
the  newly  appointed  District  Key  Legislative  men.  They 
are,  (left  to  right),  Drs.  O.  Emfinger,  H.  G.  King,  H.  G. 
Hodo,  J.  A.  Brantley,  and  T.  E.  Bridges. 
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The  new  appointees  met  with  the  Committee 
on  Legislation  at  the  state  headquarters  in  Mont- 
gomery on  November  2 and  formulated  a plan 
of  action  for  the  Association. 

Special  congressional  district  meetings  were 
later  held  in  Montgomery,  Opp,  Tuscaloosa,  Ozark, 
Mobile  and  Jasper  during  the  month.  At  these 
meetings  educational  kits  outlining  the  medical 
profession’s  program  on  aging  were  distributed, 
and  a strip-film-recording  by  Dr.  Louis  Orr,  Presi- 
dent of  the  American  Medical  Association,  was 
presented. 

The  Forand  Bill,  Dr.  Orr  said,  providing  tax- 
subsidized  hospital,  nursing  home,  and  surgical 
care  for  an  estimated  12  to  13  million  people,  to 
be  paid  for  by  a compulsory  tax  on  73  million 
people,  would  swing  open  the  gates  to  socialized 
medicine. 

The  Forand  Bill,  he  continued,  would  graft 
service  benefits  of  tremendous  cost  onto  a pro- 
gram which  so  far  has  been  limited  to  dollar 
benefits.  In  doing  this,  it  would  completely  alter 
the  nature  and  philosophy  of  the  Social  Security 
system. 

Moreover,  he  said,  enactment  of  anything  like 
the  Forand  Bill  would  bring  an  immediate  and 
continuing  rash  of  politically  expedient  proposals 
to  lower  or  eliminate  the  eligibility  requirements, 
and  to  increase  and  expand  the  medical  benefits. 

It  would  be  wise  for  all  of  us  to  remember  that 
Great  Britain  started  out  with  a so-called  limited 
form  of  government  health  insurance  and  ended 
up  with  a completely  socialized  system  of  medical 
care,  he  said. 

And  certainly  it  is  important  for  all  of  us  to 
remember  that  when  the  federal  government 
guarantees  services  which  it  cannot  provide,  it 


inevitably  tends  to  control  the  purveyors  of  these 
services,  said  Dr.  Orr. 

Granted  that  we  do  not  like  the  idea,  he  said, 
it  is  a grim  fact  of  life  and  it  is  our  responsibility 
to  face  up  to  it  bluntly. 

And  if  we  lose  this  battle,  Dr.  Orr  pointed  out, 
the  American  people  and  American  medicine  will 
have  suffered  a tragic  defeat — tragic  because 
American  medical  progress  is  linked  irrevocably 
with  the  opportunity  of  doctors  to  work  in  an 
atmosphere  of  freedom. 

When  these  freedoms  are  restricted  or  abolished, 
he  said,  the  American  people  suffer,  and  American 
medical  progress  suffers. 

Dr.  Orr  urged  doctors  to  familiarize  themselves 
with  the  Forand  Bill,  to  discuss  this  legislation 
with  friends  and  patients,  to  tell  medicine’s  story 
to  the  community  groups,  to  display  in  reception 
rooms  AMA’s  pamphlet  entitled  “ Stay  Young, 
Think  Young,” . cooperate  in  any  way  possible  in 
the  utilization  of  materials  in  the  A.  M.  A. -pre- 
pared kit  on  aging,  to  appoint  a special  committee 
to  stimulate  the  passage  of  a resolution  against 
the  Forand  Bill,  and  to  voice  their  convictions  on 
the  Forand  Bill  to  their  Congressman. 

All  of  these  actions,  he  said,  will  help  alert 
the  people  of  this  country  to  the  dangers  which 
lie  in  political  medicine. 

Dr.  Orr  stressed  that  it  is  incumbent  upon  the 
medical  profession  to  continue  its  positive  pro- 
gram on  aging,  for  being  against  Forand  legisla- 
tion is  not  enough.  Defeating  this  pernicious  pro- 
posal is  vitally  important,  he  said,  but  let  us  never 
forget  that  our  main  objective  is,  and  always  has 
been,  to  provide  better  health  for  the  American 
people,  the  aged  emphatically  included. 


AGING 


. . . . Problems  Aired  At  Public  Relations  Institute 


Setting  the  stage  for  the  opening  of  AMA’s  1959 
Public  Relations  Institute  in  Chicago  in  August, 
Leo  Brown,  Director  of  AMA’s  Communications 
Division,  asked  two  vital  questions: 

Is  medicine  on  the  right  track? 

Is  the  non-scientific  side  of  medicine  keeping 
pace  with  scientific  advancement? 

DECEMBER  1959— VOL.  29,  NO.  6 


Brown  said  these  are  questions  other  groups 
and  institutions  also  are  facing  in  this  space  age. 

Caught  in  the  cross-currents  of  conflicting  politi- 
cal and  social  philosophies,  organizations  as  well 
as  nations  are  finding  it  necessary  to  reassess  their 
positions  and  their  policies,  he  explained. 

Medicine  finds  itself  once  again  fighting  social- 
ized medicine  . . . this  time  wearing  the  garb  of 
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social  security  hand  out,  Brown  said.  The  possi- 
bility that  this  legislation  may  succeed  is  a very 
real  one.  The  medical  profession  cannot  afford 
to  be  a pufferbilly  engine,  chugging  along  lazily, 
impervious  to  the  upheavals  in  the  world  around 
it,  he  remarked. 

The  alert,  progressive  and  public-service  mind- 
ed men  of  medicine  should  be  challenged  by  the 
problems  of  today,  he  pointed  out.  In  addition, 
he  said,  to  defeating  legislation  that  threatens  to 
undermine  America’s  fine  medical  care  system 
and  educating  people  again  to  the  excellence  of 
our  democratic  free  choice  system,  it  is  time  for 
medicine  to  take  a more  intense  interest  in  what 
people  say  are  the  problems  in  the  health  field. 

Many  a piece  of  legislation  stems  from  what 
politicians  claim  is  a desperate  need.  Well,  let’s 
find  out  if  there  is  such  a need.  If  there  is,  let’s 
do  something  about  it.  If  there  isn’t,  let’s  tell 
people  about  it,  Brown  stated. 

Medicine,  he  said,  has  the  solutions  to  many 
of  its  current  problems  within  its  own  hands. 
Physicians  must  do  some  creative  thinking  about 
the  route  medicine  will  travel  in  the  years  ahead 
and  activate  the  men  in  the  profession  to  play  a 
more  active  role  in  developing  resourceful  pro- 
grams and  providing  more  community  leadership, 
he  noted. 

Better  to  be  an  engineer  on  the  medical  train, 
carrying  the  responsibility  for  safe  passage  of  those 
aboard,  than  the  brakeman  on  the  caboose,  waving 
the  flag  too  late,  he  said. 

He  concluded  that  probably  no  professional 
group  is  less  selfishly  motivated  but  is  more 
criticized  for  selfish  interest  than  the  medical  pro- 
fession. He  said  community  service  is  one  im- 
portant way  medicine  can  identify  itself  with 
public  interest  rather  than  selfish  interest. 

In  a “Meet  the  Press”  session  at  the  PR  Insti- 
tute, Aubrey  Gates,  director  of  field  services  for 
the  AMA,  said  the  problem  of  the  health  care  of 
the  aged  must  be  circumscribed.  It  must  be 
learned  just  how  big  the  problem  is  and  if  it 
exists  at  all. 

Joseph  Stetler,  director  of  the  AMA  Law  Divi- 
sion, pointed  out  that  a survey  must  be  conducted 
to  find  out  just  how  many  persons  over  65  lack 
adequate  medical  care  and  would  be  helped  by 
the  passage  of  Forand-type  legislation.  And,  he 
added,  how  many  persons  are  not  now  receiving 
adequate  medical  care.  It  is  presently  estimated 
that  only  about  two  million  persons  would  benefit 
from  Forand-type  legislation  . . . yet  many  mil- 
lions would  be  penalized  by  this  type  of  govern- 
ment program. 

Dr.  George  Twente,  Jackson,  Miss.,  a member 
of  the  Council  on  Legislative  Activities,  felt  there 
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is  no  great  problem.  We  have  been  taking 
care  of  the  aged  for  years  and  will  continue  to 
do  so,  he  said.  He  also  noted  that  many  persons 
do  not  seek  medical  care  because  of  superstition. 
Can  we  legislate  against  superstition?,  he  asked. 

Gates  noted  that  between  60  and  65  per  cent  of 
those  over  65  now  have  health  insurance.  The  re- 
mainder either  want  no  insurance  or  are  already 
on  public  assistance. 

Another  major  point  made  by  the  panel  was 
that  physicians  need  to  be  spurred  to  greater 
political  activity.  Stetler  pointed  out  that  97  to 
99  per  cent  of  physicians  agree  with  the  AMA  op- 
position to  Forand  legislation;  however,  they  ex- 
press no  active  interest  in  the  situation,  he  said. 

State  and  county  societies,  as  well  as  the  AMA, 
must  encourage  physicians  to  be  more  actively 
interested  in  political  matters,  according  to  the 
panelist.  The  Forand  Bill  and  similar  health  legis- 
lation have  grown  out  of  medical  advances  which 
have  made  people  live  longer;  thus  medicine  itself 
helped  create  a political  problem,  Stetler  said. 

Three  different  views  on  governmental  control 
of  medicine  were  presented  at  the  PR  Institute 
meeting. 

A German,  a Canadian,  and  an  American  sum- 
marized the  dangers  of  socialized  medicine  on 
the  basis  of  their  individual  backgrounds. 

The  speakers  were  Rolf  Schlogell,  M.  D.,  of 
Cologne,  Germany,  Secretary-General  of  the  Or- 
ganization of  German  Doctors  Engaged  in  Health 
Insurance;  B.  E.  Freamo,  Toronto,  Assistant  Sec- 
retary (Economics) , Canadian  Medical  Associa- 
tion, and  Claude  Robinson,  Ph.  D.,  Princeton,  N. 
J.,  Chairman  of  the  Board,  Opinion  Research  Cor- 
poration. 

Dr.  Schlogell  warned  that  we  have  already  re- 
signed ourselves  in  too  great  a degree  to  our  fate 
by  complying  with  the  complicated  machinery  of 
today’s  social  life  in  surrendering  our  individual 
freedoms  in  order  to  guarantee  a frictionless  liv- 
ing together  as  a whole. 

Already  many  of  us,  he  continued,  have  in  this 
way  lost  the  ability  to  judge  whether  or  not  the 
abandonment  of  rights  and  freedoms  is  worth 
the  personal  price  we  pay. 

The  German  pathologist  devoted  most  of  his 
remarks  to  a critical  analysis  of  governmental 
health  services,  which  he  defined  as  an  institution 
that  grants  protection  against  disease  to  every 
citizen  of  the  country,  financed  . . . from  the  state 
budget. 

Because  of  the  state’s  position  in  the  health 
insurance  of  a nation,  Dr.  Schlogell  said,  it  auto- 
matically loses  its  neutral  position  as  a mediator 
between  groups  or  between  individuals. 
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Under  government  health  systems,  he  pointed 
out,  four  freedoms  are  restricted: 

1.  The  freedom  of  the  patient  to  choose  the 
doctor  in  whom  he  has  confidence. 

2.  The  freedom  of  the  doctor  to  refuse  further 
treatment  to  the  patient  if  the  confidence  each 
has  in  the  other — the  psychologic  basis  in  the 
healing  of  illness — is  destroyed. 

3.  The  freedom  of  the  doctor  to  practice  his 
profession  according  to  the  rules  of  medical  art 
and  science — free  to  select  the  suitable  techniques 
in  diagnosis  and  therapy  and  to  reject  those  that 
are  unnecessary  or  even  detrimental. 

4.  The  freedom  of  supervision  of  doctor  by 
professionally  qualified  groups — free  from  the  au- 
thoritative influence  of  laymen. 

Mr.  Freamo  described  the  attitudes  of  Canadian 
physicians  to  government  medical  control  by  the 
phrase,  “It  can’t  happen  here.” 

During  the  past  two  years,  however,  we  have 
had  to  face  reality:  it  can  happen  here,  he  said. 

Governments  have  become  more  fiscally  ir- 
responsible, he  continued.  They  no  longer  hesi- 
tate to  implement  a program  just  because  we 
can’t  afford  it.  These  reasons  suggest  the  possi- 
bility that  governments  might,  for  reasons  of 
political  opportunism  alone,  implement  a program 
of  medical  care  insurance,  Freamo  said. 

In  Canada,  he  remarked,  a system  of  federal 
government  support  of  hospitals  has  won  wide- 
scale  public  approval.  Although  the  Canadian 
Hospital  Association  has  gone  on  record  as  ap- 
proving the  plan,  Freamo  noted  that  the  atti- 
tude of  the  medical  profession  varies  widely. 

He  urged  against  anything  which  might  deteri- 
orate the  quality  of  medical  care  or  interfere  with 
medical  progress. 

I cannot  foresee  that  the  art  of  medicine  can 
possibly  be  enhanced  under  the  conditions  which 
must  eventually  be  associated  with  government 
control.  Further  progress  in  the  quality  of  medi- 
cal care  is  not  consistent  with  a program  which 
must  stress  equality  of  care,  he  concluded. 

Dr.  Robinson  said  that  since  change  is  the  order 
of  the  day  in  American  society,  the  medical  pro- 
fession should  anticipate  change  and  lead  it. 

The  status  quo  is  yielding  everywhere,  he  ob- 
served. 

The  immediate  goals  of  both  medical  societies 
and  individual  physicians,  in  Dr.  Robinson’s  opin- 
ion, should  be  to  improve  services  and  cut  down 
on  complaints. 

Study  the  needs  of  the  people,  then  meet  them, 
he  urged. 


Every  doctor  must  understand  the  public  view 
as  his  own  view,  he  said. 

He  suggested  that  physicians  look  on  the  strug- 
gle against  socialism  as  basically  a merchandising 
problem. 

The  key  to  successful  selling  is  to  study  the 
needs  of  the  people,  show  how  your  product  is 
better  than  the  competition’s,  and  get  your  product 
before  the  people,  he  explained. 

Your  product  is  medical  leadership — the  doctor- 
patient  relationship,  he  noted. 

He  warned  that  the  competition  in  the  medical 
marketplace  today  is  offering  an  attractive  bill 
of  goods. 

The  principal  competitor,  the  federal  govern- 
ment, was  described  by  Dr.  Robinson  as  a clever 
competitor — one  that  says  it  will  give  the  people 
something  for  nothing,  he  said. 

He  pointed  out  that  the  government  already  has 
prepared  a health  package  for  the  veterans,  a 
package  for  the  old  people.  If  they  are  successful 
with  the  old  people,  then  they  will  have  packages 
for  infants,  teenagers,  newly-marrieds,  then  com- 
plete socialization  of  health  care,  he  commented. 

The  government,  he  said,  is  emphasizing  the 
positive  approach  and  is  using  what  we  call  the 
“hard  sell”  on  the  public. 


Three  members  of  the  Committee  on  Medical  Edu- 
cation and  Hospitals  met  in  Montgomery  on  November 
1,  and  discussed  the  overall  program  of  the  committee. 
Pictured  above  with  Chairman  John  W.  Donald,  (cen- 
ter) are  Dr.  Luther  L.  Hill,  (left)  and  Dr.  Richard  J. 
Grayson. 
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Special  Investment  Problems 
of  Professional  Men 


By  Darwin  S.  Fenner 

A partner  in  the  investment  firm  of  Merrill 
Lynch,  Pierce,  Fenner  and  Smith,  Inc., 

New  York  City 

Nearly  one-fifth  of  the  clients  of  investment 
firms  are  professional  men,  and  physicians  and 
surgeons  account  for  a big  majority  of  this  group. 

According  to  a recent  survey  of  the  New  York 
Stock  Exchange,  four  out  of  six  doctors  today 
are  direct  owners  of  common  stock.  By  the  term 
“direct  owner,”  I mean  that  the  stock  is  held 
by  the  individual  in  his  own  name  and  not  through 
a trust  or  mutual  fund,  or  life  insurance  company. 

The  incidence  of  stock  ownership  of  doctors 
is  probably  twice  that  of  other  Americans,  but 
this  is  not  surprising.  The  average  income  of 
doctors  today  stands  quite  high  in  relation  to  other 
occupations  for  they  are  freer  to  invest  their 
cash.  While  it  is  sometimes  necessary  for  doctors 
to  make  a capital  outlay  for  their  office,  labora- 
tory, or  clinical  facilities,  they  are  not  under  the 
same  pressure  of  maintaining  working  capital  to 
the  extent  of  an  operator  of  a private  business. 
On  the  other  hand,  it  is  important  to  doctors  that 
they  make  their  money  work  for  them,  for,  being 
self  employed,  they  do  not  yet  have  the  same 
social  security  and  pension  benefits  of  incor- 
porated business.  In  these  respects  the  investment 
requirements  of  doctors  differ  from  the  normal. 
Every  doctor  expects  to  be  financially  comfortable 
when  the  time  for  retirement  (or  reduction  of 
his  practice)  comes.  Some  strive  for  it  . . . others 
merely  hope.  But  the  opportunity  is  open  to  all. 
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Despite  this  importance  of  investments  to  doc- 
tors, I am  sorry  to  say  that  I do  not  find  that 
they  are  especially  successful  in  the  handling  of 
their  money.  This  is  no  reflection  upon  men  of 
your  profession.  I think  it  is  undeniable  that 
the  real  reason  for  this  is  that  doctors  devote  so 
much  of  their  time  to  the  problems  of  their  pa- 
tients and  the  demands  of  their  profession,  and 
they  do  not  have  time  to  do  justice  to  their  own 
affairs.  Perhaps  it  is  a result  of  this  that  doctors 
are  inclined  to  accept  rather  freely  the  advice  of 
others — in  many  cases  from  men  who  are  far 
less  competent  than  they  themselves  in  making 
investment  decisions. 

I have  known  instances  where  doctors  made 
rather  substantial  commitments  on  the  gratuitous 
suggestions  of  patients  or  associates.  I have  seen 
them  enter  in  haste  into  some  new  speculative 
venture  where  the  odds  of  success  are  too  long 
for  any  professional  man  to  consider.  I have  seen 
them  buy  into  small  companies,  the  stock  of  which 
was  not  marketable,  thus  “locking  in”  their  in- 
vestable  money.  This  approach  to  investing  with- 
out adequate  investigation  is  unfortunate  and 
unnecessary. 

As  a matter  of  fact,  doctors  are  trained  to  ap- 
proach a problem  in  the  same  dispassionate,  ob- 
jective, and  analytical  manner  as  an  investment 
specialist.  It  seems  to  me  if  they  would  apply 
to  their  investments  the  same  care  and  thoughtful 
approach  that  they  do  to  their  own  professional 
work  they  would  experience  a much  higher  degree 
of  investment  success.  If  they  need  information 
and  facts  to  reach  a conclusion,  it  is  readily  avail- 
able through  the  research  department  of  the  lead- 
ing New  York  Stock  Exchange  member  firms.  No 
one  knows  better  than  a doctor  just  how  important 
it  is  to  rely  on  professional  medical  assistance. 
Isn’t  it  just  as  important  for  the  doctor  to  rely 
upon  professional  research  in  the  vitally  important 
matter  of  providing  for  his  own  financial  security 
in  the  future? 

In  studying  the  portfolios  of  doctors,  I have 
frequently  found  large  holdings  of  mutual  funds. 
I regard  this  as  an  indication  that  doctors  are 
willing  to  pay  very  high  prices  (the  equal  of  two 
years  dividends)  in  order  to  have  someone  else 
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take  from  their  shoulders  the  burden  of  invest- 
ment decisions.  Probably  they  are  also  convinced 
by  the  mutual  fund  salesmen  that  the  broad 
diversification  of  these  funds  furnishes  an  extra 
element  of  safety.  This  diversification,  which  is 
the  principal  selling  point  of  these  funds,  is  far 
greater  than  any  normal  requirement  of  an  in- 
dividual. In  fact,  diversification  of  as  many  as 
150  issues  of  investments  only  serves  to  average 
down  the  results  of  the  portfolio.  I doubt  serious- 
ly if  any  careful  investor  can  select  more  than  a 
score  of  stocks  today  that  are  truly  attractive 
and  suited  for  the  representation  in  a growth 
portfolio. 

INVESTMENT  PROGRAM  FOR  DOCTORS 

It  is  my  purpose  to  suggest  to  you  an  invest- 
ment program  that  I think  best  fits  the  require- 
ments of  the  medical  man,  and  how  these  objec- 
tives can  be  fulfilled  through  self-administered 
security  investments.  Further,  I want  to  touch 
on  some  of  the  newer  developments  in  the  pension 
and  profit  sharing  field  which  might  be  available 
to  medical  clinics,  and  to  illustrate  how  these 
funds  might  be  invested  to  obtain  the  most  in 
pension  benefits. 

To  begin  with,  in  investing  you  must  sow  in 
order  to  reap.  You  start  by  deciding  which  crop 
you  wish  to  harvest  and  then  be  sure  that  you 
plant  the  very  best  seed  available.  This  is  another 
way  of  saying  that  you  must  know  just  what 
your  investment  objectives  are  and  then  you 
must  select  the  right  type  of  investments  to  ful- 
fill these  objectives.  Generally  speaking,  invest- 
ment objectives  fall  into  three  major  categories — 
income,  safety  and  growth. 

Income — This  investment  objective  can  also  be 
broken  down  between  current  income  and  future 
income. 

Safety — By  this  we  mean  security  of  principal — 
can  be  further  broken  down  between  preservation 
of  current  dollars  or  preservation  of  the  purchas- 
ing power  of  these  dollars.  Obviously,  bonds 
(government,  then  municipal,  then  corporation) 
provide  the  highest  degree  of  safety  for  preserva- 
tion of  current  dollars.  On  the  other  hand,  in 
the  past  ten  years,  the  purchasing  power  of  money 
has  declined  25%,  so  that  although  the  dollar 
amount  returned  on  bonds  remained  the  same, 
its  value  showed  a significant  decline. 

Growth — or  capital  appreciation — by  definition 
can  never  be  found  in  bonds. 

No  two  individuals  have  exactly  the  same  in- 
vestment requirements  but,  as  a group,  doctors 
come  closer  to  having  similar  needs  than  do  men 
in  other  fields. 

Most  investors  find  that  their  needs  are  not 
so  clear  cut,  but  what  they  want  is  a combination 


of  these  objectives.  Certain  combinations  are 
possible,  but  there  is  no  “buck  shot”  prescription, 
as  you  medical  men  might  term  it,  which  will 
encompass  all  the  objectives  at  one  time. 

To  explain  this,  it  is  possible  today  to  obtain 
a fair  income  (414%  to  5%%)  from  different 
types  of  securities,  but  generally  at  the  expense 
of  any  growth  prospects  or  capital  appreciation. 
On  the  other  hand,  true  growth  stocks  may  carry 
returns  of  as  little  as  1%  to  2%,  yet  they  may 
carry  some  promise  of  higher  income  in  the  fu- 
ture and  thus  may  be  suitable  to  the  income  in- 
vestor who  is  willing  to  wait  five  to  ten  years 
for  the  income.  It  is  virtually  impossible  to  com- 
bine safety  with  growth,  yet  safety  can  be  found 
with  income  of  4*4%  to  4%%  in  marketable 
United  States  Government  Bonds. 

In  the  knowledge  that  the  government  has  re- 
cently increased  the  interest  on  series  “E”  and 
“H”  savings  bonds  from  3%  to  3%%,  it  is  logical 
that  you  might  compare  the  relative  merits  of 
these  with  the  marketable  coupon  bonds  avail- 
able. Savings  bonds  are  undeniably  best  for  those 
funds  which  must  not  be  subject  to  fluctuation 
for  they  may  be  cashed  according  to  a pre-ar- 
ranged scale,  but  marketable  bonds  yield  a full 
5/8ths  of  1%  more.  Savings  bonds  have  features 
which  enable  them  to  be  turned  in  for  cash  at 
face  value  in  the  event  of  the  owner’s  death. 
Issues  of  marketable  bonds  have  features  that 
permit  them  to  be  used  at  par  (100  cents  on  the 
dollar)  in  payment  of  taxes.  While  this  is  not 
generally  understood,  your  broker  or  banker  can 
tell  you  which  issues  have  these  terms. 

You  gentlemen  are  the  most  perfect  example 
of  what  we  call  long  term  investors,  for  you  in- 
vest approximately  ten  years  of  your  life  in  post- 
graduate study  and  training  before  the  “pay  out” 
period  begins.  Although  it  is  estimated  that 
doctors  will  earn  between  $750,000  and  $1,000,000 
during  their  working  years,  I venture  to  say  it 
is  not  until  a doctor  is  in  his  mid  30’s  that  he  can 
concern  himself  with  the  problem  of  excess  funds. 
In  this  period  of  his  relative  youth  he  is  not  in- 
clined to  recognize  how  essential  it  is  for  him 
to  have  a long  range  plan  towards  his  retirement 
objectives.  I only  wish  that  it  were  possible  for 
all  doctors  to  take  courses  in  investment  manage- 
ment at  this  stage  of  their  career.  Perhaps  this  is 
an  area  where  the  medical  associations  could  be 
of  particular  value  to  the  younger  members  of 
their  profession. 

IDEAL  PORTFOLIO  FOR  DOCTORS 

I have  pointed  out  that  we  feel  that  the  primary 
concern  of  the  professional  man  is  not  to  obtain 
income,  but  rather  to  build  a sound  retirement 
fund  which  he  can  fall  back  on  when  his  earning 
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peak  is  passed.  To  achieve  this,  such  a portfolio 
should  be  divided  into  three  parts:  1.  An  emer- 

gency fund  to  meet  the  sudden  requirements  for 
cash;  2.  An  equity  fund  which  should  protect 
the  purchasing  power  of  the  accumulated  assets 
15  to  20  years  hence;  and  3.  An  income  section 
which  would  produce  earnings  which  he  could 
use  to  augment  his  standard  of  living  and  which 
could  be  adjusted  to  meet  his  needs.  May  I re- 
emphasize that  we  feel  that,  where  doctors  are 
concerned,  income  in  the  future  is  far  more  de- 
sirable than  income  now. 

The  emergency  fund  should  constitute  about 
5%  of  the  total  portfolio,  and  should  be  invested 
in  the  most  readily  marketable  securities — United 
States  Government  Bonds.  We  suggest  at  this 
time  the  attractive  U.  S.  Treasury  5%  maturing 
in  August  1964,  which  have  been  the  subject  of 
so  much  recent  newspaper  accounts,  and  which 
currently  can  be  bought  to  yield  4.75%  to  ma- 
turity. These  bonds  can  be  converted  to  cash 
on  a moment’s  notice  by  sale  through  any  bank 
or  broker. 

The  “equity”  section  of  the  portfolio  should 
amount  to  at  least  50%  of  the  fund  and  perhaps 
as  high  as  60%  depending  upon  the  individual’s 
own  situation.  It  should  be  invested  in  growth 
stocks. 

At  this  stage  you  might  like  to  have  a definition 
of  just  what  we  mean  by  “growth  stocks.”  Cer- 
tainly we  do  not  mean  those  which  have  a specu- 
lative or  cyclical  rise  in  price.  Rather,  we  mean 
the  stock  of  a company  which  is  aggressively  or 
imaginatively  managed,  one  which  is  a leader  in 
its  particular  field,  and  which  has  a long  range 
underlying  demand  for  its  products.  An  excellent, 
if  possibly  overworked,  example  of  a growth  stock 
is  International  Business  Machines  which  has 
demonstrated  over  and  again  that  “whatever  its 
competitors  can  do,  IBM  can  do  better.”  It  has 
multiplied  its  earnings  five  times  in  seven  years, 
and  its  sales  continue  to  rise  at  the  rate  of  20% 
more  each  year.  Another  illustration  might  be 
Minnesota  Mining  and  Manufacturing  whose  sales 
have  increased  80  times  in  a quarter  century.  We 
do  not  see  how  this  rate  can  continue  for  these 
two  companies  for,  as  Mr.  Watson  of  IBM  said, 
“Each  year  a 20%  rise  in  sales  gets  harder,”  but 
we  do  believe  that  IBM  and  Minnesota  Mining 
both  have  a mighty  growth  ahead. 

Other  examples  of  growth  stocks  which  we 
prefer  are: 

Chemicals — Dow  and  Monsanto. 

Petroleums — Phillips,  Gulf  and  Amerada. 

Office  Equipment — Pitney-Bowes  and  Haloid. 

Drugs — Warner,  Lambert  and  Searle. 
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The  drug  stocks  are  a group  well  known  to 
you,  and  you  have  more  experience  with  their 
products  than  most  investors.  Consequently,  you 
are  in  an  excellent  position  to  judge  their  relative 
merits. 

The  income  section  of  a doctor’s  portfolio,  or 
the  remaining  35%,  should  be  invested  in  bonds. 
Tax  free  municipal  bonds  are  most  interesting 
to  those  whose  income  exceeds  $25,000  a year, 
and  the  higher  the  tax  bracket  the  more  important 
to  the  investor  are  the  tax  exempt  securities.  For 
comparison  purpose,  in  the  hands  of  a married 
man  whose  income  is  $40,000  a year,  an  exempt 
bond  with  a 4%  yield  would  be  the  equivalent 
of  an  8.33%  return  on  a taxable  investment. 

SELECT  GOOD  MARKETABLE  BONDS 

The  bond  portfolio  must  be  well  planned.  It 
does  not  suffice  just  to  buy  Moody’s  “A”  rated 
municipal  issues.  Bonds  should  be  selected  from 
those  issues  having  good  marketability.  They 
should  be  bought  in  lots  of  $10,000,  or  more,  but 
never  less  than  $5,000,  for  less  than  $5,000  is  an 
odd  lot  that  is  difficult  to  resell.  There  should 
be  a good  geographical  spread,  that  is  to  say  that 
there  should  not  be  too  much  concentration  in 
bonds  of  a particular  locality.  Maturities  should 
be  staggered  so  that  every  few  years  some  bonds 
come  up  for  redemption.  This  serves  to  keep  the 
fixed  income  section  of  the  portfolio  from  losing 
its  value  in  periods  of  inflation,  or  high  interest 
rates,  such  as  we  are  experiencing  today.  In  other 
words,  low  interest  rate  bonds  bought  in  prior 
years  can  be  reinvested  in  higher  coupon  bonds 
as  they  mature. 

The  most  important  part  of  the  portfolio  to 
the  doctor  in  the  final  analysis  is  probably  the 
equity  section.  I believe  we  are  warranted  in 
feeling  that  we  may  experience  a dramatic  im- 
provement in  business  activity  in  the  1960’s.  This 
should  be  a period  of  expansion  and  construction 
of  new  plants  and  equipment,  and  one  which  will 
witness  many  remarkable  developments  in  new 
products.  While  I cannot  predict  a repetition  of 
the  very  rapid  rise  of  earnings  and  security  values 
of  the  1950’s,  I do  believe  the  1960’s — except  for 
occasional  interruptions  in  periods  when  the  econ- 
omy has  overproduced  or  is  restrained — will  prove 
to  be  a period  of  excellent  growth  and  that  soundly 
planned  longer  term  investments  will  fare  well. 
Inflation  will  continue  to  be  a problem,  and  I 
earnestly  hope  that  the  authorities  will  continue 
their  efforts  to  hold  it  in  check.  The  fact  remains 
that  we  have  experienced  inflation  ever  since  the 
country  began  its  rise  in  productive  ability,  and 
probably  will  continue  until  our  economy  reaches 
maturity  which,  with  good  planning,  can  be  far 
into  the  future. 
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No  discussion  of  a retirement  plan  for  doctors 
would  be  complete  without  a reference  to  the 
present  status  of  qualified  deferred  compensation 
plans.  At  long  last  it  begins  to  appear  that  the 
gross  inequity  in  the  tax  treatment  of  self  em- 
ployed persons  is  in  process  of  change. 

NEW  TAX  RULING 

The  first  break  in  favor  of  the  medical  pro- 
fession occurred  in  1954  when  the  United  States 
Court  of  Appeals  for  the  Ninth  Circuit  decided  the 
famous  Kintner  case.  In  this  case  Dr.  Kintner, 
along  with  other  physicians,  had  been  practicing 
medicine  for  some  time  as  a partnership.  In  1948 
the  partnership  was  dissolved  and  an  unincor- 
porated association  was  formed.  This  association 
had  the  characteristics  of  a corporation  and  was 
treated  as  a corporation  for  tax  purposes.  The 
doctors’  employees  became  eligible  to  participate 
in  a pension  plan.  Nevertheless,  the  Treasury 
Department  never  issued  regulations  on  the  sub- 
ject. 

This  year  a Texas  District  Court  decided  the 
Galt  case  involving  the  Southwest  Clinic  As- 
sociation. Here  the  Court  held,  without  refer- 
ence to  the  Kintner  decision,  that  a medical  or- 
ganization of  physicians  operating  a clinic  may 
be  taxed  as  a corporation  because  of  its  central- 
ized management,  control,  and  continuity  of  in- 
terest. This  decision  may  spur  the  long  awaited 
IRS  rulings. 

Often  medical  groups,  particularly  clinics,  have 
failed  to  grasp  opportunities  already  available. 
They  can  (as  the  Mayo  and  Cleveland  clinics  have 
before  them)  provide  qualified  retirement  plans 
for  their  employees,  doctors  included,  as  long  as 
they  are  indisputably  employees  and  not  em- 
ployers. Qualification  of  these  retirement  pro- 
grams provides  tax  advantages  which  no  clinic 
should  overlook.  Among  them  are: 

1.  Deduction  by  the  clinic  (before  taxes)  of 
the  normal  cost  of  a pension  plan — plus  10%  of 
the  past  service  liability  here  applicable.  The 
total  contribution  permissible  would  be  more  than 
most  clinics  would  care  to  deduct  in  a single  year. 
It  is  true,  however,  that  doctors’  clinic  can  choose 
the  amount  it  wishes  to  contribute,  and  that  its 
consulting  actuary  can  base  thereon  a most  ef- 
fective plan  and  benefits. 

2.  Complete  tax  exemption  of  the  pension  trust 
fund  created  under  the  plan.  Neither  income  nor 
capital  appreciation  is  taxed  while  monies  reside 
in  the  fund.  In  short,  taxation  of  retirement 
funds  is  deferred  until  monies  are  paid  out,  and 
then  depends  upon  the  method  of  payment  to 
retired  persons.  (A  lump  sum  payment  in  a 
single  taxable  year,  for  example,  would  be  treated 
on  a capital  gains  basis.)  The  trust  fund  may  be 


established  by  a corporate  trustee  (bank)  or 
natural  person  (individual)  trustees,  who  may  be 
employees  of  the  clinic  and  others.  In  either  case, 
such  firms  as  my  own  are  prepared  to  provide  a 
full  range  of  services.  These  services  include  ex- 
pert investment  analysis  and  suggestions  by  a 
department  which  for  years  has  served  the  trus- 
tees of  pension  funds — including  some  of  America’s 
largest. 

3.  Where  past  service  liabilities  are  met,  the 
prime  beneficiaries  are  employees  in  their  late 
forties,  fifties,  and  sixties.  In  a smaller  clinic, 
the  majority  of  contributions  would  be  effectively 
applied  to  key-doctors’  pensions. 

4.  While  the  Internal  Revenue  Code  sets  max- 
imum contributions,  no  minimum  appears.  There- 
fore, provided  a plan  were  established  with 
legitimate  intent,  and  well  run,  it  would  be  en- 
tirely possible  to  suspend  payments  for  a time 
due  to  cause  (lack  of  profits,  for  example) . This 
flexibility  is  very  apparent  in  well-designed,  well- 
invested  programs,  where  surplus  funds  are 
quickly  generated  as  a cushion  against  unforeseen 
contingencies. 

Very  obviously,  no  clinic  should  enter  into  such 
a plan  without  the  aid  of  a professional  pension 
plan  consultant  and  the  assistance  of  its  attorney. 

SELF  EMPLOYED  RETIREMENT  PLAN 

The  most  important  pending  legislation  is  that 
of  the  Keough  Bill  which  permits  professional 
men  to  finance  their  own  retirement  plans.  This 
bill  passed  the  House  of  Representatives  in  1958, 
but  has  never  been  reported  out  of  the  Senate 
Finance  Committee  because  of  the  opposition  of 
the  Treasury  Department  and  the  pressure  of  ad- 
journment. The  bill  would  permit  a self  em- 
ployed person  to  deduct  up  to  $2,500  each  year 
to  be  set  aside  with  an  insurance  company,  or 
with  a bank  trustee,  and  this  money  would  be 
free  of  income  taxes,  the  maximum  deduction 
not  to  exceed  $50,000  over  a twenty-year  period. 
The  earnings  and  the  capital  appreciation  of 
these  savings  would  also  accumulate  tax  free,  and 
the  money  would  be  taxed  only  as  it  is  drawn 
out  from  the  trust  after  age  of  65.  No  provision 
is  made  for  employees. 

If  pension  plans  are  set  up  for  employees,  a 
major  decision  must  be  made  as  to  whether  the 
funding  will  be  under  an  insured  plan  or  a self 
administered  trusteed  plan.  The  appeal  of  the 
insured  plan  is  simplicity  and  a definite  guaran- 
tee, but  it  must  be  obvious  that  these  features  are 
at  the  expense  of  benefits.  A self  administered 
plan  trusteed  by  a bank  is  so  much  more  bene- 
ficial to  the  owners  or  beneficiaries  that  most 
new  plans  are  being  set  up  along  these  lines. 
The  emergency  section  in  such  cases  would  prob- 
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ably  amount  to  10%  or  more,  depending  on  the 
reserve  needs  in  the  first  few  years  of  the  fund. 
The  equity  section  would  probably  amount  to  no 
more  than  30%,  and  the  remaining  60%  would 
be  invested,  not  in  tax  exempt  bonds,  but  rather 
corporate  bonds,  for  tax  exemption  is  basic  in 
qualified  pension  trusts. 

If  I have  succeeded  in  eliminating  from  your 
minds  some  of  the  feeling  that  investing  is  too 
complicated  for  the  individual  professional  man 
to  decide  for  himself,  and  if  I have  demonstrated 
that  the  rewards  are  worth  the  effort  of  self  ad- 
ministration, then  I feel  that  my  mission  here  has 
been  a success. 


Smoking  Has  No  Effect  on  Cholesterol  Level — Smok- 
ing appears  to  have  no  effect  on  blood  cholesterol 
levels,  according  to  a study  conducted  by  Dr.  Irvine  H. 
Page,  Cleveland  heart  specialist,  and  two  associates. 

If  smoking  does  play  a role  in  causing  heart  attacks, 
it  is  not  through  any  effect  on  cholesterol,  the  fat-like 
substance  in  the  blood  that  has  been  implicated  as  a 
cause  of  heart  attacks,  they  concluded  on  the  basis 
of  their  study. 

Writing  in  the  November  14  Journal  of  the  American 
Medical  Association,  Dr.  Page  said  it  has  been  suggested 
that  cigarette  smoking  is  in  some  way  related  to  heart 
attacks  and  hardening  of  the  arteries  but  this  is  diffi- 
cult to  prove. 

Many  investigators  believe  the  evidence  is  good  for 
an  association  between  high  cholesterol  levels  and 
hardening  of  the  arteries.  So  if  it  could  be  shown  that 
cigarette  smoking  is  followed  by  a rise  in  cholesterol 
levels,  this  could  be  interpreted  as  evidence  for  a re- 
lationship between  smoking  and  hardening  of  the  ar- 
teries. 

However,  the  new  study  failed  to  show  a rise  in 
cholesterol  levels  after  smoking. 

Twenty  laboratory  personnel,  including  15  regular 
smokers  and  five  nonsmokers,  participated  in  the  study. 
They  smoked  two  non-filtered  cigarettes  within  a 10- 
minute  period,  inhaling  deeply.  Blood  cholesterol  levels 
were  measured  before  they  smoked  and  at  10-  and  30- 
minute  intervals  afterwards. 

The  levels  remained  “essentially  unchanged”  in  most 
subjects.  There  seemed  to  be  no  greater  variations  in 
the  habitual  smokers  than  in  the  nonsmokers. 

The  lack  of  effect  of  smoking  on  the  cholesterol  levels 
in  the  nonsmoking  persons  was  striking,  the  authors 
said.  They  had  smoked  two  cigarettes  with  inhaling, 
and  this  could  be  considered  to  be  “a  not  inconsiderable 
stress.”  At  the  end  of  the  smoking  they  felt  dizzy  and 
chilly,  but  showed  no  cholesterol  level  change. 

The  study  showed  the  relative  stability  of  serum 
cholesterol  levels,  at  least  for  short  periods.  The  slight 
stress  of  blood  drawing  or  smoking  was  not  sufficient 
to  modify  them,  the  authors  noted.  The  long-time  effect 
of  smoking  on  serum  cholesterol  is  not  known,  but  it 
is  possible  that  varying  cholesterol  concentrations  may 
result  from  changes  in  eating  habits  caused  by  smoking, 
they  said  in  conclusion. 

Dr.  Page’s  associates  are  Lena  A.  Lewis,  Ph.D.,  and 
Mohammed  Moinuddin,  Ph.D.,  of  the  Cleveland  Clinic 
Foundation. 


Tranquilizer- Alcohol  Combination  Is  Dangerous — If  a 

person  is  taking  the  tranquilizer  chlorpromazine,  he 
must  be  very  careful  about  drinking  alcoholic  beverages, 
a group  of  Indiana  researchers  warned  recently. 
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A study  at  Madison  State  Hospital,  Madison,  Ind.,  in- 
dicates that  chlorpromazine  increases  the  physiological 
effect  of  alcohol,  and  the  two,  in  combination,  affect 
coordination  and  judgment  even  more  than  alcohol 
alone. 

Chlorpromazine,  one  of  the  first  tranquilizers  to  be 
developed,  is  most  commonly  used  in  mental  institu- 
tions and  by  discharged  mental  patients. 

The  alcohol-chlorpromazine  combination  is  especially 
dangerous  when  a person  drives,  the  researchers  said. 
When  a physician  prescribes  the  drug,  he  must  be  sure 
to  warn  his  patients  of  the  possible  danger  of  the  use 
of  alcohol,  they  said  in  a report  in  the  November  14 
Journal  of  the  American  Medical  Association. 

The  researchers  gave  alcohol  and  chlorpromazine 
alone  and  in  combination  to  24  persons,  including  18 
hospital  employees  and  six  patients.  They  performed 
a variety  of  tests,  including  a tweezer  dexterity  test 
requiring  that  tweezers  be  used  by  the  non-preferred 
hand  to  insert  16  steel  pins  in  a square,  a braking  re- 
action time  test,  and  a mental  addition  test. 

All  the  subjects  showed  the  worst  scores  after  taking 
both  chlorpromazine  and  alcohol.  They  made  their  best 
scores  when  they  had  received  imitation  pills  and 
liquids. 

The  employees  were  asked  to  describe  how  they  felt 
in  each  test  situation.  After  the  alcohol-chlorproma- 
zine session,  over  50  per  cent  reported  they  were  sleepy 
and  40  per  cent  said  they  felt  intoxicated  or  “groggy.” 
These  figures  were  twice  as  large  as  similar  figures  for 
the  test  situations  in  which  they  received  alcohol  or 
chlorpromazine  alone. 

Peculiar  to  the  alcohol-chlorpromazine  condition  were 
such  descriptions  as  “wobbly,”  “dizzy,”  “dull  mentally,” 
and  “poorly  coordinated.” 

At  the  last  experimental  session  employee-subjects 
were  asked,  “If  you  had  been  driving  an  automobile 
instead  of  taking  tests  on  the  four  test  days,  would 
there  have  been  any  one  day  when  you  would  have 
been  most  unsafe  as  a driver?”  Eighty-seven  per  cent 
picked  the  day  on  which  they  had  both  alcohol  and 
chlorpromazine,  while  the  remainder  chose  the  day 
when  they  received  alcohol  alone. 

The  researchers  were  George  A.  Zirkle,  Ph.D.;  Peter 
D.  King,  M.D.;  Ott  B.  McAtee,  M.D.,  of  Madison  State 
Hospital,  and  Sgt.  Robert  Van  Dyke  of  the  Indiana 
State  Police. 


Need  for  More  Radiation  Therapists  Stressed — The 

picture  of  a cancer-fighting  doctor  with  the  most  mod- 
ern weapons  of  physics  and  the  radiological  sciences  at 
his  command  has  been  drawn  by  two  cancer  specialists 
who  urge  more  physicians  to  consider  specializing  in 
radiation  therapy. 

Radiation  therapy  should  not  be  considered  merely 
a technical  service  to  be  administered  by  someone  who 
understands  the  production  of  x-rays  but  who  has 
little  knowledge  or  interest  in  the  problems  of  cancer 
patients,  stated  Drs.  John  O.  Archambeau  and  Orliss 
Wildermuth  in  the  October  10  Journal  of  the  American 
Medical  Association.  Rather,  they  said,  radiation  ther- 
apy is  a clinical  specialty,  and  the  therapist  is  a clinician. 

“At  present,”  they  added,  “radiation  therapy  is  in  a 
vigorous  growth  period.  Supervoltage  machines,  rota- 
tional therapy,  and  radio-isotopes  have  increased  its 
versatility  and  applications.  Until  a breakthrough  oc- 
curs in  the  treatment  of  cancer,  we  can  expect  con- 
tinued growth  and  usefulness  of  radiation  therapy.  It 
is  an  uncrowded  specialty,  with  only  about  100  full 
time  practicing  clinical  therapists.  The  need  for  ther- 
apists far  exceeds  their  availability,  and  this  lopsided 
situation  is  expected  to  continue.” 
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AAGP’S  20TH  POST  GRAD  SEMINAR 

Alabama  GP’s  attending  the  Alabama  Academy’s 
20th  Postgraduate  Seminar  in  Birmingham  on 
January  20-21  will  hear  Dr.  Vernelle  Fox,  left, 
Medical  Director  of  the  Georgia  Clinic  for  Alco- 
holism, Atlanta,  speak  on  alcoholism.  Mr.  Hugh 
M.  Comer,  below,  Chairman  of  the  Board  of 
Avondale  Mills,  Sylacauga,  will  be  the  banquet 
speaker.  Dr.  George  C.  Hamill,  Chief  of  Radiol- 
ogy, Maxwell  Air  Force  Base,  Montgomery,  along 
with  Drs.  A.  M.  Freeman,  J.  W.  Simpson,  J.  N. 
Sussex,  J.  A.  Ward,  W.  D.  Warrick,  A.  I.  Cheno- 
weth,  R.  J.  Sherer,  S.  C.  Little,  W.  H.  Kessler, 
A.  D.  Stephens,  and  T.  M.  Boulware,  all  of  Bir- 
mingham, will  participate  in  the  program. 
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GULF  COAST  CLINICAL 


The  newly  elected  officers  of  the  Gulf  Coast  Clinical  Society, 
President  Charles  D.  Taylor,  Pass  Christian,  Miss.,  and  Dr. 
George  W.  Rogers,  Gulfport,  Miss.,  are  pictured  (left,  left  to 
right)  with  their  retiring  counterparts,  Dr.  William  J.  Atkinson, 
Jr.  and  Dr.  Dan  Sullivan  of  Mobile.  Relaxing  on  the  deck 
of  Jamelle  III  are  (left  to  right)  Drs.  Charles  H.  Hendricks, 
Western  Reserve  University;  B.  Woodfin  Cobbs,  Emory  Uni- 
versity; John  L.  Shapiro,  Vanderbilt  University;  Calvin  H. 
Plimpton,  Columbia  University,  four  of  the  participants  in 
this  year’s  program. 


: 

■ / ■■ 

' 

■ ' 

JEFFERSON  COUNTY  SOCIETY  SPEAKER 

Nationally  known  for  his  “blue  baby”  operation,  Dr.  Alfred 
Blalock,  Baltimore,  Md.  (left,  right)  spoke  at  a recent  meeting 
of  the  Jefferson  County  Medical  Society  prior  to  delivering 
the  second  annual  Tinsley  Randolph  Harrison  Lecture  at  the 
Medical  Center.  Shown  with  Dr.  Blalock  is  Dr.  Joseph  Camp- 
bell, President  of  the  Jefferson  County  Medical  Society. 


AROUND  THE  STATE 


OB-GYN  FALL  MEETING 


Dr.  O.  M.  Otts,  President  of  Alabama  Association  of  Ob- 
stetricians and  Gynecologists,  is  pictured  top  left  (left  to  right) 
with  Dr.  Abe  Mickal,  former  All-American  football  player,  and 
Dr.  Joseph  M.  Weldon,  past  president  of  MASA,  at  the  Ob- 
Gyn  fall  meeting  in  Mobile  on  Nov.  7th.  Dr.  Mickal  along 
with  Dr.  Clarence  G.  Sutherland,  Jackson,  Miss.,  were  guest 
speakers  at  the  meeting.  Dr.  Sutherland  is  shown  below  dis- 
cussing the  latest  clinical  concepts  of  functional  bleeding  with 
(left  to  right)  Dr.  Theo  Middleton,  Dr.  Cornelia  Wilcoxson 
and  Dr.  Mattie  Hyde. 


DR.  ANDERSON,  CANCER  PRES. 

Dr.  W.  D.  Anderson  of  Tuscaloosa  (left)  has  recently  been 
named  president  of  the  American  Cancer  Society,  Alabama 
Division,  Inc.,  to  succeed  Dr.  John  Day  Peake  of  Mobile,  who 
served  as  president  for  seven  years. 

Other  officers  elected  included  Redus  Collier,  Decatur,  first 
vice  president;  Dr.  Joe  Donald,  Birmingham,  second  vice  presi- 
dent; and  Henry  P.  Johnston,  Birmingham,  third  vice  president. 
Fred  A.  Duran,  Auburn,  is  treasurer.  Three  newly  elected 
directors  are  Dr.  C.  W.  Neville,  Birmingham;  Dr.  Houston 
Cole,  Jacksonville;  and  Leslie  H.  Stuart,  Mobile..  Other  di- 
rectors are  Dr.  J.  P.  Chapman,  Selma;  Col.  C.  W.  Daugette,  .Jr., 
Gadsden;  P.  O.  Davis,  Auburn;  E.  C.  Easter,  Birmingham;  Dr. 
D.  G.  Gill,  Montgomery;  Dr.  T.  Brannon  Hubbard,  Sr.,  Mont- 
gomery; Cyrus  Kitchens,  Oneonta;  Dr.  J.  O.  Morgan,  Gadsden 
and  Dr.  Howard  Skipper,  Birmingham. 


TB  Skin  Test  Conducted 
By  Student 


A research  project  conducted  by  a medical  stu- 
dent here  during  the  summer  employed  a device 
never  before  used  in  Alabama  and  yielded  rather 
significant  results. 

Walter  Y.  Walker,  a senior,  gave  a tuberculosis 
skin  test  to  some  380  patients  admitted  to  Uni- 
versity Hospital  in  certain  staff  services.  The 
device  used  was  a Heaf  gun,  a multiple-puncture 
apparatus  which  makes  the  TB  skin  test  easier 
to  administer  than  with  the  older  Mantoux 
method. 

According  to  results  of  the  project,  only  26  per 
cent  of  those  tested  had  at  some  time  contracted 
tuberculosis,  although  as  sick  people  they  might 
be  expected  to  show  a higher  incidence  of  posi- 
tive test  results  than  would  the  general  popula- 
tion. Only  25  years  ago,  about  80  per  cent  of  the 
population  was  positive  when  given  the  skin  test 
for  TB. 

Mr.  Walker,  who  conducted  this  research  under 
a grant  from  the  National  Foundation,  later  tested 
employees  at  University  Hospital;  but  results  of 
these  tests  have  not  yet  been  tabulated.  Dr.  Glenn 
Baird,  professor  of  preventive  medicine  and  pub- 
lic health,  and  Dr.  Ben  Branscomb,  assistant  pro- 
fessor of  medicine,  were  faculty  advisors  for  the 
project. 

Significance  of  the  test  results  lies  in  the  long- 


range  possibilities  for  a program  of  testing  the 
entire  population,  Mr.  Walker  pointed  out.  Any 
individual  who  has  ever  contracted  TB  reacts 
positively  to  a skin  test,  even  though  he  may  not 
have  the  disease  in  active  form  at  all.  An  x-ray 
of  the  lungs  is  needed  to  identify  an  active  case 
of  tuberculosis.  If  it  were  still  true  that  80 
per  cent  of  all  persons  living  in  this  country  would 
react  positively  to  a skin  test,  there  would  be 
little  point  in  using  such  a method  in  a wide  test- 
ing program,  since  x-rays  would  then  have  to 
be  made  of  four-fifths  of  those  tested. 

But  with  only  26  per  cent  having  positive  re- 
actions to  the  skin  test,  it  might  be  possible  to 
screen  the  entire  population  in  this  way  and  then 
follow  up  with  x-rays,  testing  the  families  of 
those  showing  positive  results  as  well  as  the  re- 
actors themselves. 

An  extensive  testing  program  would  be  easier 
to  carry  out  with  the  Heaf  gun  than  with  the 
older  skin-test  method,  said  Mr.  Walker.  He  ex- 
plained that  the  gun  is  faster,  gives  truer  results 
through  the  uniformity  of  the  depth  to  which  the 
tuberculin  is  placed,  and  takes  less  training  to  give 
than  the  Mantoux  test,  which  is  intradermal.  Also, 
the  protoderm  tuberculin  developed  for  use  with 
the  Heaf  apparatus  may  be  kept  for  as  long  as 
one  year,  whereas  the  antigen  used  in  the  Mantoux 
method  must  be  fresh.  The  Heaf  test  is  said  to 
be  virtually  painless,  and  positive  reactions  from 
it  are  less  severe  than  from  the  Mantoux. 

The  gun,  developed  by  Dr.  Frederick  Heaf  in 
1951,  has  been  used  very  little  in  the  United  States 
and  not  at  all  in  Alabama  prior  to  this  time,  al- 
though it  has  been  widely  employed  in  England. 


Patient  Care,  Teaching,  Research 
Work  of  the  New  Heart  Center 

The  Luther  L.  Hill  Heart  Center  occupies  the 
top  floor  of  the  Hillman  Building  of  University 
Hospital.  The  big  operating  room  and  its  ancillary 
units  are  designed  to  make  efficient  use  of  mod- 
ern diagnostic,  surgical,  and  monitoring  equip- 
ment. 

Adjoining  the  operating  room  is  an  observation 
station  where  medical  and  nursing  students  and 
staff  members  can  watch  heart  operations  through 
a large  plate-glass  window  or  on  a television 
monitor.  Just  off  the  operating  room  and  be- 
hind the  observation  station  is  the  autoclave  room, 
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where  instruments  are  sterilized.  Next  to  the 
observation  room  is  the  catheterization  laboratory, 
a special  diagnostic  unit  where  precise  measure- 
ments of  heart  function — on  which  the  diagnosis 
rests — are  made. 

A chemistry  laboratory  containing  equipment 
for  automatic  analysis  of  blood,  a nurses’  station, 
and  instrument  cabinets  are  located  across  the  hall 
from  the  operating  room. 

Outside  the  doors  to  the  operating  area  are  a 
pump  room,  where  the  heart-lung  machine  is  as- 
sembled, and  scrub  rooms  for  the  surgical  team. 

Heart  center  personnel  consists  of  surgeons  and 
physicians,  scientists,  nurses,  technologists,  and 
social  workers — all  working  together  and  each 
playing  an  important  part  in  diagnosing  and  sur- 
gically correcting  heart  defects  and  diseases  and 
in  rehabilitating  the  patient  after  his  convales- 
cence. 

Their  efforts  also  serve  in  training  health  per- 
sonnel and  contributing  to  the  extension  of  knowl- 
edge through  research. 

It  is  apparent  that  such  a team  can  be  supported 
only  at  medical  center  level  and  would  not  be 
economic  at  smaller  community  level.  Private 
physicians  are  of  first  importance  in  the  work  of 
the  heart  center,  for  they  refer  to  the  center  pa- 
tients with  special  problems  which  may  be  handled 
there. 


HEART  CENTER  DEDICATED— Several  hundred 
persons  attended  the  ceremonies  dedicating  the  Medical 
Center’s  cardiovascular  unit  to  the  memory  of  the  late 
Dr.  Luther  Leonidas  Hill,  pioneer  Alabama  surgeon. 
The  Hon.  Lister  Hill  (left),  son  of  Dr.  Hill  and  senior 
U.  S.  Senator  from  Alabama,  accepted  the  dedicatory 
plaque  on  behalf  of  the  Hill  family  from  Dr.  Robert  C. 
Berson  (extreme  right),  University  vice-president  for 
health  affairs.  Guest  speaker  was  Dr.  Luther  L.  Terry, 
(at  lectern),  namesake  of  Dr.  Hill  and  assistant  di- 
rector of  the  National  Heart  Institute.  Others  on  the 
platform  are  Dr.  Frank  A.  Rose,  University  president, 
who  presided;  Dr.  Champ  Lyons,  chairman  of  the  sur- 
gery department;  Dr.  William  R.  Carter  of  Repton, 
president  of  the  Medical  Association  of  the  State  of 
Alabama;  Dr.  Henry  M.  Edmonds;  Dr.  Guy  McGowan, 
Highlands  Methodist  Church;  Dr.  Richard  T.  Eastwood, 
executive  director  for  University  affairs  in  Birmingham; 
Dean  Joseph  F.  Volker,  School  of  Dentistry;  Matthew 
F.  McNulty,  Jr.,  University  Hospital  Administrator; 
Dr.  Tinsley  R.  Harrison,  professor  of  medicine;  Gen. 
Luther  Lyons  Hill  of  Des  Moines,  Iowa,  son  of  Dr. 
Hill;  and  L.  L.  Hill,  grandson  of  Dr.  Hill. 


Medical  Center  Boasts  Seven  Dentist- 

Physicians 

Holding  several  degrees  is  no  novelty  at  the 
Medical  Center,  and  90  per  cent  of  the  faculty 
members  have  either  a M.  S.  or  a D.  M.  D. 
among  their  education  credits. 

But  finding  the  two  degrees  in  one  curriculum 
vitae  is  a little  unusual,  even  in  this  well-edu- 
cated contingent. 

Seven  men  on  the  faculty  do  have  both,  how- 
ever, and  for  some  varied  and  interesting  reasons. 
The  physician-dentists  are  Emanuel  Cheraskin, 
chairman  of  the  division  of  oral  medicine  and  sur- 
gery; James  D.  Jones,  assistant  professor  of  anes- 
thesiology; Frederick  W.  Kraus,  associate  pro- 
fessor of  clinical  dentistry  and  assistant  professor 
of  microbiology;  Charles  A.  McCallum,  Jr.,  chair- 
man of  the  department  of  oral  surgery;  Gilbert 
J.  Parfitt,  professor  of  dentistry;  Giuliano  A. 
Quintarelli,  assistant  professor  of  dentistry;  and 
Leonard  Robinson,  professor  of  dentistry. 

With  three  of  these  men,  getting  both  dental 
and  medical  degrees  was  simply  something  one 
had  to  do.  Dr.  Kraus,  for  instance,  was  born 
and  educated  in  Czechoslovakia,  where  dentistry 
was  a specialty  of  medicine.  After  getting  his  pro- 
fessional training  (including  postgraduate  studies 
in  Vienna,  Austria) , Dr.  Kraus  practiced  as  a 
general  dentist  in  Prague  for  four  years.  He 
came  to  this  country  in  1941  and — his  dental  degree 
not  being  recognized  in  the  United  States — studied 
dentistry  again,  this  time  at  Tufts  College  in 
Boston. 

Dr.  Kraus  joined  the  staff  here  in  1953  as  as- 
sociate professor  of  clinical  dentistry  and  became 
assistant  professor  of  microbiology  in  1954. 

Dr.  Parfitt,  who  comes  from  England,  was  re- 
quired by  tradition  to  earn  a medical  degree  for 
a teaching  career  in  dentistry.  In  most  cases 
those  who  rose  to  superior  positions  on  dental 
school  faculties  in  England  at  that  time  had  both 
degrees.  His  father,  head  of  the  dental  school  of 
Guy’s  Hospital  in  London,  also  studied  both  medi- 
cine and  dentistry. 

Dr.  Gilbert  Parfitt,  who  was  interested  in  a 
teaching  career,  finished  two  years  of  medical 
school  at  Guy’s  Hospital,  then  took  the  dental 
degree  before  graduating  in  medicine  (M.  R.  C.  S.; 
L.  R.  C.  P.  in  England).  Between  dental  school 
and  the  last  half  of  medical  school,  he  practiced 
dentistry  and  took  postgraduate  work  in  ortho- 
dontics. 

During  World  War  II,  Dr.  Parfitt  combined  the 
knowledge  in  both  fields  to  do  maxillo-facial  sur- 
gery in  the  Emergency  Medical  Service  in  his  na- 
tive land.  After  the  war  he  became  head  of  the 
periodontology  and  preventive  dentistry  depart- 
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ment  at  his  old  school;  he  came  to  the  Medical 
Center  in  1955. 

Like  Dr.  Kraus,  Dr.  Quintarelli — a newcomer  at 
the  Center — is  from  a country  where  one  first 
becomes  a physician  and  then  specializes  in  den- 
tistry. And,  like  Dr.  Parfitt,  he  is  the  son  of  a 
man  who  has  both  degrees  and  heads  a dental 
school.  Dr.  Quintarelli’s  father  is  chairman  of 
the  School  of  Medicine’s  department  of  stoma- 
tology and  dean  of  the  School  of  Dentistry  at  the 
University  of  Padua,  Italy. 


MEDICAL  CLASS  PRESIDENTS— Heading  the  four 
Medical  College  classes  for  the  current  academic  year 
are  (left  to  right) : Ed  Young  of  Montgomery,  sopho- 

more; Dan  Merck,  Birmingham,  senior;  Beau  Dunn, 
Wetumpka,  junior;  and  Sam  Fischer,  Montgomery, 
freshman. 

Dr.  Quintarelli  did  his  undergradute  work  at 
the  University  of  Padua,  then  went  on  to  the  Uni- 
versity of  Bologna  for  his  medical  degree,  which 
he  received  in  1952.  Two  years  later  he  was 
graduated  magna  cum  laude  from  the  dental  school 
there. 

Leonard  Robinson,  Charles  McCallum,  and 
James  Jones  went  on  to  earn  medical  degrees  after 
they  had  become  interested  in  special  fields 
through  dentistry. 

A Rhode  Islander,  Dr.  Robinson  received  his 
dental  training  at  Tufts  College.  He  joined  the 
School  of  Dentistry  here  as  assistant  professor  of 
oral  pathology  in  January  of  1950  and — being  in- 
terested in  the  field  of  general  pathology — en- 
rolled in  the  Medical  College  that  fall.  He  was 
graduated  in  1954,  did  his  internship  and  resi- 
dencies at  University  Hospital  and  the  Medical 
Center  pathology  department,  and  was  advanced 
to  associate  professor  and  then  professor  of  oral 
pathology.  He  is  now  head  of  the  oral  pathology 
section  of  the  pathology  department. 

It  was  specializing  in  oral  surgery  that  led 
Dr.  McCallum,  also  a graduate  of  Tufts  College 
Dental  School,  to  earn  a degree  in  medicine.  Com- 


pleting his  internship  and  residency  in  oral  sur~ 
gery  at  the  Medical  Center,  he  enrolled  in  the 
Medical  College  for  a broader  background  in  the 
healing  arts  since  he  wanted  to  stay  in  teaching. 
His  first  regular  faculty  appointment  in  the  School 
of  Dentistry  came  in  1956,  and  he  was  appointed 
chairman  of  the  department  of  oral  surgery  in 
1958  and  advanced  to  full  professorship  this  fall. 

Dr.  Jones’  field  is  anesthesiology.  A native  of 
Greensboro,  he  received  his  dental  degree  at  Loy- 
ola University.  After  practicing  dentistry  for  sev- 
eral years,  Dr.  Jones  started  a preceptorship  in 
anesthesiology  with  Dr.  Ansel  Cain  in  New  Or- 
leans. He  then  served  as  an  anesthesiologist  in 
private  practice,  on  hospital  staffs,  and  in  the 
Air  Force  until  June  of  1953,  when  he  joined  the 
staff  here.  Wanting  a broader  background  in 
general  anesthesiology,  he  entered  the  Medical 
College,  getting  his  M.  D.  in  1957,  and  interning 
at  University  Hospital  in  1957-58. 

Emanuel  Cheraskin,  a Philadelphian,  got  his 
preprofessional  education  at  the  University  of 
Alabama.  He  returned  to  this  state  after  studying 
medicine  at  the  University  of  Cincinnati,  prac- 
ticing for  a year  in  Moundville.  Dr.  Cheraskin 
came  to  the  Center  in  1948  and  taught  in  the  de- 
partments of  anatomy  and  physiology  before  get- 
ting his  dental  degree  in  1952.  He  headed  the  de- 
partment of  oral  medicine  from  1952  until  1956, 
when  he  became  chairman  of  the  division  of  oral 
surgery  and  medicine. 


Dr.  Barnett  Named  OB  Chief 

Dr.  Robert  V.  Barnett  has  been  named  chief  of 
obstetrics  in  the  department  of  obstetrics  and 
gynecology,  succeeding  Dr.  Joseph  C.  Carmichael, 
resigned.  Dr.  Carmichael  will  continue  with  the 
department’s  clinical  staff  as  associate  professor. 

Recently  advanced  to  assistant  professor,  Dr. 
Barnett  joined  the  Medical  Center  faculty  in  1956 
as  instructor.  He  was  graduated  from  Tulane 
University  Medical  School  in  the  class  of  1950  and 
did  his  internship  and  residency  here  1951-54. 


Dr.  Shirkey  To  Be  On 
Medical  Center  Staff 

Dr.  Henry  C.  Shirkey,  who  will  come  to  Bir- 
mingham the  first  of  next  year  as  medical  and 
administrative  director  of  the  Children’s  Hospital 
of  Birmingham,  will  also  be  on  the  faculty  here. 

With  the  academic  rank  of  associate  professor, 
he  is  to  serve  in  the  department  of  pediatrics, 
headed  by  Dr.  Kendrick  Hare. 

Dr.  Shirkey  is  now  assistant  professor  of  pedi- 
atrics and  associate  professor  of  pharmacology  at 
the  University  of  Cincinnati  and  director  of 
pediatric  services  at  Cincinnati  General  Hospital. 

He  received  his  M.  D.  from  that  universitv  in  1945. 
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Dr.  Sensenig  Advances  To 
Department  Chairmanship 

Appointment  of  Dr.  E.  Carl  Sensenig  as  chair- 
man of  the  department  of  anatomy  was  announced 
during  October.  He  succeeded  Dr.  James  O. 
Foley,  resigned.  Dr.  Foley  continues  as  professor 
of  anatomy. 

Dr.  Sensenig  has  been  on  the  University  faculty 
a total  of  14  years.  Having  served  with  the  Medi- 
cal College  for  two  years  as  instructor  in  anatomy 


from  1941  to  ’43,  he  joined  the  staff  here  in  1947 
as  associate  professor  after  teaching  anatomy  at 
Johns  Hopkins  and  Tulane  University  medical 
schools. 

Dr.  Sensenig’s  advancement  to  full  professorship 
came  in  1952.  Now,  as  chairman  of  anatomy,  he 
heads  a department  which  instructs  medical  and 
dental  students  in  both  the  undergraduate  and 
graduate  programs  as  well  as  conducting  anatom- 
ical research. 


BUREAU  OF  ADMINISTRATION 
D.  G.  Gill,  M.  D. 

State  Health  Officer 

NURSING  HOME  CONFERENCE 

There  are  many  agencies  and  organizations 
other  than  the  Alabama  Nursing  Home  Associa- 
tion and  the  State  Health  Department  which  have 
direct  or  indirect  interests  in  the  operation  of 
nursing  homes.  For  example,  many  nursing  home 
inmates  are  recipients  of  public  assistance  pay- 
ments. Thus,  the  State  Department  of  Pensions 
and  Security  is  concerned  with  nursing  homes. 
Under  federal  regulations,  the  Department  of 
Pensions  and  Security  can  pay  for  nursing  care 
only  if  the  recipient  is  in  a licensed  nursing  home. 
This  agency,  then,  is  vitally  interested  in  the 
licensure  program  of  the  Health  Department.  The 
agency  is  further  concerned  because  of  the  cost 
of  nursing  home  care.  Raising  standards  of  nurs- 
ing home  care  generally  means  that  operators 
must  increase  their  rates.  The  Department  of 
Pensions  and  Security  even  now  can  pay  only 
part  of  the  amount  it  can  budget  for  nursing  care. 
As  rates  rise  it  becomes  more  difficult  to  find  a 
means  to  provide  this  care  for  public  assistance 
recipients. 

Hospitals  are  also  concerned  with  nursing 
homes.  If  enough  nursing  home  beds  were  avail- 
able, many  patients  who  need  nursing  care  but 
do  not  require  hospitalization  could  be  transferred 
to  nursing  homes,  thus  releasing  hospital  beds  for 
the  care  of  the  acutely  ill  or  injured.  There  is 
also  a problem  of  transfer  of  patients  between 
hospitals  and  nursing  homes. 

Nurses’  associations  and  nurses’  training  schools 
are  concerned  because  nursing  homes  need  reg- 
istered nurses.  These  groups  are  making  a real 
effort  to  overcome  the  shortage  of  nurses  which 


works  to  the  disadvantage  of  nursing  homes  as 
well  as  other  facilities  and  programs. 

Since  nursing  homes  also  employ  licensed  prac- 
tical nurses,  the  State  Department  of  Education 
becomes  concerned.  The  training  program  for 
licensed  practical  nurses  is  under  the  Division  of 
Trade  and  Industrial  Education  of  this  agency. 

The  realization  that  these  and  other  agencies 
and  individuals  have  related  problems  in  the  nurs- 
ing home  field  led  the  State  Health  Department 
to  sponsor  an  Inter-Agency  Conference  on  Nursing 
Homes.  This  conference,  which  was  the  first  of 
its  kind  in  this  country,  was  held  August  12  in 
Montgomery. 

Representatives  of  the  following  agencies  and 
organizations  were  present:  Alabama  Nursing 

Home  Association,  Department  of  Pensions  and 
Security,  Alabama  Hospital  Association,  Alabama 
Pharmaceutical  Association,  Medical  Association 
of  the  State  of  Alabama,  Alabama  League  for 
Nursing,  State  Department  of  Education,  and  the 
Birmingham  Baptist  School  for  Nursing.  Repre- 
sentatives of  the  following  divisions  of  the  State 
Health  Department  attended:  Hospital  Planning, 

Chronic  Disease  and  Aging,  Dental  Hygiene,  Pub- 
lic Health  Nursing,  and  Health  Education. 

Representatives  of  the  U.  S.  Public  Health  Serv- 
ice were  also  present.  Dr.  Bruce  Underwood, 
Public  Health  Service  Consultant  on  Nursing 
Homes,  gave  the  keynote  speech.  Other  Public 
Health  Service  representatives  attended  to  ob- 
serve and  to  report  to  other  states  on  the  value  of 
such  a conference. 

The  conference  plan  was  as  follows:  A spokes- 
man for  the  Alabama  Nursing  Home  Association 
and  a spokesman  for  another  agency  each  pre- 
sented his  group’s  views  on  a particular  problem. 
The  spokesmen  then  answered  questions  from  the 
floor.  Major  topics  of  discussion  were  rules  and 
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regulations,  administrative  problems,  transfer  of 
patients  (between  hospitals  and  nursing  homes) , 
training  of  personnel,  and  finances. 

Finances  and  the  training  of  personnel  were  the 
two  problems  which  appeared  to  be  of  greatest 
concern  to  the  nursing  home  operators.  These 
problems  are  closely  related  to  an  institution’s 
ability  to  comply  with  licensure  regulations  of 
the  State  Health  Department.  These  problems 
have  implications  for  all  other  interested  agencies. 
While  it  was  not  possible  to  arrive  at  a solution 
for  the  problems,  many  promising  avenues  of  ap- 
proach were  brought  to  the  attention  of  the  par- 
ticipants. For  example,  it  was  brought  out  that 
the  Division  of  Trade  and  Industrial  Education 
has  funds,  authority  and  personnel  to  develop 
and  conduct  training  courses  for  nursing  home 
aides  below  the  rank  of  licensed  practical  nurse. 
The  channels  through  which  such  courses  may 
be  obtained  were  outlined  for  the  group. 

As  a result  of  the  conference  the  Department 
of  Pensions  and  Security  has  raised  the  maximum 
amount  which  it  can  budget  for  nursing  care.  This 
may  result  in  higher  payments  in  some  cases. 

It  is  believed  that  this  conference  was  of  real 
value  to  all  who  attended.  Those  present  appeared 
to  have  gained  better  understanding  of  the  prob- 
lems, limitations,  responsibilities  and  objectives 
of  other  agencies.  It  was  the  general  consensus 
that  similar  meetings,  some  smaller,  some  with 
wider  representation,  should  be  held  in  the  future. 


BUREAU  OF  LABORATORIES 

Thomas  S.  Hosty,  Ph.D.,  Director 
SPECIMENS  EXAMINED 
September  1959 


Examinations  for  malaria 40 

Examinations  for  diphtheria  bacilli  and  Vincent’s  129 

Agglutination  tests 610 

Typhoid  cultures  (blood,  feces  and  urine) 798 

Brucella  cultures 15 

Examinations  for  intestinal  parasites 3,505 

Darkfiela  examinations 3 

Serological  tests  for  syphilis  (blood 

and  spinal  fluid) 30,785 

Examinations  for  gonococci 1,922 

Examinations  for  tubercle  bacilli 3,439 

Examinations  for  Negri  bodies  (smears  & 

animal  inoculations) 273 

Water  examinations 2,304 

Milk  and  dairy  products  examinations 4,479 

Miscellaneous  examinations 1,165 


Total  49,467 


This  includes  1,332  specimens  examined  in  the  Dothan 
Branch  Laboratory  during  the  month  of  August,  record 
of  which  was  not  received  in  time  to  be  included  in 
the  report  for  that  month. 


BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  SMITH,  M.  D.,  Director 
CURRENT  MORBIDITY  STATISTICS 

1959  e.  E.* 


Aug. 

Sept. 

Sept. 

Typhoid  and  paratyphoid 

0 

1 

8 

Undulant  fever 

1 

0 

2 

Meningitis  __ 

2 

1 

8 

Scarlet  fever 

52 

12 

28 

Whooping  cough 

23 

24 

33 

Diphtheria  

1 

5 

28 

Tetanus  - 

3 

2 

4 

Tuberculosis  

. 176 

161 

177 

Tularemia  

0 

0 

0 

Amebic  dysentery .. 

2 

2 

1 

Malaria  ..  __  

0 

0 

0 

Influenza  

32 

6 

77 

Smallpox  

0 

0 

0 

Measles  

18 

2 

27 

Poliomyelitis  

. 97 

50 

42 

Encephalitis  

4 

1 

3 

Chickenpox  

2 

1 

6 

Typhus  fever 

1 

2 

3 

Mumps  

12 

15 

34 

Cancer  

975 

588 

418 

Pellagra  

0 

0 

0 

Pneumonia  

. 144 

80 

104 

Syphilis  

176 

120 

123 

Chancroid  

1 

4 

8 

Gonorrhea  

. 340 

266 

353 

Rabies — Human  cases ..  

0 

0 

0 

Positive  animal  heads 

10 

14 

0 

As  reported  by  physicians  and  including  deaths  not  reported  as 
cases. 

*E.  E.--The  estimated  expectancy 
dence  of  the  past  nine  years. 

& £ £ 

represents 

the  median 

inci- 

BUREAU  OF  VITAL  STATISTICS 


Ralph  W.  Roberts,  M.  S.,  Director 
PROVISIONAL  BIRTH  AND  DEATH  STATISTICS 
AND  COMPARATIVE  DATA,  JULY  1959 


Live  Births,  Deaths 
and  Deaths  by  Cause 

Number 

Registered 

During 

Tulw  lQ^Q 

• 

Rates* 

(Annual  Basis) 

Total 

i 

<D 

4-» 
• H 

£ 

£ 

a 

1 4- 

G'z 

1959 

1958 

1957 

Live  births 

7117 

4471 

2646 

26.0 

25.8 

27.7 

Deaths  

2226 

1364 

862 

8.1 

8.0 

8.4 

Fetal  deaths 

165 

75 

90 

22.7 

24.2 

18.9 

Infant  deaths— 

under  one  month 

145 

82 

63 

20.4 

23.6 

22.6 

under  one  year. 

210 

102 

108 

29.5 

31.1 

29.4 

Maternal  deaths 

9 

1 

8 

12.4 

9.8 

11.9 

Cause  of  Death 

Tuberculosis,  001-019 

23 

11 

12 

8.4 

| 11.8 

| 8.6 

Syphilis,  020-029 

5 

2 

3 

1.8 

2.6 

1.1 

Dysentery,  045-048 

2 

2 

0.7 

1.5 

Diphtheria,  055 

0.4 

Whooping  cough,  056 

2 

2 

0.7 

0.4 

Meningococcal  infections,  057.. 

1 

1 

0.4 

0.4 

Poliomyelitis,  080,  081 

3 

3 

1.1 

Measles,  085 

Malignant  neoplasms,  140-205- 

277 

184 

93 

101.1 

107.3 

110.3 

Diabetes  mellitus,  260 

43 

24 

19 

15.7 

9.6 

10.8 

Pellagra,  281 

1 

1 

0.4 

0.4 

Vascular  lesions  of  central 

nervous  system,  330-334 

313 

189 

124 

114.3 

108.1 

123.7 

Rheumatic  fever,  400-402 _ 

2 

1 

1 

0.7 

0.4 

1.1 

Diseases  of  the  heart,  410-443.. 

760 

516 

244 

277.5 

252.6 

262.0 

Hypertension  with  heart 

disease,  440-443 

133 

53 

80 

48.6 

44.3 

49.2 

Diseases  of  the  arteries,  450-456 

51 

33 

18 

18.6 

19.2 

19.8 

Influenza,  480-483  

1 

1 

0.4 

1.5 

1.9 

Pneumonia,  all  forms,  490-493. 

52 

30 

22 

19.0 

14.4 

15.3 

Bronchitis,  500-502  ..  

1 

1 

0.4 

0.4 

1 5 

Appendicitis,  550-553 

1 

1 

0.4 

2.6 

1.9 

Intestinal  obstruction  and 

hernia,  560,  561,  570 

7 

5 

2 

2.6 

4.0 

5.6 

Gastro-enteritis  and  colitis, 

under  2,  571.0,  764 

11 

3 

8 

4.0 

4.4 

6.7 

Cirrhosis  of  liver,  581 

12 

6 

6 

4.4 

6.3 

6.7 

Diseases  of  pregnancy  and 

childbirth,  640-689 

9 

1 

8 

12.4 

9.8 

11.9 

Congenital  malformations, 

750-759  

30 

18 

12 

4.2 

6.3 

4.3 

Immaturity  at  birth,  774-776.... 

57 

30 

27 

8.0 

6.3 

8.4 

Accidents,  total  800-962  

151 

105 

46 

55.1 

44.3 

55.9 

Motor  vehicle  accidents. 

810-835,  960 

62 

51 

11 

22.6 

21.4 

29.1 

All  other  defined  causes ! 

312 

163 

149 

113.9 

140.51 

139.7 

Ill-defined  and  unknown 

| 

causes,  780-793,  795 | 

99 

34 

65 

36.1 

31.0| 

32.0 

Rates:  Birth  and  death — per  1,000  population;  Infant  deaths— 
per  1,000  live  births;  Fetal  deaths — per  1,000  deliveries;  Maternal 
deaths — per  10,000  deliveries;  Deaths  from  specified  causes — per 
100,000  population. 
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The  Family  Medical  Encyclopedia.  By  Justus  J. 
Schifferes,  Ph.  D.,  with  a Medical  Advisory  Board  of 
Eight  Physicians.  Illustrated  by  Louise  Bush,  Ph.  D. 
Cloth.  Price  $4.95.  Pp.  617.  Little,  Brown  & Co.,  34 
Beacon  Street,  Boston  6. 

This  little  book  is  a very  excellent  compilation  of 
medical  facts  presented  in  easy,  understandable  lan- 
guage. The  book  repeatedly  emphasizes  that  the  family 
physician  should  be  consulted  in  all  instances  of  a 
medical  problem.  It  is  edited  by  a first  rate  medical 
staff,  one  of  whom  is  the  editor  of  the  Journal  of  the 
American  Medical  Association.  In  the  front  there  is  a 
small  emergency  index  for  quick  reference  to  such 
items  as  insect  bites,  heart  attack,  rupture,  etc.  The  bulk 
of  the  book  is  committed  to  defining  the  various  terms 
in  an  encyclopedic  fashion,  and  at  the  end  is  a calorie 
counter  which  is  well  done  and  the  one  complied  by 
the  Metropolitan  Life  Insurance  Company.  It  is  the 
opinion  of  this  reviewer  that  this  book  can  be  recom- 
mended to  the  patients  of  the  physicians  of  this  state 
as  a handy  index  for  reference  to  medical  terms. 

E.  Fred  Campbell,  M.  D. 


Synopsis  of  Treatment  of  Anorectal  Diseases.  By 

Stuart  T.  Ross,  M.  D.,  F.  A.  C.  S.,  F.  I.  C.  S.,  Diplomate  of 
the  American  Board  of  Proctology;  Secretary  of  the 
American  Board  of  Proctology;  Fellow  and  Past  Presi- 
dent of  the  American  Proctologic  Society;  Fellow  of  the 
New  York  and  Pennsylvania  Proctologic  Societies;  Hon- 
orary Fellow  of  the  New  Jersey  Proctologic  Society; 
Corresponding  Member  of  Sociedad  Brasileira  de  Proc- 
tologia.  Cloth.  Price,  $6.50.  Pp.  240,  illustrated.  The 
C.  V.  Mosby  Company,  St.  Louis,  1959. 

This  little  book  is  a succinct  synopsis  of  the  anatomy, 
physiology,  symptoms,  signs,  and  treatment  of  anorectal 
disease.  As  stated  in  the  foreword,  “Theories  have  been 
omitted,  abtruse  discussions  avoided  and  bibliographic 
references  intentionally  excluded.”  The  material  is 
well  organized,  lucidly  and  capably  written,  and  covers 
all  aspects  of  the  field  of  proctology  in  a didactic  man- 
ner, giving  the  author’s  methods  of  approach  to  each 
problem,  methods  that,  by  and  large,  are  generally 
agreed  upon  today. 

If  one  desires  such  a manual  in  a small,  well  bound 
edition  I don’t  believe  a better  one  could  be  found.  The 
author  says  in  the  preface  that  the  book  is  written  to 
help  the  man  in  general  practice  and  to  serve  as  a guide 
for  medical  student,  intern,  and  resident.  Certainly  the 
general  practitioner  who  is  interested  in  proctology 
would  find  this  book  frequently  useful  and  for  this  it  is 
highly  recommended.  Since  this  reviewer  is  opposed 
to  didactic  teaching  of  the  medical  student  or  resident, 
I can  see  no  place  for  such  a synopsis  during  one’s  formal 
education,  but  this  is,  of  course,  a personal  opinion. 

T.  Brannon  Hubbard,  Jr.,  M.  D. 


Surgery  of  the  Foot.  By  Henri  L.  DuVries,  M.  D., 
Clinical  Instructor  in  Surgery,  Chicago  Medical  School; 
Attending  Surgeon,  Columbus  Hospital,  Mother  Cabrini 


Hospital,  and  Frank  Cuneo  Hospital;  Chairman,  Depart- 
ment of  Surgery,  Illinois  College  of  Chiropody  and  Foot 
Surgery,  Chicago.  With  foreword  by  Karl  A.  Meyer, 
M.  D.,  and  introduction  by  Edward  L.  Compere,  M.  D. 
Cloth.  Price,  $12.50.  Pp.  494,  with  403  figures.  The 
C.  V.  Mosby  Company,  St.  Louis,  1959. 

That  few  doctors  are  interested  in  the  foot  or  sympa- 
thetic to  those  who  suffer  with  foot  problems  is  evi- 
denced by  the  fact  that  the  chiropodist  prospers.  For 
this  reason  there  is  certainly  a place  for  a volume  which 
covers  with  completeness  and  enthusiasm  all  surgical 
problems  related  to  this  organ.  The  general  practition- 
er, surgeon,  or  orthopedist  might,  therefore,  examine 
this  book  and  consider  buying  it.  I cannot,  however, 
recommend  it  unreservedly. 

It  is  not  a scholarly  book,  and  when  the  subject  mat- 
ter leaves  the  basic  anatomy  of  the  foot,  it  becomes  al- 
most anachronistic.  For  example:  “The  malignant  or 

rodent  ulcer  is  a slowly  growing  variety  of  squamous 
cell  carcinoma  (basal  cell  carcinoma).  The  skin  and 
subcutaneous  tissues  of  the  area  slowly  erode.  It  re- 
sists all  forms  of  medical  therapy.”  Nor  is  it  clear  for 
whom  the  book  is  intended.  Considerable  space  is  oc- 
cupied by  such  sentences  as:  “A  suture  is  primarily  a 
splint  or  ligature;  as  a splint,  its  function  is  to  hold  tis- 
sues in  coaptation  until  union  has  taken  place.  As  a 
ligature,  its  function  is  to  act  as  a pursestring  around 
a vessel.”  A few  chapters  later  one  finds  rather  detailed 
descriptions  of  methods  of  tendon  transfer,  obviously 
meant  for  a man  ready  to  do  the  procedure. 

In  summary,  this  book  covers  all  anatomic  abnormali- 
ties of  the  foot,  probably  in  greater  detail  than  one  can 
find  elsewhere.  The  writing  is  not,  however,  of  high 
intellectual  or  scientific  calibre  and  for  this  reason  it 
cannot  be  recommended  without  qualification. 

T.  Brannon  Hubbard,  Jr.,  M.  D. 


501  Questions  and  Answers  in  Anatomy.  By  Stanley 
D.  Miroyiannis,  Ph.D.,  F.A.A.A.S.,  F.I.A.S.,  Professor 
of  Anatomy  and  Chairman  of  the  Department,  Still 
College,  Des  Moines,  Iowa;  with  an  introduction  by 
Ernest  V.  Enzmann,  Ph.D.,  Associate  Professor  of  His- 
tology and  Embryology,  Still  College.  Cloth.  Price, 
$5.00.  Pp.  332.  Vantage  Press,  Inc.,  120  West  31st  Street, 
New  York  1,  1959. 


In  his  introduction  Dr.  Enzmann  says  that  “This 
new  book  . . . has  been  designed  as  a specific  aid  to 
all  types  of  medical  students.  . . . The  volume  contains 
questions  and  supplies  concise  but  adequate  answers  in 
such  a way  as  to  save  the  student  the  trouble  of 
searching  through  pages  and  pages  of  standard  text.  . . . 
Though  primarily  designed  to  fit  the  needs  of  the 
medical  student,  the  new  book  will  also  be  of  value  . . . 
to  all  those  who  need  Anatomical  Knowledge.” 

The  book  is  admirable  for  the  purpose  for  which  it 
is  intended. 


Douglas  L.  Cannon,  M.  D. 
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The  Modern  Family  Health  Guide.  Edited  by  Morris 
Fishbein,  M.  D.,  formerly  editor  of  the  Journal  of  the 
American  Medical  Association;  Editor  Excerpta  Medica, 
and  Medical  Editor  of  Brittanica  Book  of  the  Year, 
and  26  contributing  specialists.  Cloth.  Price,  $7.50. 
Pp.  1001.  Doubleday  and  Company,  Inc.,  575  Madison 
Avenue,  New  York  22,  1959. 

This  is  a new  home  reference  volume  of  medical  ad- 
vice and  guidance.  The  list  of  sub-editors  is  impressive 
and  includes  twenty-six  noted  authorities  in  various 
fields.  The  book  is  a large  one  and  very  complete. 
The  first  section  includes  such  items  as  the  meaning 
of  health,  a note  about  the  problems  of  the  modern 
physician,  the  body  and  how  it  functions,  diet  in  health, 
and  occupation  problems,  and  then  takes  up  specific 
disorders.  Part  two  takes  up  the  problems  of  infancy 
and  adolescence.  Part  three  is  concerned  with  the  heart 
and  has  a very  excellent  section  on  congenital  heart 
disease.  Part  four  considers  the  major  diseases.  Part 
five  discusses  disorders  of  the  digestive  system.  Part 
six  is  a miscellaneous  one  including  endocrine  disor- 
ders, diseases  of  the  skin  and  allergy.  Part  seven  takes 
up  the  problem  of  mental  illness.  Part  eight  lumps 
arthritis  and  geriatrics  together.  Part  nine  is  a very 
excellent  section  on  medical  statistics.  Part  ten  is  a 
very  well-organized  section  on  first  aid,  with  a very 
ready  reference  system. 

This  first  section  takes  up  forty  per  cent  of  the 
book.  The  last  sixty  per  cent  is  a very  inclusive  and 
well-written  encyclopedia.  Terms  are  defined  and 
discussed.  The  language  is  written  for  the  average 
layman  and  I feel  that  this  book  could  be  well  recom- 
mended by  any  physician  to  a family  requiring  such  a 
health  guide. 

E.  Fred  Campbell,  M.  D. 


A Cookbook  for  Diabetics.  Recipes  from  the  A.  D.  A. 

Forecast.  By  Deaconess  Maude  Behrman.  Paper.  Pp. 
172.  Published  by  the  American  Diabetes  Association, 
1 East  45th  Street,  New  York  17,  1959. 

This  handbook  is  the  best  compilation  of  dietary  facts 
and  recipes  that  I have  ever  seen.  In  the  very  front 
of  the  book,  the  counting  of  calories  is  explained  very 
basically,  and  easily  readable  lists  of  exchanges  are 
then  included.  Exchange  lists  within  each  component 
of  carbohydrate,  protein  and  fat,  as  well  as  inter- 
change lists  are  given.  There  is  also  a handy  section 
on  flavors  telling  how  to  get  the  most  out  of  the 
various  foodstuffs  in  the  way  of  delightful  taste.  The 
remaining  bulk  of  the  book  is  given  to  recipes,  each 
with  its  own  calorie  content.  There  are  twenty-one  sep- 
arate chapters  and  these  include  various  low  caloric 
desserts,  holiday  menus,  and  canning  fruits  without 
sugar.  The  only  possible  criticism  of  the  book  might 
be  that  it  does  not  take  into  account  the  most  recent 
advance  in  dietary  thinking  for  the  diabetic,  namely, 
low-fat  cooking.  At  the  present  time  the  low-fat  (and 
thus  high  carbohydrate)  feeding  of  the  diabetic  is 
almost  in  the  experimental  stage  although  one  might 
predict  that  it  will  be  the  standard  concept  some  ten 
years  hence.  For  the  present  this  is  an  ideal  diet  book 
for  any  diabetic. 

E.  Fred  Campbell,  M.  D. 


Relaxation  and  Exercise  for  Natural  Childbirth.  By 

Helen  Heardman.  Ed.  2.  Revised  and  re-edited  by 
the  Obstetric  Physiotherapist’s  Association  of  the  Char- 
tered Society  of  Physiotherapy.  Paper.  Pp.  31,  illus- 
trated. Price,  75  cents;  quantity  discounts  available  on 
request.  B.  & S.  Livingstone,  Ltd.,  Edinburgh  & Lon- 
don, 1959.  The  Williams  and  Wilkins  Co.,  Baltimore  2, 
exclusive  U.  S.  agents. 


While  addressed  to  mothers  and  fathers,  this  book 
will  prove  useful  also  to  those  conducting  classes  in 
preparation  for  motherhood.  It  is  “an  attempt  to  satisfy 
the  enquiries  of  expectant  mothers  and  fathers  as  to 
how  natural  childbirth  can  be  achieved.  Relaxation 
technique  and  exercises  are  therefore  set  out  in  terms 
simple  enough  to  be  followed  without  further  help. 
The  mother’s  part  during  labour  is  also  described.” 

Obstetricians  would  do  well  to  provide  each  of  their 
patients  with  a copy  of  the  book. 

Douglas  L.  Cannon,  M.  D. 

Uranium  Milling  Safety  Rules  Outlined — Even  though 
uranium  compounds  are  probably  no  more  dangerous 
than  lead  or  mercury  during  mining  and  milling,  they 
still  “should  be  treated  with  a good  healthy  respect,” 
according  to  an  Atomic  Energy  Commission  report. 

Appearing  in  the  November  Archives  of  Industrial 
Health,  published  by  the  American  Medical  Association, 
the  report  said  the  “cavalier  treatment”  exercised  by 
many  employees  in  uranium  processing  plants  indicates 
a complete  lack  of  respect. 

These  employees  should  be  instructed  in  sound  health 
and  safety  procedures,  the  report  said. 

It  is  a summary  of  a health  study  of  uranium  mills 
conducted  by  W.  B.  Harris,  A.  J.  Breslin,  H.  Glauber- 
man,  and  M.  S.  Weinstein,  of  the  AEC  Health  and 
Safety  Laboratory,  New  York. 

The  mining  and  milling  of  uranium  ore  presents  one 
of  the  most  important  potential  hazards  in  those  indus- 
tries involved  with  radioactive  materials,  the  report 
said.  It  is  one  of  the  fastest  growing  industries  within 
the  whole  radioactive  material  area. 

Commercial  deposits  of  uranium  ore  are  widespread, 
with  eight  western  states  having  significant  reserves 
of  the  ore.  The  milling  of  uranium  ore  is  assuming  the 
proportions  of  a fairly  large  business,  the  report  said. 

In  1950  there  were  six  uranium  mills  employing  some- 
thing under  1,000  persons.  There  are  now  20  such  mills 
and  in  the  very  near  future  there  will  be  25,  employing 
about  4,000  persons.  When  the  study  was  conducted 
in  1957,  there  were  12  mills. 

Most  of  the  radiation  readings  taken  in  the  plants 
indicated  acceptable  radiation  levels,  the  report  said. 
However,  the  exposure  to  radioactive  dust  was  in  gen- 
eral higher  than  is  permissible.  Better  ventilation 
would  correct  this  in  most  cases,  the  report  said. 

Another  hazard  found  in  the  plants  was  that  from 
ordinary  chemicals.  This  hazard  exists  in  all  metal- 
lurgical operations  and  must  be  handled  according  to 
the  type  of  chemical. 

In  addition  to  recommendations  for  improving  ex- 
posures in  specific  areas  of  the  mills,  the  report  listed 
several  general  recommendations.  These  include: 

— The  entire  premises  should  be  routinely  cleaned  to 
remove  all  settled  dusts  from  the  floors,  walls  and 
rafters.  This  is  done  best  with  vacuum  hoses,  although 
wet  cleaning  may  be  more  practical  in  certain  areas. 

— Until  adequate  ventilation  is  provided,  all  oper- 
ators should  wear  respiratory  protective  equipment 
while  performing  dusty  operations. 

— The  operators  should  not  eat  in  the  plant  processing 
areas. 

— Limited  access — to  authorized  persons  only — should 
be  maintained  in  all  ore  and  tailings  storage  areas. 
They  should  be  posted  and  fenced. 

— Care  should  be  taken  to  limit  the  discharge  of 
solid  wastes  to  local  ground  waters.  This  part  of  the 
study  is  continuing. 
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"Social  Diet"  for  Weight  Reduction  Prescribed — You 

can  diet  and  your  friends  don’t  even  have  to  know 
about  it,  according  to  a New  York  physician. 

A “social”  diet — in  which  you  eat  normally  with  only 
a few  modifications — was  described  by  Dr.  Milton  Plotz 
in  the  July  25  Journal  of  the  American  Medical  As- 
sociation. 

The  modifications  include  the  following: 

— Not  more  than  one  slice  of  bread  is  to  be  eaten  at 
any  meal. 

— At  breakfast,  cereal  or  one  slice  of  toast — not  both — 
may  be  eaten. 

— Variety  can  be  added  to  the  lean  meat,  green  vege- 
table routine  at  dinner  by  small  portions  of  rice,  noodles, 
cracked  wheat,  or  spaghetti,  a small  baked  potato,  or 
portions  of  peas  or  lima  beans. 

— No  gravies  are  to  be  added  to  food. 

— Portions  of  everything  should  be  reduced  by  about 
one-quarter,  and  “seconds”  are  not  to  be  taken. 

— Desserts  should  consist  of  one  portion  of  fresh  fruit, 
one  ounce  of  any  suitable  cheese,  or  a small  slice  of 
angel  food  cake. 

On  this  routine,  almost  every  determined  patient  will 
lose  weight,  Dr.  Plotz  said.  In  100  successive  patients, 
this  routine  resulted  in  a reduction  of  about  1,400 
calories  a day,  he  said,  adding,  “In  many  instances, 
the  patient’s  friends — and  sometimes  his  family — did 
not  know  that  he  was  on  a diet.” 

Dr.  Plotz  noted  that  the  dietary  management  of 
obesity  “is  evolving  today  in  much  the  same  way  as 
that  of  diabetes  some  20  years  ago.” 

In  the  treatment  of  diabetes,  the  use  of  highly  arti- 
ficial diets  with  special  preparation,  with  special  or 
even  exotically  prepared  dietetic  foods,  and  food  sub- 
stitutes has  been  superseded  by  diets  resembling  normal 
diets  as  closely  as  possible. 

A similar  evolution  is  taking  place  in  the  manage- 
ment of  obesity;  artificial  and  complicated  routines  are 
being  replaced  by  those  which  throw  less  burden  on  the 
patient’s  family  and  which  enable  the  patient  to  be 
a more  acceptable  member  of  society. 

Diets  cannot  be  prescribed  for  a short  time,  Dr. 
Plotz  said.  The  dieter  must  realize  that  he  will  have 
to  change  his  eating  habits  for  a long  time — perhaps 
for  life. 

The  dieter  at  first  may  need  the  help  of  a drug  in 
suppressing  his  appetite.  When  newer  eating  habits 
are  well  established,  the  supportive  medicine  can  often 
be  withdrawn. 

Dr.  Plotz  is  associated  with  the  State  University  of 
New  York,  Medical  Center  at  New  York,  and  Kings 
County  and  Goldwater  Memorial  Hospitals. 


New  Treatment  Outlined  for  Esophageal  Lye  Burns — 

The  serious  consequences  of  swallowing  lye  can  be 
prevented  by  the  use  of  antibiotics  and  artificial  hor- 
mones, two  Delaware  doctors  reported  recently. 

In  fact,  the  treatment — combining  tetracycline  and 
prednisone — produced  “uniformly  good”  results  in  13 
children  who  had  swallowed  lye-containing  substances. 

Lye,  which  burns  the  esophagus  when  swallowed,  is 
the  fifth  leading  cause  of  poisoning  among  those  under 


19  years  of  age,  Dr.  Charles  L.  Miller  and  Robert  O.  Y. 
Warren,  Wilmington,  said  in  the  July  25  Journal  of  the 
American  Medical  Association. 

After  the  lye  is  swallowed,  the  esophagus  becomes 
swollen  and  inflamed,  which  interferes  with  swallow- 
ing. This  is  followed  by  a period  of  normal  swallowing 
until  scar  tissue  gradually  forms  and  obstructs  the 
esophagus.  Untreated,  the  esophagus  completely  closes 
and  the  patient  dies  of  dehydration  and  starvation. 

Until  recently  treatment  consisted  of  surgery  or  the 
mechanical  opening  of  the  esophagus. 

Now  the  daily  oral  doses  of  antibiotics  and  steroids 
help  heal  the  burns  and  prevent  the  development  of  scar 
tissue. 

Feeding  tubes  were  used  for  the  first  three  days. 
After  that  the  children  ate  soft  diets  for  three  weeks 
before  returning  to  general  diets. 

None  of  the  13  children  showed  any  narrowing  of 
the  esophagus  after  treatment.  Follow-ups  three  months 
to  three  and  a half  years  later  also  showed  no  subse- 
quent narrowing. 

In  conclusion,  the  doctors  said,  “Despite  the  fact  that 
the  more  severe  consequences  of  lye  ingestion  can  be 
averted  with  proper  and  early  treatment  in  most  cases, 
it  is  still  a serious  problem. 

“The  real  answer  lies  in  the  field  of  prevention, 
especially  through  dissemination  to  the  public  of  in- 
formation about  the  dangers  inherent  in  leaving  poison- 
ous substances  within  the  reach  of  children.” 


Simple  Paper  Test  Shows  Antibiotic  Effectiveness — A 

piece  of  paper  that  turns  red  under  certain  situations 
can  now  be  used  by  doctors  to  decide  what  antibiotic 
to  give  for  an  infection. 

The  simple  test  involves  the  use  of  filter  paper  im- 
pregnated with  a chemical  that  turns  the  paper  red 
when  bacteria  grow  on  it.  It  is  described  in  the  July 
25  Journal  of  the  American  Medical  Association. 

The  test  works  this  way:  The  filter  paper  is  divided 

into  several  areas.  Small  quantities  of  individual  anti- 
biotics are  placed  in  each  division.  Then  the  paper  is 
swabbed  with  infectious  material  taken  from  the  pa- 
tient. The  paper  is  sealed  in  a plastic  bag  and  heated. 

If  an  antibiotic  inhibits  the  growth  of  the  bacteria 
causing  the  infection,  the  paper  remains  white.  But  if 
an  antibiotic  does  not  work  against  the  bacteria,  the 
bacteria  grow  and  the  paper  turns  red. 

The  doctor  then  knows  that  the  drug  to  give  the 
patient  is  the  one  that  keeps  the  paper  white.  The  time 
required  for  the  test  depends  on  the  number  of  organ- 
isms in  the  infectious  material,  but  it  usually  ranges 
from  three  to  12  hours. 

According  to  the  authors  of  the  article — Wayne  L. 
Ryan,  Ph.D.,  Howard  J.  Igel,  B.S.,  and  Perry  T.  Wil- 
liams, M.D.,  Omaha — the  test  is  simple  and  rapid  enough 
to  be  used  in  a doctor’s  office,  where  the  majority  of 
patients  with  infections  are  treated. 

The  bacteria-inhibiting  abilities  of  antibiotics  are  reg- 
ularly tested  in  hospital  laboratories  by  the  use  of  test 
tube  and  agar  plate  tests,  but  these  are  time  consuming, 
complicated,  and  expensive. 

The  authors  feel  that  their  test  is  easy  to  read,  ac- 
curate, convenient,  and  relatively  inexpensive. 
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OUTLOOK  MARKEDLY  IMPROVED 
FOR  STROKE  PATIENTS 

An  estimated  two  million  persons  who  have 
suffered  strokes  are  alive  today,  and  the  outlook 
for  stroke  patients  has  “markedly  improved”  in 
the  past  five  years,  a New  York  heart  specialist 
reported. 

In  an  interview  reported  in  the  November  To- 
day’s Health,  published  by  the  American  Medical 
Association,  Dr.  Irving  S.  Wright,  Cornell  Uni- 
versity Medical  College,  New  York,  said  that, 
even  in  1954,  “the  approach  of  the  medical  pro- 
fession was  one  of  hopelessness.  It  was  just  too 
bad  but  the  stroke  patient  was  stuck  with  what 
he  had.” 

Now,  he  added,  “a  great  catalytic  movement  is 
taking  place.”  Hundreds  of  researchers  are  work- 
ing in  the  field  of  strokes,  and  both  knowledge 
and  treatment  of  stroke  conditions  have  advanced 
a great  deal. 

Dr.  Wright  said  that  figures  from  a 10-year  study 
by  Columbia  and  Cornell  Universities  and  Belle- 
vue Hospital  on  treatment  of  the  acute  phase  of 
first  strokes  “suggest  that  for  survival  alone  there’s 
an  improvement  of  about  one-third  by  using  anti- 
coagulants in  treatment  of  thrombosis.” 

The  figures,  he  added,  are  almost  the  same  as 
those  from  a study  of  the  treatment  of  coronary 
thrombosis  with  anticoagulants  made  under  the 
auspices  of  the  American  Heart  Association. 

Anticoagulants  activate  blood  enzymes  which 
tend  to  disintegrate  blood  clots.  For  long-term 
treatment,  they  can  be  taken  orally,  Dr.  Wright 
said. 

Tracing  the  development  of  strokes,  Dr.  Wright 
pointed  out  that  they  are  caused  when  a blood 
vessel  supplying  the  brain  becomes  clogged,  us- 
ually with  a blood  clot.  Innumerable  combina- 
tions of  brain  and  body  damage  can  occur.  De- 
pending upon  which  area  of  the  brain  is  affected, 
a person  may  have  a stroke  without  knowing  it. 
When  blood  from  a clot  leaks  into  the  brain  area, 
a hemorrhage  occurs. 

Men,  especially  those  with  hardening  of  the 
arteries,  seem  to  develop  stroke  symptoms  earlier 
than  women,  he  added.  The  sex  difference  tends 
to  even  up  to  some  degree  after  menopause  be- 
cause women  lose  protection  from  their  hormones. 

“Anticoagulants  will  be  much  more  widely  used, 
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as  with  heart  disease,”  predicted  Dr.  Wright.  “I 
think  it  can  be  said  that  the  risk  of  a second  stroke 
can  be  reduced  markedly  by  keeping  the  patient 
on  anticoagulants,  provided  that  the  original  stroke 
was  due  either  to  an  embolism  coming  from  the 
heart  or  to  a clot  forming  within  the  brain.” 

Anticoagulants  should  never  be  given  to  a pa- 
tient with  a hemorrhagic  or  “bleeding”  stroke,  he 
cautioned. 

Dr.  Wright  made  these  other  observations  about 
strokes: 

Rehabilitation:  “Workers  are  most  enthusiastic 
about  their  ability  to  get  the  patient  to  utilize  I 
muscles  and  nerves  which  are  intact.  Further  j 
studies  are  underway.  But  the  patient  must  still 
know  he  is  wanted  in  order  to  have  the  will  to 
get  well.” 

Stress:  “Some  physicians  have  taken  the  posi- 
tion that  heart  attacks,  like  strokes,  are  largely 
produced  by  . . . stress  in  our  civilization.  I doubt 
this.  The  evidence  for  this  is  poor  and  there  are 
many  other  factors,  such  as  hormones  or  diet,  for 
which  the  evidence  is  far  better.” 

Diet:  “I  don’t  think  we’re  yet  in  a position  to 
advise  a drastic  change  in  our  national  diet.”  How-  ! 
ever,  obese  persons  or  those  with  high  blood 
cholesterol  should  keep  their  fat  and  cholesterol  ; 
intake  down. 

Exercise:  “Physical  exercise  within  reason  is 

good  for  people.  The  evidence  suggests  that  this 
does  them  no  harm  and  may  even  help  to  protect 
them  against  heart  attacks  and  strokes.  After  such 
attacks,  of  course,  activity  has  to  be  well  con- 
trolled.” 


RAVDIN  REPORTS  ON  CURRENT 
TREATMENT  OF  BURNS 

The  many  ointments  recommended  for  the  treat- 
ment of  major  burns  are  of  “little  practical  value,” 
according  to  Dr.  Isidor  S.  Ravdin,  Philadelphia 
surgeon. 

In  a report  prepared  for  the  American  Medical 
Association’s  Council  on  Drugs,  Dr.  Ravdin  said, 
“In  fact,  many  of  the  agents  which  have  been 
used  to  promote  healing  have  been  shown  to  be 
detrimental  to  epithelization.” 

“The  only  worthwhile  place  for  a specialized 
burn  ointment  (if  such  an  ointment  exists)  seems 
to  be  on  a small  superficial  burn  for  the  imme- 
diate relief  of  pain,”  he  continued. 
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SUBTLE  SIGNS  AND  SYMPTOMS  OF  CONGESTIVE 

HEART  FAILURE 
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Atlanta,  Georgia 


The  onset  of  congestive  heart  failure  may 
not  be  heralded  by  classic  symptoms  and 
signs  such  as  dyspnea  on  exertion,  paroxysmal 
nocturnal  dyspnea,  peripheral  edema,  pul- 
monary rales,  distended  neck  veins  and  hepat- 
omegaly. Given  underlying  heart  disease  and 
a basis  for  congestive  heart  failure,  symp- 
toms or  signs  which  might  ordinarily  be  over- 
looked assume  importance,  and  permit  early 
institution  of  effective  therapy. 

For  example,  weakness  may  at  times  be 
the  initial  complaint  in  the  patient  with 
congestive  heart  failure  and  represents  in- 
adequate cardiac  output  to  the  muscles. 

Example:  H.  J.,  age  43,  had  noticed 

weakness  for  three  months  and  finally 
developed  paroxysmal  nocturnal  dysp- 
nea. There  was  no  complaint  of  chest 
pain  and  serial  electrocardiograms  were 
nondiagnostic.  However,  he  was  thought 
to  have  arteriosclerotic  heart  disease  and 
at  autopsy  had  old  and  recent  myocar- 
dial infarcts  with  congestive  heart  fail- 
ure. 

Another  consequence  of  inadequate  output 
are  the  symptoms  of  dizziness,  somnolence 
and  confusion  which  may  occur  in  the  patient 
with  associated  cerebral  vascular  disease. 

Example:  J.  B.,  age  44,  had  had  previ- 
ous myocardial  infarction.  He  developed 
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a persistent  cough  but  had  no  complaint 
of  dyspnea.  Multiple  cough  prepara- 
tions were  of  no  use  and  finally  the  on- 
set of  frank  pulmonary  edema  forced 
the  diagnosis  upon  his  physician. 

Asthma  beginning  in  middle  life  should 
be  viewed  as  cardiac  in  origin  until  proved 
otherwise.  It  may  be  due  to  chronic  lung 
disease  but  frequently  it  may  be  due  to 
left  ventricular  failure  or  mitral  stenosis. 
Both  asthma  of  pulmonary  and  cardiac  ori- 
gin may  occur  on  effort  and  nocturnally  and 
may  respond  to  epinephrine  and  amino- 
phylline.  At  times  digitalis  and  diuretics  may 
be  necessary  to  determine  the  cardiac  origin 
of  the  wheezing.  When  both  diseases  coexist 
such  a therapeutic  trial  may  be  essential. 

At  the  onset  of  pulmonary  edema  in  the 
interstitial  phase  there  may  be  anxiety,  rest- 
lessness, increased  pulse  rate,  increase  in 
respiratory  rate,  and  increased  perspiration. 
At  this  time  there  may  be  no  rales  on  aus- 
cultation and  the  unwary  may  be  misled  to  a 
diagnosis  of  “hyperventilation  syndrome.” 
If  a chest  x-ray  is  taken,  one  may  see  the 
telltale  evidence  of  interstitial  edema.  One 
should  be  cautious  in  attributing  symptoms 
to  hyperventilation  in  the  cardiac. 

Insomnia  due  to  Cheyne-Stokes  respiration 
is  commonly  overlooked  as  a symptom  of 
early  left  ventricular  failure.  It  is  a frequent 
experience  for  the  physician  to  prescribe 
more  sedation,  such  as  barbiturates  or  opi- 
ates, with  consequent  aggravation  of  the 
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symptoms.  They  may  be  alleviated  by  ther- 
apy directed  to  the  heart.  The  following  let- 
ter from  a patient  is  illustrative: 

“I  am  having  a peculiar  ailment  and 
none  of  the  doctors  I have  consulted  seem 
to  know  what  causes  the  trouble.  Neither 
do  I think  they  believe  me  when  I tell 
them  my  trouble.  About  ten  months  ago 
I began  to  develop  breathing  trouble 
about  5:00  o’clock  in  the  morning — I ap- 
parently stop  breathing  and  that  con- 
tinues until  I get  up  and  stir  around  un- 
til I am  wide  awake.  But  if  I return  to 
bed  the  same  thing  occurs.  It  is  when 
I am  perfectly  relaxed  and  so  sleepy  that 
I can  hardly  stay  awake,  and  as  soon  as 
I am  in  the  act  of  falling  asleep,  I stop 
breathing,  and  am  awakened  panting  for 
breath.  The  strange  thing  about  it,  I am 
perfectly  conscious  of  what  is  going  on — 

I realize  that  I am  breathing  slower  and 
slower  until  I stop,  and  then  wake  up. 
And  if  I stay  in  bed  the  same  thing  will 
occur  over  and  over  two  or  three  times 
in  five  minutes.  The  only  thing  that  will 
stop  it  is  for  me  to  get  up,  wash  my 
face  and  dress — in  other  words  get  wide 
awake.  My  heart  beats  normally  and 
just  as  strong  when  the  spell  is  on  as  at 
other  times.  My  pulse  is  60  normally — 
my  respirations  about  12  and  14,  but 
after  panting  for  breath  and  getting  back 
to  normal  again,  my  respirations  grad- 
ually become  slower  and  slower  until  I 
stop  breathing.  The  doctors  here  say  they 
have  never  heard  of  such  a thing  be- 
fore.” 

The  nature  of  the  patient’s  trouble  could 
be  clearly  stated  and  digitalization  and  mer- 
curial diuretics  caused  prompt  and  complete 
clearing  of  the  attacks.  It  is  noteworthy  that 
he  had  no  dyspnea  or  edema  but  there  was 
a history  of  previous  myocardial  infarction. 

Nocturnal  angina  is  at  times  associated  with 
mild  unsuspected  left  ventricular  failure,  and 
we  routinely  digitalize  those  having  noc- 
turnal angina.  Often  times  improvement  may 
follow  digitalization  and  the  use  of  diuretics, 
and  one  may  be  surprised  at  the  brisk  diure- 


sis which  may  occur  in  this  setting. 

Example:  Reverend  Mr.  J.  J.,  age  57, 
had  been  having  nightly  attacks  of  sub- 
sternal  pressure  for  six  months.  His 
heart  size  was  normal,  there  was  no  gal- 
lop rhythm,  no  venous  distention  or 
edema.  Following  digitalization  and  daily 
doses  of  Diuril  he  lost  eight  pounds  and 
the  attacks  promptly  subsided. 

The  onset  of  right  heart  failure  may  pro- 
duce symptoms  predominantly  in  the  liver 
or  gastrointestinal  tract.  These  may  occur 
acutely  with  massive  pulmonary  embolism 
or  early  with  right  sided  lesions  such  as 
pulmonic  stenosis,  interatrial  septal  defect, 
mitral  stenosis,  and  chronic  lung  disease. 
However,  it  should  be  recalled  that  long- 
standing lesions  involving  predominantly  the 
left  ventricle,  such  as  coronary  disease,  hy- 
pertension or  aortic  valve  disease,  may  pre- 
sent with  pain  in  the  right  upper  quadrant, 
nausea  and  vomiting,  or  anorexia  due  to 
passive  congestion  of  the  stomach  and  in- 
testines. One  may  overlook  the  origin  of 
these  symptoms  when  the  patient  has  de- 
veloped relative  tricuspid  insufficiency  and 
is  able  to  sleep  flat  in  bed  without  dyspnea, 
orthopnea,  or  paroxysmal  nocturnal  dyspnea. 
Indeed,  these  complaints  previously  noted 
may  have  improved  or  subsided  with  the 
onset  of  relative  tricuspid  insufficiency. 
Pericarditis  with  effusion  may  present  with 
upper  abdominal  pain  or  tenderness  and  be 
misdiagnosed  as  intra-abdominal  disease.  It 
is  notorious  for  heart  failure  in  the  child  to 
produce  early  hepatomegaly  with  a paucity 
of  findings  in  the  lung  on  auscultation.  At 
times  the  differential  diagnosis  between 
overdigitalization  and  passive  congestion  of 
the  liver  and  gastrointestinal  tract  may  be 
difficult. 

Example:  Mrs.  F.  M.,  age  48,  had  rheu- 
matic heart  disease  with  mitral  stenosis 
and  chronic  congestive  heart  failure. 
With  the  onset  of  a respiratory  infection 
there  was  worsening  of  the  failure  with 
the  occurrence  of  nausea  and  vomiting. 
The  symptoms  were  misinterpreted  as 
due  to  overdigitalization  and  digitalis 
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was  stopped.  The  symptoms  progressed 

but  with  reinstitution  of  digitalis  in  in- 
creasing dosage  and  the  use  of  diuretics 

the  nausea  and  vomiting  subsided. 

Hepatomegaly  and  ascites  occur  relatively 
early  in  congestive  heart  failure  in  children 
and  in  patients  with  constrictive  pericarditis. 
Occasionally  a patient  with  congestive  heart 
failure  is  wrongly  suspected  of  having  pri- 
mary liver  disease  and  the  differential  may 
become  more  difficult  if  it  is  not  realized 
that  all  parameters  of  liver  function  may  be 
abnormal  in  the  presence  of  passive  con- 
gestion. For  example,  many  do  not  realize 
that  BSP  retention  up  to  35%  may  be  due 
to  congestive  heart  failure.  There  may  be 
reversal  of  the  A/G  ratio,  positive  thymol 
and  cephalin  flocculation  tests,  and  elevated 
alkaline  phosphatase. 

Nocturia  may  be  the  only  symptom  early 
in  congestive  heart  failure.  When  a person  is 
up  and  about,  pooling  occurs  below  the  level 
of  the  heart  in  the  splanchnic  bed  and  lower 
extremities  where  the  venous  pressure  is 
high.  In  the  upright  position  there  is  increased 
production  of  antidiuretic  hormone.  With  re- 
cumbency, fluid  reenters  the  vascular  bed 
and  the  venous  return  to  the  heart  is  in- 
creased. With  a lessening  of  the  antidiuretic 
hormone  formation  and  the  redistribution  of 
fluid  more  urine  is  formed.  Such  a symptom 
may  be  wrongly  attributed  to  prostatic  dis- 
ease in  the  male.  With  redistribution  of  salt 
and  water  that  occurs  during  recumbency, 
fluid  may  be  deposited  in  the  periorbital  tis- 
sues where  the  tissue  pressure  is  low.  Peri- 
orbital or  facial  edema  is  especially  common 
in  children  with  congestive  heart  failure  and 
may  be  confused  with  acute  nephritis  or  the 
nephrotic  syndrome.  The  confusion  is  height- 
ened by  the  fact  that  3 plus  albuminuria  and 
NPN  elevation  to  80  mg.%  is  not  uncommon 
in  congestive  heart  failure.  These  do  not 
contraindicate  mercurial  diuretics  but  indeed 
the  values  may  return  to  normal  after  such 
therapy. 

Unexplained  weight  gain  may  focus  at- 
tention on  the  heart,  and  up  to  10  pounds  of 
fluid  may  accumulate  without  peripheral 


pitting  edema.  This  may  occur  in  the  ab- 
sence of  notable  dyspnea. 

The  presence  of  ventricular  diastolic  gal- 
lop rhythm  may  precede  the  presence  of  other 
symptoms  and  signs  of  congestive  failure  by 
many  months. 

Example:  M.  S.,  age  43,  had  experi- 
enced previous  myocardial  infarction.  At 
the  time  of  a routine  checkup  a ventricu- 
lar diastolic  gallop  rhythm  was  noted. 
There  were  no  other  symptoms  or  signs 
of  congestive  heart  failure.  The  patient 
was  digitalized,  and  overt  congestive 
heart  failure  occurred  three  months  later. 

Furthermore,  persistent  ventricular  dias- 
tolic gallop  rhythm  indicates  a poor  prog- 
nosis; patients  with  such  rhythm  seldom  live 
more  than  a year. 

Pulsus  alternans  may  occasionally  precede 
other  evidences  of  heart  failure,  particularly 
in  the  patient  with  hypertensive  heart  dis- 
ease. 

Pleural  effusion  otherwise  unexplained 
may  at  times  result  from  left  ventricular 
failure  and  this  may  occur  in  people  with 
silent  myocardial  infarction  as  well  as  the 
classical  clinical  picture. 

Palpitation  due  to  extrasystoles  may  be  an 
early  expression  of  myocardial  insufficiency 
and  antedate  other  findings.  These  may  re- 
spond promptly  to  digitalization. 

Dyspnea  and  edema  are  common  physio- 
logic disturbances  in  pregnancy  and  may 
make  early  recognition  of  congestive  failure 
difficult.  Serial  determinations  of  the  vital 
capacity  may  give  a clue  to  incipient  heart 
failure.  The  vital  capacity  normally  increases 
during  pregnancy  but  drops  sharply  in  the 
presence  of  heart  failure. 

One  should  be  familiar  with  the  uncommon 
as  well  as  the  common  manifestations  of  con- 
gestive heart  failure.  Early  recognition  al- 
lows the  institution  of  effective  therapy  and 
prevents  needless  suffering. 
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A simple,  reproducible  test  of  ventilatory 
function  readily  performed  in  the  doctor’s 
office  is  essential  for  the  proper  evaluation 
of  the  patient  with  breathing  difficulties.  It 
is  as  essential  as  hemoglobin  determination 
in  the  patient  with  pallor  or  the  weight  in 
the  patient  with  edema.1  The  timed  vital 
capacity  expirogram  is  such  a test.  Most  dis- 
orders, whether  primary  or  secondary,  that 
diffusely  affect  the  lung  produce  important 
changes  in  the  ability  of  the  patient  to  exhale 
forcibly.2 3 * * * 

The  two  major  types  of  ventilatory  dis- 
turbance, obstructive  and  restrictive,  can  be 
recognized,  measured  and  recorded  with  an 
expirogram.  In  bronchial  asthma  and  obstruc- 
tive emphysema  there  is,  primarily,  a slowing 
in  the  rate  of  outflow  of  air,  especially  dur- 
ing the  first  second.  The  vital  capacity  is 
often  reduced  but  may  be  relatively  normal. 
In  other  pulmonary  diseases  the  chief  defect 
is  that  of  a reduction  in  total  vital  capacity 
without  appreciable  change  in  the  rate  of 
expiration  (fairly  normal  first  second  expi- 
ration).1 The  average  normal  adult  will  ac- 
count for  70  to  90  per  cent  (average  80%) 
of  the  expired  vital  capacity  within  the  first 
one  second  and  at  the  same  time  the  MEFR 
(maximum  expiratory  flow  rate)  calculated 
in  such  individuals  will  range  from  350  to  500 
liters  of  air  per  minute.8 

The  Scott-McKesson  vital  capacity  appa- 
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ease, J.  A.  M.  A.  165:  1652-1655  (Nov.  30)  1957. 


ratus,  essentially  an  accordion-type  rubber 
bellows  encased  in  a metal  frame  with  an 
indicator  pointing  to  degree  of  expansion  of 
the  bellows,  and  hence  vital  capacity,  is  a 
simple,  portable  apparatus  capable  of  meas- 
uring the  vital  capacity  accurately.  The  ad- 
dition of  a stop  watch  for  timing  and  a 
stethoscope  placed  on  the  trachea  will  yield 
a creditable  timed  vital  capacity.  The  draw- 
backs to  this  procedure  are  doubt  as  to  the 
expiratory  effort  being  maximum  (recog- 
nized only  by  a tracing),  and  the  possibility 
of  a fairly  normal  total  expiration  time  in 
certain  cases,  when  in  reality  there  is  a 
markedly  diminished  first  second  expiration. 
The  latter  determination  is  vastly  more  sig- 
nificant. 

The  graphic  expirogram,  on  the  other  hand, 
measures  the  first,  second  and  third  second 
vital  capacities  (normally  83%,  94%,  and 
97%  respectively);  furthermore,  the  slope 
of  the  curve  between  the  200  cc.  and  1,000 
cc.  expiration  points  will  be  a true  reading, 
eliminating  any  error  due  to  lag  in  the  ap- 
paratus. (Of  significance  only  in  borderline 
cases;  in  most  pulmonary  diseases  the  resist- 
ance of  the  bronchial  tree  is  so  large  that 
the  resistance  of  the  apparatus  becomes  un- 
important.) 

Perhaps  an  even  more  sensitive  index  of 
obstructive  disease  is  the  calculated  rate  be- 
tween points  on  the  curve  corresponding  to 
50%  and  75%  of  the  vital  capacity.  This 
segment  of  the  curve  is  more  markedly  af- 
fected by  obstructive  disease  than  is  the 
initial  one  due  to  the  fact  that  the  expiratory 
rate  becomes  progressively  slower  as  the 
lungs  deflate  and  the  calibre  of  the  bronchi 
decreases.1  This  degree  of  accuracy  is  un- 
necessary in  the  vast  majority  of  cases. 

A normal  expirogram  (timed  vital  capac- 
ity) immediately  rules  out  any  pulmonary 
or  cardiac  basis  for  dyspnea,  with  the  ex- 
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ception  of  possible  acute  processes  not  oper- 
ative at  the  time  of  testing  (paroxysmal  car- 
diac arrhythmias  or  bronchial  asthma) . The 
vital  capacity  determination  is  also  a sensi- 
tive index  of  the  severity  of  congestive  heart 
failure  and  can  be  employed  to  follow  the 
course  of  treatment.  It  is  also  useful  when 
poliomyelitis,  myasthenia  gravis  or  other 
neuromuscular  diseases  involve  the  respira- 
tory muscles.1  The  expirogram  will  furnish 
another  useful  measurement,  the  MEFR 
(Cander  and  Comroe).  The  MEFR,  expressed 
in  liters  per  minute,  is  calculated  from  the 
time  required  for  the  expiration  of  one  liter 
of  air  measured  from  the  200  cc.  to  the  1200 
cc.  volume  on  the  spirogram.  The  normal 
MEFR  for  an  average  adult  equals  300  to  500 
liters  per  minute.4 

A well  performed  expirogram  usually  pro- 
vides the  pertinent  information  necessary 
for  diagnosis  and  management  of  most  types 
of  pulmonary  dysfunction  (obstructive  and 
restrictive) . The  chief  exception  would  be 
cases  involving  alveolar-capillary  block  (sar- 
coidosis, berylliosis,  pneumoconiosis,  con- 
gestive heart  failure)  and  patients  who  are 
too  sick  to  perform  even  this  simple  ventila- 
tory test.  In  the  latter  situations  it  would 
be  mandatory  to  determine  arterial  oxygen 
saturation,  CO.  content  and  pH. 

However,  in  almost  all  instances  of  dif- 
fusion defect,  such  as  the  above,  there  is  an 
associated  ventilatory  disturbance  which  by 
itself  will  usually  serve  to  follow  the  pa- 
tient’s course.  Indeed,  the  presence  of  alveo- 
lar-capillary block  can  be  suspected  from 
the  nature  of  the  patient’s  disease  and  the 
presence  of  a degree  of  arterial  oxygen  un- 
saturation which  is  out  of  proportion  to  the 
ventilatory  disturbance  as  measured  by  the 
spirogram.1 

The  only  other  commonly  performed  pul- 
monary function  test  of  value,  the  maximum 
breathing  capacity  test,  is  a dynamic  pul- 


4. Cander,  L.,  and  Comroe,  J.  H.,  Jr.:  Method 

for  Objective  Evaluation  of  Bronchodilator  Drugs: 
Effects  of  Dapanone,  Isuprel,  and  Aminophylline 
in  Patients  with  Bronchial  Asthma,  J.  Allergy 
26:  210-218  (May)  1955. 


monary  function  test  which  is  probably  more 
accurate  and  more  sensitive  than  the  timed 
vital  capacity  expirogram.  This  is  especially 
true  in  the  early  stages  of  pulmonary  dys- 
function, before  vital  capacity  is  affected. 
However,  the  test  requires  a cumbersome 
apparatus  and  is  a difficult  procedure  for  ill 
patients.  In  the  vast  majority  of  cases,  the 
timed  vital  capacity  will  be  sufficient. 

Gaensler  constructed  an  instrument  for 
measurement  of  the  total  and  timed  expira- 
tory vital  capacity,  from  1 to  10  seconds,  by 
attaching  a special  timing  device  to  the 
standard  vital  capacity  spirometer.  The  one 
second  expiratory  capacity,  expressed  as  a 
per  cent  of  predicted  total  vital  capacity,  was 
found  to  correlate  closely  with  the  maximum 
breathing  capacity  similarly  expressed.--'* 

At  this  Clinic  we  formerly  performed  a 
qualitative  timed  expiratory  vital  capacity 
utilizing  the  Scott-McKesson  apparatus  timed 
with  a stop  watch  and  a stethoscope  placed 
on  the  trachea,  as  mentioned  earlier.  Recent- 
ly an  apparatus  was  described  utilizing  the 
Scott-McKesson  bellows  attached  to  a syn- 
chronous clock  motor  and  recording  on  pres- 
sure sensitive  paper  by  means  of  a spur  gear.- 
It  occurred  to  one  of  us  (H.  H.  T.)  that  it 
would  be  a simple  matter  to  attach  a direct 
writing  electrocardiograph  machine  to  this 
apparatus  and  record  the  expiratory  effort 
on  the  EKG  paper.  Since  the  electrocardio- 
graph paper  moved  at  the  rate  of  25  milli- 
meters per  second  (most  commercial  spirom- 
eter drums  rotate  at  the  rate  of  32  milli- 
meters per  second),  it  was  felt  that  a good, 
reproducible,  expiratory  curve  would  be 
traced.  The  apparatus  was  constructed  eas- 
ily, utilizing  home-made  equipment;  the  de- 
tails will  be  described  later.  It  is  believed 
that  any  physician  who  owns  a direct  writing 
electrocardiograph  apparatus  could  easily  as- 
semble this  equipment.  We  shall  briefly  de- 
scribe the  apparatus  and  illustrate  its  value 
with  recordings  of  representative  cases.  Since 
many  doctors  possess  an  electrocardiograph, 


5.  Gaensler,  E.  A.:  Instrument  for  Dynamic 
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it  would  only  require  the  investment  of  ap- 
proximately $30  to  $40  to  add  the  above  pul- 
monary function  apparatus.  (Cost  of  com- 
mercial spirometer  is  $300  to  $600.) 

THE  APPARATUS 

Construction  of  Apparatus 

The  apparatus  devised  for  performing 
timed  vital  capacity  expirograms  consists  of 
three  parts:  a direct-writing  electrocardio- 
graph machine  (we  use  a Sanborn  viso-car- 
diette),  a Scott-McKesson  bellows-type  vital 
capacity  apparatus,  and  a plywood  stand  fit- 
ted with  a sliding  arm  containing  an  at- 
tached bail-point  pen  filler  (Figure  1). 

The  bellows  is  mounted  on  a shelf  slight- 
ly below  the  opening  of  the  paper  slot  on  the 
cardiette;  the  latter  occupies  the  remainder 
of  the  plywood  base.  A sliding  device,  con- 
sisting of  two  short  rods,  is  clamped  to  the 
shelf  perpendicular  to  the  side  of  the  bel- 
lows. The  bail-point  pen  filler  is  attached 
to  one  end  of  the  sliding  rod.  A short  length 
of  cotton  thread  is  attached  to  the  opposite 
end  of  the  rod.  The  cord  is  then  threaded 
through  guides  which  are  attached  with  tape 
to  the  top  portion  of  the  bellows.  As  the 
bellows  expands  the  upper  lid  to  which  the 
cord  is  attached  draws  the  pen  towards  the 
bellows  in  a straight  line.  Due  to  the  ex- 
ceptionally free  movement  of  the  above  parts, 
friction  is  negligible. 

A strip  of  sheet  metal,  well  sanded,  slight- 
ly wider  than  the  EKG  paper  and  inclined 
slightly,  is  suspended  between  the  shelf  and 
the  paper  outlet  of  the  EKG  machine.  The 
edge  of  this  ramp  is  bent  upward  forming 
a track  for  the  EKG  paper.  The  latter  is 
brought  down  the  track  and  hangs  over  the 
edge,  kept  taut  by  the  weight  of  a heavy  clip. 
This  enables  the  paper  to  slide  smoothly 
down  the  ramp  as  it  is  fed  out  of  the  EKG 
machine  at  a constant  speed  of  25  mm. /sec. 

The  range  of  the  pen  cannot  exceed  2 
inches,  the  width  of  the  EKG  paper,  there- 
fore it  is  necessary  to  attach  the  cord  lead- 
ing from  the  pen  assembly  to  the  bellows  lid 
at  a point,  determined  by  trial  and  error, 
where  the  maximum  excursion  of  the  bel- 
lows in  the  average  vital  capacity  determina- 


Fig.  1.  Pictorial  views  of  timed  vital  capacity- 
apparatus. 


tion  (approximately  4 liters)  will  not  pull 
the  pen  off  the  paper. 

In  our  particular  apparatus  we  determined 
that  the  attachment  of  the  cord  approximate- 
ly 2%  inches  from  the  bellows  hinge  per- 
mitted a maximum  expansion  of  the  bellows 
to  4 liters.  Therefore  our  scale  could  be  cali- 
brated to  4 liters.  The  occasional  patient 
with  a larger  vital  capacity  will  require  the 
attachment  of  a second  guide  nearer  the 
hinge.  This,  too,  would  have  to  be  determined 
by  trial  and  error.  By  means  of  threading 
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the  cord  through  this  new  guide  position 
(easily  performed  in  a few  seconds) , a larger 
maximum  vital  capacity  can  be  recorded  (up 
to  5 liters). 

Calibration  of  Apparatus 

The  apparatus  was  calibrated  by  means  of 
a 50  cc.  syringe  equipped  with  a stop-cock. 
The  EKG  paper  was  clipped  to  the  track  and 
the  pen  point  placed  precisely  on  the  initial 
edge  of  the  ruled  portion.  Two  hundred  cc. 
portions  of  air  were  forced  into  the  bellows 
and  the  position  of  the  pen  was  marked  on 
the  paper  after  each  portion.  (200  cc.  of  air 
were  required  to  fill  the  dead  space  of  the 
apparatus.)  The  ensuing  scale  was  etched 
on  a square  of  cleared  x-ray  film.  This  cali- 
bration procedure  was  repeated  several  times 
and  then  checked  by  an  air-displacement  pro- 
cedure using  measured  volumes  of  water. 
The  results  were  identical.*  The  reading  error 
on  the  EKG  paper  is  approximately  0.5  mm., 
which  would  represent  an  error  of  40  cc.  of 
air.  This  would  be  negligible  in  pulmonary 
function  testing. 

TEST  PROCEDURE 

The  apparatus  is  assembled  on  top  of  a 
tall  table  by  placing  the  EKG  machine  in 
position  on  the  prepared  equipment.  A short 
piece  of  rubber  hose,  equipped  with  a dis- 
posable cardboard  mouthpiece,  is  attached  to 
the  opening  of  the  bellows.  The  standing 
patient  is  instructed  in  the  procedure — the 
importance  of  deep  inspiration,  and  then 
complete,  forced,  rapid  expiration  is  stressed. 
The  patient  is  permitted  several  trial  runs, 
with  the  encouragement  and  advice  of  the 
operator.  The  latter  checks  for  possible  air 
leaks  through  the  nose  or  around  the  mouth- 
piece. 

The  pen  is  positioned  at  the  outer  edge  of 
the  paper,  the  nose  clamp  is  attached,  and 
the  patient  is  asked  to  repeat  the  procedure 
as  practiced,  while  the  EKG  machine  paper- 
drive  mechanism  is  turned  on.  Two  records 
are  made. 


'"Simultaneous  tracings  were  made  on  a group 
of  volunteers  and  patients  utilizing  the  above  ap- 
paratus and  a standard  Collins  spirometer.  The 
results  were,  for  all  intents  and  purposes,  identical. 


The  transparent  calibrated  scale  is  then 
superimposed  on  the  completed  record  and 
the  following  measurements  are  made:  1 

second,  2 second,  3 second,  and  total  vital  ca- 
pacities and  MEFR.  The  latter  index  is  deter- 
mined by  measuring  the  time  required  for 
expiration  of  1 liter  of  air  as  recorded  be- 
tween the  200  cc.  and  1200  cc.  points  on  the 
graph.  This  is  then  expressed  in  liters  per 
minute. 

OBSERVATIONS 

The  timed  vital  capacities  and  the  MEFR 
in  a group  of  (1)  normal  individuals,  (2) 
patients  with  restrictive  pulmonary  disease 
such  as  cardiac  failure,  lymphoma  of  the 
lung  and  atelectatic  lung,  and  (3)  individ- 
uals with  obstructive  pulmonary  disease 
such  as  emphysema  and  bronchial  asthma 
are  detailed  in  Tables  1,  2,  and  3.  The  corre- 
sponding expirograms  are  pictured  in  Fig- 
ures 2,  3,  4. 

It  will  be  noted  that  the  vital  capacities 
in  the  normal  individuals  range  as  follows: 
first  second  83-96  per  cent,  second  second 
91-100  per  cent,  third  second  approximately 
100  per  cent.  The  corresponding  MEFR  de- 
terminations are  generally  greater  than  300 
liters  per  minute.  The  total  vital  capacities 
of  normal  adults  vary  considerably  depend- 
ing on  many  factors.  The  accepted  normals 
in  the  literature  similarly  vary  a great  deal, 
depending  on  the  population  sample.  We 
have  assumed,  for  the  purpose  of  this  paper, 
that  a vital  capacity  of  4 to  5 liters  in  the 
male  and  3 to  4 liters  in  the  female  is  an 
acceptable  normal. 

The  figures  and  expirograms  of  our  pa- 
tients with  obstructive  pulmonary  disease  in- 
dicate a definite  reduction  in  the  first  sec- 
ond vital  capacity  reading  (range  52  to  76 
per  cent) . The  second  second  vital  capacity 
is  more  nearly  normal  and  the  third  second 
reading  is  normal.  The  MEFR  in  this  group 
of  patients  is  markedly  reduced  (range  47- 
300  liters  per  minute) . The  recorded  expiro- 
gram  approaches  a straight  line  rather  than 
the  J shape  of  the  normal  curve  (Figure  3) . 

In  pulmonary  restrictive  disease,  on  the 
other  hand,  we  find  fairly  normal  first,  sec- 
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TABLE  1 

Timed  Vital  Capacities  and  Maximum  Expiratory  Flow 
Rates  in  Normal  Individuals 


Case  number  1 2 3 4 5 6 


Age  and  sex 

26-M 

40-M 

24-F 

35-M 

48-F 

31-M 

Vital  capacity* 
(Cubic  centimeters) 

3500 

4700 

3700 

3850 

3200 

4500 

1st  second  vital 
capacity  t 
(Normal  80%) 

96% 

83% 

80% 

91% 

90% 

70% 

2nd  second  vital 
capacity  t 
(Normal  94%) 

100% 

96% 

100% 

98% 

97% 

91% 

3rd  second  vital 
capacity  t 
(Normal  97%) 

100% 

100% 

100% 

100% 

100% 

o 

o 

MEFR  (liters  per  minute) 

300 

375 

300 

300 

214 

375 

* Acceptable  figure  for  normal 
t Expressed  as  per  cent  of  total. 

vital  capacity: 

Male  = 4- 
Female  = 

5 liters 
; 3-4  liters 

Timed 

TABLE  2 

Vital  Capacities  and  Maximum  Expiratory  Flow 
Rates  in  Obstructive  Pulmonary  Disease 

Emphysema 

Bronchial  Asthma 

Case  number 

7 

8 

9 

10 

11 

Age  and  sex 

71 -M 

77-M 

72-M 

27-M 

35-F 

Vital  capacity  * 
(Cubic  centimeters) 

1700 

2950 

1950 

3900 

1400 

1st  second  vital 
capacity  t 
(Normal  80%) 

76% 

52% 

60% 

72% 

71% 

2nd  second  vital 
capacity  t 
(Normal  94%) 

91% 

78% 

85% 

87% 

93% 

3rd  second  vital 
capacity  t 
(Normal  97%) 

100% 

92% 

92% 

95% 

96% 

MEFR  (liters  per  minute) 

75 

90 

62 

300 

47 

* Acceptable  figure  for  normal 
t Expressed  as  per  cent  of  tota 

vital  capacity: 

Male  = 4- 
Female^ 

-5  liters 
= 3-4  liters 

ond  and  third  second  vital  capacities  but  a 
markedly  reduced  total  vital  capacity  and 
MEFR.  The  expirogram  in  these  cases  is  a 
miniature  normal  curve  with  the  same  J 
shape  but  of  smaller  magnitude  (Figure  4) . 

DISCUSSION  AND  COMMENT 

A timed  vital  capacity,  when  properly  per- 
formed, will  reveal  the  following  informa- 
tion: 

(1)  Determine  whether  the  pulmonary 
dysfunction  is  due  to  obstruction  of  outflow 


(obstructive  disease,  such  as  asthma  and 
emphysema) , to  inflow  by  restriction  of  the 
pulmonary  bellows  (restrictive  disease,  such 
as  cardiac  failure,  loss  of  lung  tissue  as  in 
tumors,  surgical  resection,  etc.),  or  diffuse 
disease  which  similarly  reduces  total  capacity 
but  does  not  cause  any  respiratory  obstruc- 
tion (various  lung  diseases) . 

(2)  Rule  out  organic  pulmonary  or  car- 
diac disease  as  a basis  for  complaints  of 
“shortness  of  breath.”  This  will  immediately 
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TABLE  3 

Timed  Vital  Capacities  and  Maximum  Expiratory  Flow 
Rates  in  Restrictive  Pulmonary  Disease 


Cardiac  Failure 

Miscellaneous  Lung 
Disease  with  Loss  of 
Lung  Tissue 

Case  number 

12 

13 

14 

15 

16 

Age  and  sex 

60-M 

19-M 

47-M 

76-F 

54-M 

Vital  capacity* 
(Cubic  centimeters) 

1800 

2400 

2200 

900 

1450 

1st  second  vital 
capacity  t 
(Normal  80%) 

100% 

83  % 

86%. 

89%. 

87%. 

2nd  second  vital 
capacity  t 
(Normal  94%) 

100% 

98  % 

100% 

100%? 

97%. 

3rd  second  vital 
capacity  t 
(Normal  97%) 

100%. 

100%. 

100% 

100%. 

100%. 

MEFR  (liters  per  minute) 

188 

166 

214 

48 

63 

* Acceptable  figure  for  normal 
t Expressed  as  per  cent  of  total 

vital  capacity: 

Male  = 4-5 
Female  = 3 

liters 
-4  liters 

Fig.  2.  Timed  vital  capacity  expirograms  of 
normal  individuals. 


X—  Bronchial  Asthma 
XX=  Bronchial  Asthma  in  Remission 
O = Emphysema 

Fig.  3.  Timed  vital  capacity  expirograms  of 
individuals  with  obstructive  pulmonary  disease. 


Tracing  of  Case  9 


eliminate  the  neurasthenias  and  anxiety 
states  as  causes  of  breathlessness. 

(3)  Follow  the  progress  of  pulmonary  dis- 
ease. 

(4)  Follow  the  progress  of  cardiac  failure 
and  the  response  to  medication. 

(5)  Evaluate  the  effects  of  bronchodilator 
drugs  in  asthma  and  emphysema. 


As  stated  previously,  although  timed  vital 
capacity  may  not  be  as  quantitatively  accu- 
rate as  the  maximum  breathing  capacity  or 
even  some  complicated  pulmonary  laboratory 
measurements,  it  can  be  employed  very  use- 
fully in  the  doctor’s  office  or  in  the  hospital 
to  supply  a good  differential  diagnosis.  It 
will  be  the  rare  case  indeed  that  will  re- 
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X = Miscellaneous  Lung  Disease  with  Loss  of 
Lung  Tissue 

0 = Congestive  Heart  Failure 

Fig.  4.  Timed  vital  capacity  expirograms  of 
individuals  with  restrictive  pulmonary  disease. 
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Tracing  of  Case  13 


test  which  can  be  performed  on  almost  any 
patient  and  will,  in  the  great  majority  of 
cases,  reveal  all  the  information  necessary 
for  evaluation  of  pulmonary  function.  It  will 
differentiate  between  obstructive  pulmonary 
disease,  such  as  emphysema  and  bronchial 
asthma,  restrictive  disease,  such  as  cardiac 
failure  and  loss  of  lung  tissue,  and  further- 
more, can  be  used  to  rule  out  organic,  pul- 
monary or  cardiac  disease  as  the  basis  for 
complaints  of  shortness  of  breath.  It  can 
also  be  employed  to  follow  the  progress  of 
cardiac  failure  and  pulmonary  disease  and 
evaluate  the  effects  of  bronchodilator  drugs 
in  asthma  and  emphysema.  Thus,  with  the 
expenditure  of  approximately  $30  to  $40, 
and  a little  ingenuity,  a physician  can  adapt 
his  electrocardiograph  machine  to  addition- 
ally record  timed  vital  capacity  expirograms. 


quire  more  exacting  measurement;  these,  in 
any  event,  would  require  evaluation  in  a 
highly  specialized  pulmonary  physiology  lab- 
oratory. 

The  illustrations  already  discussed  indi- 
cate the  striking  differences  in  the  expiro- 
grams of  the  various  types  of  pulmonary  dys- 
function. A brief  glance  at  the  expirograms 
serves  to  distinguish  the  characteristic  trac- 
ings of  the  normal  and  of  obstructive  and  re- 
strictive disease.  Further  differentiation  be- 
tween the  two  main  types  of  obstructive  dis- 
ease, i.  e.,  bronchial  asthma  and  emphysema, 
can  be  made  by  the  response  to  broncho- 
dilators.  There  should  be  a definite  increase 
in  the  first  second  reading  in  asthma  but 
not  in  emphysema.  Furthermore,  a mild  sub- 
clinical  asthma  can  often  be  differentiated 
from  the  normal  by  the  response  to  broncho- 
dilators. 

SUMMARY 

A simple  apparatus  for  determination  of 
timed  capacity  suitable  for  use  in  a doctor’s 
office  is  described.  This  apparatus  consists 
essentially  of  a Scott-McKesson  vital  capacity 
bellows,  with  an  attached  home-made  re- 
cording arm  hooked  up  to  a direct  writing 
electrocardiograph  machine.  The  timed  vital 
capacity  expirogram  is  a simple,  reproducible 


Tranquilizers  Have  "Little  to  Offer"  in  Skin  Con- 
ditions— Tranquilizing  drugs  have  “little  to  offer” 
in  the  treatment  of  patients  with  dermatological 
conditions,  a Hayward,  Calif.,  physician  found  after 
an  extensive  study  which  required  four  years  to 
complete. 

Dr.  Wayne  Wright,  who  reported  his  findings 
in  the  November  21  Journal  of  the  American  Med- 
ical Association,  used  nearly  every  type  of  tran- 
quilizing drug  in  a study  which  involved  a total 
of  740  patients,  who  were  suffering  from  a wide 
variety  of  skin  conditions.  Many  of  the  clinical 
cases  were  from  the  Travis  Air  Force  Hospital 
in  Fairfield,  Calif. 

Dr.  Wright,  who  was  assisted  in  his  study  by 
Drs.  Jean  S.  Wright  and  Max  Krause,  concluded 
that  there  was  only  one  type  of  dermatological 
condition  which  was  helped  by  a tranquilizing 
drug.  Nummular  eczema,  characterized  by  coin- 
shaped patches  on  the  skin,  was  “definitely  bene- 
fited” by  one  of  the  drugs,  hydroxyzine  hydro- 
chloride. 

Enough  patients  were  helped,  Dr.  Wright  said, 
to  “conclude  that  it  merits  a trial  in  treatment 
of  patients  with  this  condition.” 

As  adjunctive  therapy,  the  tranquilizers  help 
to  relieve  itching,  to  produce  sleep,  and  to  allow 
dosage  of  steroids  and  certain  hormones  to  be  re- 
duced, the  Journal  article  said. 

The  study  revealed  that  the  patients  suffered 
many  side  reactions  from  this  class  of  drugs  whose 
principal  effect  is  to  calm  down  nervous,  anxious, 
excited  and  agitated  people.  Minor  side  effects  of 
the  drugs  used  were  blurred  vision,  nasal  con- 
gestion, dryness  of  the  mouth,  changes  in  the 
pulse  rate  and  constipation.  The  most  serious 
side  reactions  were  convulsions. 
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INTRODUCTION 

The  breast  is  the  commonest  site  of  can- 
cer in  the  female.  About  five  per  cent  of 
the  female  population  can  expect  to  have 
breast  cancer.  New  York  state  statistics  in- 
dicate sixty-two  new  cases  per  100,000  fe- 
male population  develop  each  year. 

The  average  life  expectancy  of  the  un- 
treated case  is  just  over  three  years.  In  a 
review  study  of  the  Memorial  Hospital  cases 
for  1951  by  Adair,* 1  eighty  per  cent  of  cases 
were  primary  and  operable.  The  remainder 
were  primary,  inoperable  or  recurrent.  This 
is  a marked  improvement  in  operability  over 
previous  years  and  is  a tribute  to  cancer 
education  efforts.  The  length  of  survival  has 
improved  in  recent  decades,  but  long  term 
cure  has  been  disappointing.  The  present 
concept  of  curative  therapy  dates  from  the 
introduction  of  the  technic  of  radical  mas- 
tectomy by  Halstead2  in  the  eighteen  nineties. 

Since  the  introduction  of  this  concept, 
which  remains  basic  in  operative  cancer 
therapy  in  general,  a number  of  significant 
adjunctive  measures  have  been  proposed. 
Chief  among  these  have  been  extended  sur- 
gical procedures,  radiation  therapy,  altera- 
tion of  endocrine  status,  and  chemotherapy. 
Possibly,  the  most  controversial  alteration  in 
breast  cancer  therapy  is  the  method  of  simple 
mastectomy  and  x-radiation  as  championed 
by  McWhirter.3 

It  is  obvious  that  confusion  in  therapy 
must  exist  when  the  etiology  of  a disease  is 
so  completely  unknown  as  is  true  of  cancer. 

Read  before  the  Alabama  Surgical  Section, 
United  States  Section,  International  College  of 
Surgeons,  Huntsville,  May  22,  1959. 

1.  Adair,  Frank  E.:  Cancer  of  the  Breast,  Surg. 
Clin.  N.  A.,  April  1953. 

2.  Halstead,  W.  S.:  The  Results  of  Radical 

Operations  for  the  Cure  of  Cancer  of  the  Breast, 
Ann.  Surg.  46:  1,  1907. 

3.  McWhirter,  R.:  The  Value  of  Simple  Mas- 

tectomy and  Radiotherapy  in  the  Treatment  of 
Cancer  of  the  Breast,  Arch.  Surg.  59:  830,  1949. 


It  is  not  the  scope  of  this  paper  to  consider 
etiology  of  breast  cancer,  but  certain  factors 
assume  great  importance  in  consideration  of 
the  methods  of  therapy.  The  relationship,  if 
any,  of  certain  benign  lesions,  such  as  the 
various  forms  of  fibrocystic  disease,  espe- 
cially that  associated  with  ductal  hyperplasia, 
and  duct  papilloma  to  cancer  of  the  breast 
remains  unproved.  Statistical  studies  from 
Minnesota  and  from  New  England  have 
shown  a five-fold  greater  incidence  of  breast 
carcinoma  in  women  who  have  these  lesions 
as  compared  to  women  who  do  not.  Endo- 
crine stimulation  has  been  unequivocally 
demonstrated  in  a high  percentage  of  breast 
malignancy.  This  knowledge  is  of  prime  im- 
portance in  the  palliative  and  adjunctive 
curative  therapy  of  breast  cancer.  The  in- 
fluence of  heredity  has  always  been  an  inter- 
esting one,  and  the  work  of  Maude  Slye  on 
rats  has  indicated  a relationship  in  which  the 
trait  is  transmitted  through  the  maternal  an- 
cestry. A rare  experience  was  provided  the 
author4  some  years  ago  when  a pair  of  91- 
year-old  homologous  twins  were  seen  with 
simultaneous  breast  cancer.  An  interesting 
family  history  of  breast  cancer  was  found 
in  studying  these  patients. 

The  author  proposes  to  consider  in  this 
paper  the  management  of  breast  cancer  from 
the  standpoint  of  (1)  curative  therapy,  (2) 
adjunctive  measures,  and  (3)  palliative  ther- 
apy of  inoperable  and/or  recurrent  disease. 

CURATIVE  THERAPY 

As  stated  previously,  the  curative  therapy 
of  the  disease  had  its  origin  with  the  develop- 
ment of  radical  mastectomy  by  Halstead,2 
the  results  of  which  were  published  in  1907. 
The  basis  of  this  procedure  is  removal  of  the 
breast,  pectoral  muscles  and  lymphatics  in 
continuity.  A consideration  of  the  distribu- 
tion of  the  lymphatics  draining  the  breast 

4.  Munford,  S.  A.,  and  Hugh  Linder:  Carcinoma 
of  the  Breast  in  Homologous  Twins,  Am.  J.  Cancer 
28:  393. 
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area  will  recall  the  aims  of  the  operation. 

It  is  recognized  that  the  major  routes  of 
spread  are  local  extension  and  through  the 
lymphatics.  Disease  areas  of  vascular  spread 
are  beyond  reach  of  surgical  eradication.  It 
is  noted  that  lesions  in  the  medial  half  of 
the  breast  have  a tendency  to  invade  the  in- 
ternal mammary  chain,  the  mediastinal  lym- 
phatics, and  across  the  midline  to  the  oppo- 
site breast.  Lesions  in  the  lateral  half  of  the 
organ  metastasize  first  to  the  axillary  nodes, 
to  the  supraclavicular  nodes,  and  to  the  sub- 
sternal  area  when  the  primary  routes  are 
blocked.  A representative  study  of  regional 
node  metastasis  is  shown  in  the  following 
table. 


TABLE  I 

LYMPH  NODE  METASTASIS  OF  CANCER  OF  THE 

BREAST 

Axillary  metastasis — 58%  (Urban).5 

Supraclavicular— 33%  of  those  with  axillary  me- 
tastasis (Dahl-Iversen).6 

Internal  mammary— 48%  of  those  with  axillary 
metastasis  distributed  as  follows:* 

Inner  half — 74% 

Outer  half — 28% 

The  overall  metastasis  to  the  internal  mammary 
chain  in  125  patients  was  34%  (R.  S.  Handley).7 8 


It  becomes  immediately  obvious  that  cri- 
teria of  operability  must  be  established  if 
one  is  to  avoid  unnecessary  and  often  harm- 
ful procedures.  The  criteria  of  Haagensen’ 
have  been  accepted  as  fundamental  but  have 
undergone  considerable  revision. 


5.  Urban,  J.  A.:  Radical  Mastectomy  in  Con- 
tinuity with  en  Bloc  Resection  of  the  Internal 
Mammary  Lymph  Node  Chain,  Cancer  5:  992,  1952. 

6.  Dahl-Iversen:  Quoted  by  McDonald,  J.  J., 

C.  D.  Haagensen  and  A.  P.  Stout:  Metastasis  from 
Mammary  Carcinoma  to  the  Supraclavicular  and 
Internal  Mammary  Lymph  Nodes,  Surg.  34:  521, 
1953. 

7.  Handley,  R.  S.:  Ibid. 

8.  Haagensen,  C.  D.,  and  A.  P.  Stout:  Carcinoma 
of  the  Breast:  Criteria  of  Operability,  Ann.  Surg. 
118:  859,  1943. 


The  following  criteria  of  inoperability  are 
acceptable  to  most  surgeons: 

I.  Breast  and  chest  wall: 

A.  Large  fixed  lesions, 

B.  Extensive  ulceration, 

C.  Extensive  edema  of  skin, 

D.  Inflammatory  carcinoma, 

E.  Satellite  nodules. 

II.  Extensive  or  secondary  lymphatic  in- 
volvement: 

A.  Large  multiple  axillary  nodes, 

B.  Nodes  in  apex  of  axilla  and  along 
axillary  vein, 

C.  Supraclavicular  nodes, 

D.  Demonstrated  internal  mammary 
node  involvement. 

III.  Systemic  metastasis: 

A.  Visceral, 

B.  Skeletal. 

It  is  the  philosophy  of  the  author  to  offer 
operation  to  a patient  if  there  is  reasonable 
hope  of  removal  of  the  tumor  and  its  ex- 
tensions by  the  principles  of  the  classic  radi- 
cal mastectomy.  Representative  series  studies 
have  shown  an  operability  of  70% -80%  based 
on  clinical  impression.  In  order  to  define  oper- 
ability more  accurately,  biopsy  of  nodes  in 
the  questionably  accessible  areas,  e.  g.,  apex 
of  axilla,  supraclavicular  area  and  internal 
mammary  chain,  has  been  recommended. 
Haagensen’s”  experience  with  156  patients  is 
shown  in  the  following  table: 


TABLE  II 

OPERABILITY  OF  156  PATIENTS  AS  DETERMINED 
BY  TRIPLE  NODE  BIOPSY  (HAAGENSEN) 

Inoperable  (clinical) 

Local — 27  25% 

Distant — 13 
Operability  75% 

Inoperable  (triple  node  biopsy)  37  (25%) 

Number  radical  mastectomy  79 
Actual  operability  50% 


9.  Haagensen,  C.  D.,  and  Sami  J.  Obeid:  Biopsy 

of  the  Apex  of  the  Axilla  in  Carcinoma  of  the 
Breast,  Ann.  Surg.  149:  149,  1959. 
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Because  of  the  recognition  of  the  need  of 
removal  of  metastases  beyond  the  limits  of 
the  classic  Halstead  technic,  extended  pro- 
cedures, notably  supraclavicular  and  internal 
mammary  node  dissections,  have  been  done. 
Actually  some  of  Halstead’s  early  cases  had 
attempts  at  such  dissection  but  this  part  of 
the  procedure  was  later  abandoned.  The 
value  of  these  procedures  as  now  done  must 
await  further  evaluation. 

The  following  tables  provide  survival  sta- 
tistics from  Johns  Hopkins  Hospital  series 
as  reported  by  Lewison10  and  are  generally 
representative  of  survival  following  radical 
mastectomy: 


TABLE  III 

CARCINOMA  OF  BREAST 
FIVE-YEAR  SURVIVAL  RATES 
RADICAL  MASTECTOMY 


1935-40  1940-45 


Localized  64%  71% 

Regional  metastasis  32%.  34% 

Total  44%  46% 


TABLE  IV 

CARCINOMA  OF  BREAST 
OVERALL  SURVIVAL 

5 years  10  years 

Localized  69%  49% 

Regional  metastasis  30%  16% 

Overall  36.7%  23.2% 

Halstead  24%  (five  year)  1907. 


ADJUNCTIVE  THERAPY 

Radiation  by  high  voltage  x-ray  or  other 
sources  of  effective  radiation  has  been  ap- 
plied for  many  years.  The  challenge  present- 
ed by  the  McWhirter  regimen  has  aroused 
new  interest.  It  is  generally  accepted  that 
postoperative  radiation  is  advisable  in  all 
cases  with  axillary  metastasis  and  in  lesions 
of  the  medial  half  of  the  breast.  Radiation 
in  the  absence  of  axillary  involvement  in 
outer  quadrant  lesions  is  not  uniformly 
agreed  upon.  The  Lahey  Clinic  practice  is 
to  give  radiation  to  virtually  all  patients. 


10.  Lewison,  Edward  F.:  Results  of  Treatment 
of  Breast  Cancer  at  Johns  Hopkins  Hospital  1941- 
45  with  a Discussion,  Int.  Abst.  Surg.  107:  313, 
1958. 


Marshall  and  Hare11  report  a 52%  overall 
five-year  survival.  The  author  subscribes  to 
this  viewpoint  because  of  the  difficulty  of 
ascertaining  freedom  from  axillary  metas- 
tasis. 

Since  a high  percentage  of  breast  cancer 
can  be  shown  to  be  endocrine  dependent, 
castration  must  be  seriously  considered  as 
an  adjunctive  measure.  Jessiman  and  Moore1- 
believe  that  essentially  all  tumors  in  the 
young  and  menopause-age  patients  are  estro- 
gen stimulated.  Castration  is  of  greatest 
value  in  frankly  palliative  treatment  but  it 
may  have  “curative”  value  as  well.  In  view 
of  the  occurrence  of  3% -4%  independent  de- 
velopment of  cancer  in  the  opposite  breast, 
a good  case  can  be  made  for  routine  ovarian 
ablation.  Also  cancer  is  3-4  times  more 
likely  to  develop  in  the  second  breast  than 
in  the  normal  population.  The  usual  recom- 
mendation is  that  castration  be  done  in  the 
actively  menstruating  patient  and  possibly 
those  who  are  10-15  years  past  menopause. 
In  the  very  young,  however,  the  impact  of 
castration  on  the  emotional  status  of  the 
family  is  so  great  that  individualization  is 
mandatory.  Aldrich,  Liddle  and  Mortonla 
reported  60  cases  treated  by  radical  mastec- 
tomy plus  castration  with  57%  overall  five- 
year  survival  without  known  disease.  This 
is  slightly  higher  than  their  similar  survival 
rate  of  54%  for  the  entire  mastectomy  group. 
Surgical  removal  of  the  ovaries  is  preferred 
over  castration  by  x-ray. 

A more  recent  addition  to  the  adjunctive 
armamentarium  is  lavage  of  the  operative 
wound  with  cancerocidal  drugs  as  suggested 
by  Cole.14  The  theoretical  merit  of  this  prac- 


11.  Marshall,  Samuel  F.,  and  H.  F.  Hare:  Carci- 
noma of  the  Breast:  Results  of  Combined  Treat- 
ment with  Surgery  and  Roentgen  Rays,  Ann.  Surg. 
125:  688,  1947. 

12.  Jessiman,  Andrew  G.,  and  F.  D.  Moore: 
Carcinoma  of  the  Breast,  New  England  J.  Med.  254: 
846,  901,  947,  1956. 

13.  Aldrich,  E.  Meredith;  Harold  V.  Liddle,  and 
C.  Bruce  Morton:  Carcinoma  of  the  Breast:  Re- 
sults of  Surgical  Treatment,  Ann.  Surg.  145:  799, 
1957. 

14.  Cole,  Warren:  Personal  Communication. 
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tice  is  indicated  by  the  occurrence  of  cancer 
implants  in  scars,  donor  sites,  etc.  Informa- 
tion of  its  actual  value  is  not  yet  available. 

PALLIATIVE  THERAPY  OF  ADVANCED  PRIMARY  OR 
RECURRENT  DISEASE 

In  obviously  incurable  lesions,  especially 
in  elderly  persons,  removal  of  large  ulcer- 
ating or  imminently  ulcerating  tumors  is 
useful.  The  addition  of  radiation  finds  great- 
est usefulness  in  such  lesions.  Indeed,  the 
controversy  over  the  McWhirter  regimen  has 
done  much  good  in  calling  attention  to  the 
dangers  of  cutting  across  protective  barriers 
by  unwise  surgical  procedures.  Illustrative 
of  this  unwise  practice  is  radical  mastectomy 
in  the  presence  of  large,  multiple  axillary 
metastases. 

CASTRATION 

When  oophorectomy  has  not  been  done  in 
the  primary  treatment  it  is  useful  as  an  early 
palliative  measure.  About  half  of  the  younger 
age  group  may  be  expected  to  show  benefit. 
The  procedure  is  useful  even  in  those  patients 
well  past  the  menopause  since  high  estrogen 
levels  are  known  to  exist  occasionally.  The 
condition  of  cortical  hyperplasia  has  been  ob- 
served in  many  patients  with  high  hormone 
levels.  Jessiman  and  Moore12  have  recom- 
mended assay  of  estrogens  and/or  follicle 
stimulating  hormones  in  such  patients  as  a 
preliminary  to  treatment.  Marked  improve- 
ment, both  subjective  and  objective,  occurs 
for  a time  in  favorable  cases. 

HORMONE  THERAPY 

Androgens 

Administration  of  androgens  is  of  value 
chiefly  in  the  younger  age  group  and  up  to 
ten  to  fifteen  years  after  menopause.  This 
hormone  is  most  useful  in  the  patients  who 
have  skeletal  metastasis  and  those  who  re- 
lapse after  adrenalectomy.  While  subjective 
improvement  is  often  dramatic,  objective  im- 
provement manifested  by  healing  of  bone 
lesions  and  reduction  in  size  of  the  tumor 
is  seen  in  only  about  20%  of  cases.  The 
side  effects  are  not  to  be  forgotten.  Many 
patients  complain  bitterly  of  the  masculiniz- 
ing effects.  The  increased  libido  may  in  some 
cases  become  a real  problem.  Some  of  the 
newer  androgens  give  promise  of  having 


fewer  side  effects.  Stimulation  rather  than 
inhibition  of  the  disease  may  occasionally  oc- 
cur and  is  thought  to  be  due  to  conversion  of 
androgen  to  estrogen. 

Estrogens 

Estrogen  therapy  may  be  of  value  in  the 
senile  or  old  patient.  Soft  tissue  lesions  re- 
spond better  than  skeletal  lesions.  In  prop- 
erly chosen  cases,  40%  of  soft  tissue  metas- 
tasis and  30%  bone  lesions  may  be  expected 
to  show  regression  for  a time.  The  stilbes- 
trol  test  suggested  by  Jessiman  and  Moore12 
is  useful  in  selecting  the  suitable  case  for 
estrogen  administration. 

Adrenal  Steroids 

The  use  of  cortisone  and  related  steroids 
has  initiated  temporary  remission  in  some 
cases  and  may  be  useful  when  androgens  or 
estrogens  fail.  Large  initial  doses  inhibit  pi- 
tuitary activity,  with  consequent  adrenocor- 
tical inhibition.  It  is  possible,  also,  that  cor- 
tisone competes  with  estrogen  in  the  blood 
for  active  sites  in  the  protein  molecule,  thus 
rendering  estrogen  inactive.  In  essence,  cor- 
tisone actually  decreases  available  estrogen, 
either  by  inhibiting  adrenal  or  gonadal 
sources,  if  present,  or  by  interfering  with  its 
transportation  in  the  blood.  If  cortisone  or 
similar  preparations  are  used  a dose  of  150 
mgm.  daily  should  be  given  for  three  days 
with  gradual  reduction  to  a maintenance  dose 
of  50  mg.  It  is  to  be  remembered  that  the 
role  of  host  resistance  to  cancer  is,  as  yet, 
unknown  and  the  effect  of  adrenal  steroids 
relative  thereto  unclear. 

CHEMOTHERAPY 

The  systemic  use  of  cancerocidal  drugs 
has  not  been  promising.  The  work  of  Creech 
and  others  in  regional  perfusion  with  rela- 
tively high  dosages  is  interesting  and  stimu- 
lating, but  not  yet  of  practical  value. 

ADRENALECTOMY 

As  indicated  in  previous  statements,  the 
adrenal  may  be  an  important  source  of  extra- 
gonadal  estrogen.  It  follows,  then,  that  bi- 
lateral adrenalectomy  may  favorably  affect 
the  estrogen  stimulated  tumors.  A rough  in- 
dication of  its  usefulness  is  previous  benefit 
from  castration  and/or  androgen  therapy.  If 
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available,  assay  of  estrogens  of  extragonaclal 
sources  offers  a means  of  appraisal.  Visceral 
metastases,  especially  hepatic,  are  not  bene- 
fited. A good  argument  for  concomitant  cas- 
tration and  adrenalectomy,  especially  in  the 
young,  can  be  made.  Forty  to  50%  objective 
remissions  are  reported  following  bilateral 
adrenalectomy  and  previous  castration. 

HYPOPHYSECTOMY 

This  procedure  is  based  upon  further  re- 
duction of  mammotropic  substances.  No 
method  of  rational  selection  of  cases  exists 
at  present.  In  general,  those  patients  show- 
ing remission  from  castration  may  be  ex- 
pected to  improve  after  hypophysectomy. 
Other  mammotropins  unrelated  to  gonads 
and  adrenals  may  exist  and  their  removal 
may  prove  beneficial.  Pearson  et  al.15  re- 
ported a 50%  objective  improvement  in  41 
cases.  Five  of  11  patients  with  previous  cas- 
tration and  adrenalectomy  improved.  Fif- 
teen of  24  patients  without  previous  removal 
of  ovaries  or  adrenals  showed  improvement. 
This  was  true  of  both  primary  and  recurrent 
cases. 

LOCAL  IRRADIATION 

Intensive  irradiation  of  local  lesions  may 
be  of  temporary  value.  Bone  pain  may  be 
relieved  and  local  lesions  may  be  temporarily 
controlled.  Soft  tissue  metastases  (visceral) 
are  very  resistant  to  radiation. 

TREATMENT  OF  CARCINOMA  OF  THE  BREAST  DURING 
PREGNANCY 

The  observation  that  carcinoma  of  the 
breast  is  estrogen  stimulated  in  the  young 
individual  is  the  important  consideration  in 
treatment  of  the  disease  in  the  pregnant  or 
lactating  individual.  Otherwise,  treatment 
remains  the  same.  The  same  criteria  of  oper- 
ability exist.  The  placenta,  being  a source 
of  estrogen,  should  be  removed  at  the  earliest 
possible  time;  by  abortion  in  the  early  months 
(religion  permitting) , and  by  early  labor  in 
the  later  weeks  of  pregnancy.  The  disease 
progresses  rapidly  in  pregnant  patients  and 
a few  weeks  procrastination  may  transform 
a favorable  case  into  a hopeless  one.  The 

15.  Pearson  et  al.:  Quoted  by  Jessiman  and 
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question  of  castration  is  important  and  the 
same  principles  are  applicable  as  enunciated 
in  previous  paragraphs. 

SUMMARY 

Surgical  extirpation  remains  the  only  uni- 
formly acceptable  curative  therapy  for  can- 
cer of  the  breast.  It  is  reasonably  applicable 
in  75  per  cent  of  cases  now  being  seen  in 
the  big  clinics.  Unfortunately,  occult  me- 
tastases to  lymph  node  areas  of  equivocal 
surgical  accessibility  further  decrease  cura- 
tive operability  to  approximately  50  per  cent. 
Adjunctive  measures,  especially  castration 
and  irradiation,  are  useful  in  increasing  the 
survival  period  at  least.  Local  application  of 
cancerocidal  drugs  is  yet  to  be  fully  tested, 
but  offers  a means  of  further  refinement  of 
surgical  technic.  The  extended  radical  pro- 
cedures have  yet  to  receive  wide  approval. 
The  McWhirter  regimen  remains  most  con- 
troversial in  this  country.  Representative  re- 
sults of  radical  mastectomy  are  given  in  a 
report  of  324  cases  by  Aldrich,  Liddle  and 
Morton.13 
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CANCER  OF  BREAST 
RESULTS 

Five-year  survival  Ten-year  survival 
without  disease  without  disease 

With  axillary 

metastases  176  cases — 65 — 37%  115  cases — 32 — 28% 

Without  axillary 

metastases  148  cases — 109 — 74%  88  cases — 54 — 61% 

Total  324  cases — 174 — 54%  203  cases — 86 — 42% 


Hormone  therapy  has  been  useful  in  the 
palliation  of  a significant  proportion  and  of- 
ten affords  dramatic  subjective  relief.  Bilat- 
eral adrenalectomy  and/or  hypophysectomy 
further  extend  the  beneficial  effects  of  cas- 
tration and  hormone  therapy.  Chemotherapy 
by  regional  perfusion  technics  has  not  yet 
shown  practical  value. 

The  rate  of  first  admissions  to  mental  hospitals 
for  paresis,  a complication  of  syphilis,  has  dropped 
from  4.7  per  100,000  population  to  0.5  since  the 
antibiotics  were  introduced.  In  spite  of  such  fig- 
ures, according  to  Health  Information  Founda- 
tion, the  problems  of  venereal  disease  in  the  U.  S. 
are  far  from  solved,  chiefly  because  of  public 
apathy  and  ignorance. 
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Acute  colon  obstruction  is  a surgical  emer- 
gency. It  is  comparable  to  a strangulated 
obstruction  of  the  small  intestine  and  unless 
relieved  of  the  intense  intracolonic  pressure 
it  will  perforate  at  its  most  distensible  seg- 
ment, the  cecum. 

An  acute  obstruction  of  the  colon  is  as- 
sociated with  an  extremely  distended  cecum. 
Clinically  the  distention  of  the  cecum  often 
can  be  observed  by  inspecting  the  abdomen, 
and  can  further  be  detected  by  palpation  and 
percussion.  The  cecum  being  the  most  dis- 
tensible part  of  the  obstructed  colon,  tre- 
mendous intracecal  pressure  results  in  a cor- 
responding circulatory  embarrassment,  and 
will  ultimately  perforate  unless  relieved.  This 
is  one  of  several  reasons  why  we  prefer  a 
cecostomy  to  a right  colon  colostomy.  It  af- 
fords an  opportunity  to  evaluate  the  viability 
of  the  cecal  circulation. 

We  condemn  tubular  cecostomy  as  being 
conducive  to  infection  and  inadequate  for 
the  purpose  intended.  It  is  of  no  value  from 
the  point  of  view  of  subsequent  irrigation 
and  preparation  of  the  colon  for  surgery.  It 
is  in  reality  a cecal  fistula  and  nothing  else. 
It  may  decompress  the  colon  in  part  but  it 
provides  no  avenue  for  bowel  irrigation. 

A closed  loop  colon  obstruction  results 
from  an  annular  edematous  distal  lesion  and 
a competent  ileocecal  valve,  the  increasing 
tension  being  due  to  the  continuous  empty- 
ing of  the  ileum  into  the  colon. 

The  process  resulting  in  obstruction  is  more 
than  the  tumor  itself.  It  is  an  inflammatory 
process  associated  with  edema  and  proximal 
hypertrophy  of  the  bowel.  This  is  precipi- 
tated by  a progressive  annular  constriction 
and  violent  efforts  of  the  bowel  above  to 


Read  before  the  Alabama  Surgical  Section, 
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push  the  contents  through  the  narrowed 
passageway. 

MORTALITY  RATE 

Becker1  reports  from  the  Charity  Hospital 
in  New  Orleans  that  in  100  cases  of  acute 
obstruction  of  the  colon  the  mortality  was 
42  cases. 

Wangensteen2  reported  a mortality  of  50 
per  cent  from  the  University  of  Minnesota 
Hospital  in  20  cases  of  patients  with  acute 
sigmoid  obstruction  decompressed  by  cecos- 
tomy. 

Brindley3  reported  seven  deaths  in  34  pa- 
tients with  acute  malignant  obstruction,  a 
mortality  rate  of  20.6  per  cent,  and  Gregg 
and  Dixon4  reported  a rate  of  34.7  per  cent 
in  121  cases.  Michel  and  McCafferty5  report 
a mortality  rate  of  32.4  per  cent  in  74  cases 
of  acute  malignant  obstruction.  We  have  had 
four  deaths  in  15  cases  (26.6  per  cent)  and 
three  deaths  in  38  cases  decompressed  by 
our  present  method  using  our  special  cecos- 
tomy clamp.  One  patient  died  on  the  fifth 
postoperative  day  from  a recurrent  coronary 
occlusion  and  one  after  cecostomy  six  days 
following  mid-colon  resection  with  an  as- 
sociated gastric  malignancy  which,  because 
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of  extensive  cecal  distention,  required  cecos- 
tomy.  The  third  patient  was  moribund  at 
the  time  of  cecostomy  and  did  not  rally.  Peri- 
tonitis was  not  found  at  autopsy  in  either  of 
the  last  two  cases. 

Becker2  reports  a mortality  of  12.5  per 
cent  in  eight  cases  of  decompression  by  right 
transverse  colostomy,  and  Fallis'1  reported 
a mortality  of  3.8  per  cent  in  52  patients  hav- 
ing transverse  colostomy  for  acute  left  colon 
obstruction.  They  prefer  colostomy  to  cecos- 
tomy for  colonic  decompression. 

FACTORS  CONTRIBUTING  TO  MORTALITY 

Factors  pertaining  to  the  patient  are  re- 
lated to  age,  nutrition  and  serious  associated 
disease.  Age,  nutritional  changes,  and  many 
associated  diseases  often  can  be  compensated 
for,  except  in  sudden  emergencies  when  time 
does  not  permit  appropriate  preparation. 

The  chief  factors  resulting  in  the  high 
death  rate  are:  failure  to  appreciate  the 
seriousness  of  large  bowel  obstruction;  fail- 
ure to  differentiate  between  large  and  small 
bowel  obstruction;  inadvisable  abdominal  ex- 
ploration at  the  time  of  surgical  decompres- 
sion; delayed  surgical  decompression;  ill- 
advised  primary  resection  and  anastomosis, 
and  technical  errors. 

The  mortality  following  the  usual  tubal 
cecostomy  was  high  because  of  the  impossi- 
bility of  aseptic  decompression  and  the  diffi- 
culty of  delivery  of  an  acutely  distended  ce- 
cum into  the  operative  field  for  decom- 
pression. 

ROENTGENOLOGIC  STUDY 

Roentgenologic  study  does  not  give  as  much 
information  in  the  obstructed  colon  as  in 
obstruction  of  the  small  bowel.  It  does  show 
a distended  proximal  colon  with  its  char- 
acteristic haustral  markings,  but  the  exact 
site  of  the  obstruction  often  is  obscure.  Local- 
ization of  the  lesion  can  be  made  by  means 
of  a barium  enema,  if  the  obstruction  is  com- 
plete. 

SURGICAL  PRINCIPLES 

Obstruction  of  the  colon  presents  a com- 
plication which  prohibits  a primary  attack 

6.  Fallis,  L.  S.:  Transverse  Colostomy,  Sur- 

gery 20:  249,  1946. 


on  the  lesion,  which  is  in  contrast  to  ob- 
struction of  the  small  bowel.  In  the  former, 
the  problem  is  to  decompress  the  colon  and 
prepare  it  for  subsequent  resection  of  the 
lesion,  while  in  obstruction  of  the  small  bowel 
surgical  intervention  is  directed  primarily  at 
removal  of  the  cause.  Not  only  in  acute 
obstruction  of  the  colon  is  decompression 
desired.  In  many  cases  of  chronic  obstruc- 
tion of  the  left  side  of  the  colon  preliminary 
decompression  of  the  proximal  portion  may 
be  indicated.  Only  on  a clean,  nonobstructed 
colon  can  primary  resection  and  anastomosis 
be  done  safely. 

Obstructive  lesions  of  the  right  side  of  the 
colon  may  be  decompressed  by  means  ol 
cecostomy  with  or  without  ileocolostomy. 
Ileocolostomy  is  desirable  and  sufficient  when 
the  lesion  is  fixed  and  inflammatory  and 
when  the  ileocecal  valve  is  incompetent. 

Cecostomy  as  the  preferred  measure  of  de- 
compression of  the  acutely  obstructed  colon 
is  controversial.  Cecostomy  as  it  is  usually 
done,  with  a catheter  held  with  a purse  string 
in  the  cecum,  and  the  cecal  wall  sutured  to 
the  parietal  peritoneum,  functions  only  as  a 
vent  for  the  escape  of  gas.  Irrigations  and 
bowel  preparation  cannot  be  done  through 
a small  opening  in  the  cecum  fixed  to  the 
parietal  peritoneum  and  connected  to  the  out- 
side by  a fecal  fistula.  It  is  simply  a cecal 
fistula.  A similar  technic  used  upon  the  right 
colon  for  the  same  purpose  would  be  equally 
ineffective  and  would  be  in  like  manner  a 
colic  fistula.  It  would  be  of  no  service  as 
an  avenue  to  irrigate  and  clean  the  bowel. 

A cecostomy  that  is  comparable  to  a colos- 
tomy with  a large  outside  stoma,  such  as  a 
colostomy  has,  is  adequate  for  thorough  ir- 
rigation and  is  much  easier  subsequently  to 
close. 

Our  cecostomies  are  made  as  a colostomy 
is  made,  with  a large  cone  of  cecum  delivered 
to  the  outside  which  provides  an  adequate 
external  opening  for  drainage  and  for  irri- 
gation. No  suturing  of  the  bowel  to  the  peri- 
toneum or  the  abdominal  wall  is  necessary. 
The  bowel  readily  adheres  to  these  struc- 
tures. Edema  of  the  protruding  segment  of 
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cecum  in  a few  hours  prevents  it  from  re- 
tracting into  the  abdomen.  Our  cecostomy 
clamp  retains  it  outside  until  swelling  and 
edema  occur.  The  clamp  is  removed  in  48 
to  72  hours.*  This  is  truly  a functioning 
type  of  cecostomy  and  has  advantages  com- 
parable to  a colostomy  and  in  many  instances 
superior. 

We  believe  this  type  of  cecostomy  to  be 
the  best  procedure  for  decompression  of  the 
acutely  obstructed  colon  for  the  following 
reasons: 

First,  in  acute  obstruction  of  the  colon 
the  most  distensible  part  of  the  colon  is  the 
cecum.  It  is  the  segment  that,  in  time,  may 
perforate.  This  will  occur  when  the  intra- 
cecal  pressure  becomes  greater  than  the  sys- 
tolic blood  pressure.  The  blood  then  cannot 
be  carried  to  the  antimesenteric  region  of 
the  cecum  and  areas  of  necrosis  will  develop. 

Second,  a surface  cecostomy  with  a good 
stomal  opening  permits  colon  decompression 
and  releases  the  intracolonic  pressure  while 
the  site  of  the  neoplasm  again  becomes  part- 
ly patent.  With  the  release  of  this  associated 
agent  of  obstruction,  edema  and  induration, 
the  bowel  may  be  irrigated  and  thoroughly 
cleaned  by  enemas  and  cecal  irrigations. 
When  the  cecostomy  has  a good  open  stoma 
on  the  surface  of  the  abdomen,  in  no  in- 
stance is  it  impossible  to  cleanse  the  bowel 
thoroughly  and  prepare  it  for  satisfactory 
subsequent  resection. 

Third,  the  distended  cecum  is  the  most 
accessible  segment  of  the  large  bowel  for 
surgical  decompression.  It  in  no  way  inter- 
feres with  an  extensive  resection  often  re- 
quired for  lesions  of  the  left  colon. 

Fourth,  decompression  of  the  right  colon 
adds  little  to  the  solid  character  of  the  fecal 
discharge  and  contributes  little  to  the  thor- 
oughness of  subsequent  colon  irrigations  and 
cleansing  of  the  lower  colon.  In  either  pro- 
cedure the  colon  is  equally  decompressed  and 
the  edema  and  induration  of  the  obstructive 
site  will  subside,  patency  of  the  bowel  will 
again  frequently  be  reestablished,  and 


* Clamp  is  made  by  the  V.  Mueller  & Co.,  Chicago. 


through-and-through  irrigation  can  often  be 
accomplished  if  the  stomas  are  adequate  in 
size. 

Fifth,  the  right  colon  is  hard  to  approach 
surgically  and  decompress  when  distended. 
It  delivers  poorly,  due  to  omental  and  mesen- 
teric attachments.  A glass  rod  under  the 
distended  colon  may,  through  pressure,  erode 
into  a vessel  and  produce  bleeding.  A dis- 
tended right  colon  is  difficult  to  deliver  into 
the  field  of  operation  for  such  support. 

Sixth,  a right  colostomy  imparts  no  infor- 
mation relative  to  the  viability  of  the  cecum 
which  may  contain  areas  of  devitalization 
which  are  unknown  to  the  surgeon  at  the 
time  of  right  colostomy.  If  present  they  will 
perforate  even  though  a successful  right 
colostomy  has  been  done.  This  we  have  seen 
on  three  occasions.  Most  undesirable  is  the 
fact  that  a right  colostomy  materially  inter- 
feres with  the  extensive  mobilization  often 
necessary  for  radical  resection  of  left  colon 
lesions.  Left  colectomy  with  contemplated 
anastomosis  of  the  left  transverse  colon  to 
the  lower  sigmoid  or  rectosigmoid  is  difficult 
or  impossible  to  accomplish  when  a right 
colostomy  is  present.  This  procedure  of  com- 
plete left  colectomy  is  being  advocated  more 
and  more,  as  it  is  frequently  surgically  in- 
dicated for  radical  extirpation  of  gland-bear- 
ing tissue.  In  such  instances  it  is  usually 
necessary  to  mobilize  the  hepatic  flexure  for 
adequate  anastomosis  without  tension.  This 
cannot  be  done  when  a right  colostomy  is 
present.  This  can  be  done  easily  with  a cecos- 
tomy. Why  then  handicap  future  surgical 
procedures  by  a colon  decompression  which 
restricts  extensive  resection,  mobilization  and 
secure  anastomosis?  Especially  is  this  ob- 
jectionable when  decompression  and  ade- 
quate colon  preparation  for  subsequent  sur- 
gery can  be  done  by  a well  performed  sur- 
face cecostomy. 

We,  therefore,  believe  a cecostomy  with  an 
adequate  skin  stoma  is  preferable  to  right 
colostomy  for  decompression  of  the  acutely 
obstructed  left  colon  due  to  intrinsic  malig- 
nant disease. 
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METHODS  OF  DECOMPRESSION 

Strauss  has  emphasized  the  superior  value 
of  ileostomy  over  cecostomy  or  colostomy  in 
instances  of  obstruction  of  the  colon  and 
has  insisted  that  the  distended  colon  can  be 
more  quickly  deflated  by  passing  a colon 
tube  through  the  ileostomy  opening  into  the 
cecum.  We  have  tried  this  procedure  twice 
and  have  found  it  undesirable.  The  colon 
cannot  be  irrigated  and  cleaned  for  future 
surgical  procedures.  Irritation  of  the  skin 
discredits  the  procedure. 

We  do  not  favor  the  Devine  colostomy  or 
the  loop  colostomy  for  acute  obstructions 
when  there  are  lesions  present  which  we 
hope  subsequently  to  resect.  The  Devine 
colostomy  is  too  time  consuming  and  com- 
plicated and  closure  is  too  difficult.  It  is  not 
appropriate  for  a distended  colon  as  a tem- 
porary decompressing  measure.  Loop  colos- 
tomy is  difficult  to  do  in  cases  of  acute  ob- 
struction of  the  colon;  the  distended  bowel 
cannot  be  well  elevated  above  the  skin  level 
to  be  supported  by  a glass  rod.  Decom- 
pression by  needle  before  elevation  opens 
an  avenue  for  contamination  through  the 
site  of  needle  puncture.  Manipulation  is 
harmful,  bleeding  may  be  encountered  in  the 
mesentery  from  passing  the  supporting  rod, 
and  pressure  may  cause  bleeding  or  necrosis 
of  the  bowel.  It  is  not  possible  in  the  dis- 
tended cecum.  Insertion  of  a catheter  is  at- 
tended by  great  danger  of  spillage.  The 
operation  is  insufficient  and  offers  poor  facili- 
ties for  future  irrigation  of  the  bowel.  We 
have  abandoned  both  procedures  in  cases  of 
acute  obstruction  for  the  one  which  will 
now  be  described. 

ADVOCATED  PROCEDURE  FOR  DECOMPRESSION  OF 

THE  COLON 

In  instances  of  acute  obstruction  of  the 
colon  we  deflate  the  distended  bowel  by 
needle  puncture,  grasp  the  deflated  bowel  at 
the  point  of  needle  puncture  with  a flat,  no- 
tooth, thumb  forceps,  and  apply  a special 
colostomy  clamp  to  the  suspended  cone  of 
bowel.  We  proceed  to  close  the  abdomen 
around  this  protruding  segment  of  colon  and 
then  open  and  insert  a 16  or  18  F.  catheter 
into  the  colon  through  the  round  opening  in 


the  clamp.  This  procedure  exteriorizes  only 
a small  segment  of  the  colon  but  gives  an 
adequate  vent  for  gas  to  pass  through  the 
catheter. 

The  clamp  can  be  removed  in  two  to  three 
days  after  the  bowel  has  adhered  to  the 
abdominal  wall,  and  irrigations  of  the  bowel 
may  be  started.  This  procedure  does  not 
completely  divert  the  fecal  current,  and  it 
is  advocated  only  for  an  acute  obstruction 
due  to  cancer  for  which  resection  is  subse- 
quently contemplated. 


Fig.  la.  Shows  method  of  deflating  cecum  by- 
needle  puncture. 


Fig.  lb.  The  deflated  bowel  is  clasped  at  the 
point  of  needle  puncture  with  a flat  no-tooth 
thumb  forceps. 


The  catheter  acts  as  a vent  largely  for  gas 
and  prevents  redistention  of  the  bowel.  The 
clamp  is  removed  later,  or  it  sloughs  off  and 
the  bowel  is  then  irrigated  and  cleansed. 
This  method  is  simple,  practically  aseptic 
and  performed  without  difficulty. 
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SURFACE  CECOSTOMY 


COMPLEMENTARY  DECOMPRESSION 

Complementary  cecostomy  or  colostomy 
accompanying  resection  and  primary  anas- 
tomosis for  a lesion  in  the  left  side  of  the 
colon  or  the  sigmoid  is  not  to  be  condemned. 


Fig.  2a.  Shows  segment  of  bowel  suspended  by 
thumb  forceps  for  opening  and  insertion  of  cathe- 
ter. 


Fig.  2b.  Shows  catheter  sutured  in  lumen  of 
bowel  through  hole  in  clamp.  A wide  stoma  will 
result  after  catheter  is  removed. 


Fig.  3.  Shows  size  of  stoma  a few  weeks  later 
after  second  operation  has  been  done. 


It  is  commonly  practiced  by  many  capable 
surgeons.  We  use  the  same  clamp  adapted 
for  insertion  of  the  catheter  as  previously 
described.  It  gives  a vent  for  accumulated 
gas  and  prevents  tension  on  the  suture  line. 
The  subsequent  closure  of  the  stoma  is  a 
small  procedure.  Spontaneous  closure  has  oc- 
curred. The  added  security  is  considered 
well  worth  the  minor  inconvenience.  By  this 
method  there  is  no  large  amount  of  bowel 
protruding  outside  the  abdomen.  It  is  not 
distasteful  as  it  is  usually  flush  with  the 
abdomen  or  slightly  retracted  below  skin 
level. 

SUMMARY 

The  mortality  rate  of  acute  obstruction  of 
the  colon  is  discussed  and  statistics  are  re- 
ported. The  comparable  relationship  of  ob- 
struction of  the  colon  to  strangulated  ob- 
struction of  the  small  bowel  is  mentioned. 

The  value  of  a barium  enema  in  obstruc- 
tion of  the  colon  and  its  complications  are 
stressed.  Sites  for  decompression  based  on 
location  of  the  lesion  are  emphasized  and  a 
special  technic  for  decompression  is  de- 
scribed. 

The  technical  disadvantages  of  right  col- 
ostomy for  lesions  near  the  upper  left  colon 
are  discussed.  A similar  disadvantage  may 
be  present  for  a low  left  lesion  where  ex- 
tensive resection  and  mobilization  are  likely 
to  be  required.  A tubular  cecostomy  is  only 
a fecal  fistula,  a vent  for  gas  escape  and  fur- 
nishes no  avenue  for  bowel  irrigation.  Its 
technical  steps  are  conducive  to  spillage,  in- 
fection and  peritonitis.  Suture  of  the  distend- 
ed colon  to  the  parietal  peritoneum  is  un- 
necessary and  presents  avenues  for  contami- 
nation and  leakage. 

A properly  made  cecostomy  with  an  ade- 
quate surface  stoma  can  serve  as  an  avenue 
for  successful  bowel  irrigation.  Cecostomy 
by  the  method  described  is  easily  done.  It  is 
extra-abdominal  and  fills  all  the  require- 
ments for  decompression  and  bowel  irriga- 
tion. No  sutures  are  necessary.  The  cecum 
soon  will  adhere  to  the  abdominal  wall. 
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Smog  Has  No  Effect  on  Cholesterol  Level — Los 

Angeles  smog  aggravates  at  least  one  serious  lung 
disease  and  a filtered  air  system  should  be  used 
to  alleviate  the  problem,  three  University  of  South- 
ern California  researchers  said  recently. 

Writing  in  the  November  14  Journal  of  the 
American  Medical  Association,  Drs.  Hurley  L.  Mot- 
ley, Reginald  H.  Smart,  and  Charles  I.  Leftwich 
said  the  severity  of  emphysema  is  aggravated  by 
the  type  of  smog  that  occurs  in  Los  Angeles. 

They  pointed  out  that  the  composition  of  smog 
in  Los  Angeles  differs  from  that  found  in  other 
cities,  such  as  St.  Louis,  Pittsburgh,  or  New  York. 
They  said  there  is  no  coal  smoke  in  Los  Angeles 
where  the  major  source  of  smog  is  the  exhaust 
from  three  million  cars. 

No  important  lung  changes  were  observed  in 
those  with  no  significant  emphysema  during  stud- 
ies conducted  over  a three-and-one-half  year 
period,  they  said. 

The  researchers  also  found  that  there  was  a 
lag  of  two  days  before  the  severest  effects  of  the 
smog  were  felt  by  the  emphysema  sufferers. 

Activated  carbon  filters  were  recommended  for 
use  both  at  home  and  in  the  office  by  patients 
with  severe  emphysema  residing  or  working  in 
smoggy  areas. 

“The  adverse  effect  of  smog  as  demonstrated 
in  this  study  provides  a rational  basis  for  the  use 
of  carbon  filters  and  justifies  their  expense,”  they 
said. 

Significant  improvement  was  noted  in  persons 
with  severe  emphysema  after  filtered  air  was  sup- 
plied to  replace  the  smoggy  air.  The  researchers 
said  40  to  50  hours  were  required  “to  obtain  the 
maximal  reversal  of  the  changes  resulting  from 
prolonged  breathing  of  smoggy  air.” 


Accidental  Poisoning  Cases  on  the  Increase — An 

official  of  the  New  York  City  Department  of 
Health  termed  as  “alarming”  the  increasing  num- 
ber of  fatalities  from  accidental  poisonings. 

Dr.  Harold  Jacobziner,  assistant  commissioner 
of  the  department,  called  for  a broad  educational 
campaign  to  alert  the  nation  to  the  dangers  of 
poisoning  from  drugs  and  household  products. 

Writing  in  the  November  28  Journal  of  the 
American  Medical  Association,  Dr.  Jacobziner  said, 
“Fourteen  hundred  fifty  deaths  were  reported  in 
the  United  States  last  year  from  poisonings  by 
agents  other  than  poison  gases  and  spoiled  food. 
Over  400  of  these  deaths  were  in  children  under 
five  years  of  age. 

“More  children  under  five  . . . died  last  year 
in  New  York  City  from  accidental  chemical  poison- 
ings than  from  diphtheria,  poliomyelitis,  rheumatic 
fever,  scarlet  fever,  and  other  streptococcic  infec- 
tions combined. 

“The  alarming  increase  in  both  fatal  and  non- 
fatal  poisonings  is  related  to  the  rise  in  new 
products  and  to  the  increase  in  the  population 
risk.” 

The  doctor  said  that  “internally  taken  drugs 
caused  nearly  50  per  cent  of  all  poisonings,  with 


barbiturates  and  aspirin  as  the  chief  offenders. 
Next  in  frequency  were  poisonings  due  to  house- 
hold preparations  followed  by  those  with  ex- 
ternally applied  drugs  and  cosmetics,  pesticides, 
and  miscellaneous  products  such  as  lead.” 

In  offering  a solution  to  cut  down  on  the  num- 
ber of  such  accidents,  Dr.  Jacobziner  said  that 
nearly  all  poisonings  are  preventable. 

“The  most  important  item  in  prevention  is 
knowledge  and  information  about  the  risk  in- 
volved and  the  population  risk.  Regulations  and 
labeling  alone  will  not  prevent  accidental  poison- 
ings but  must  be  coupled  with  education.” 

He  urged  that  such  an  educational  program  be 
based  on  facts,  accurate,  reliable,  devoid  of  over- 
dramatization, simply  told,  and  pinpointed  to 
the  vulnerable  groups  and  the  specific  hazards. 

Key  points  in  such  a program,  the  doctor  con- 
tinued, should  include  strong  emphasis  on  the 
need  for  keeping  medications  in  their  original  con- 
tainers and  also  for  keeping  all  drugs  and  prepa- 
rations out  of  reach  of  children. 

He  said  that  proper  labeling  of  toxic  substances, 
as  recommended  by  the  A.M.A.  Committee  on 
Toxicology,  is  exceedingly  important.  These  rec- 
ommendations are  embodied  in  H.  R.  7352  which 
was  introduced  in  Congress  by  Representative 
Thomas  B.  Curtis  (R-Mo.)  and  is  pending  before 
the  House  Interstate  Commerce  Committee. 

In  concluding,  Dr.  Jacobziner  said,  “Prevention 
is  possible  through  education  at  all  levels.  Educa- 
tion requires  an  integrated  team  approach  with 
the  family  physician  as  key  member  of  the  team. 
Accident  prevention  . . . merits  the  greater  at- 
tention and  involvement  of  the  practicing  phy- 
sician.” 


Evidence  giving  weight  to  the  hope  that  acute 
respiratory  infections  may  eventually  yield  to  vac- 
cines is  presented  in  the  current  issue  of  Patterns 
of  Disease,  a publication  prepared  for  and  dis- 
tributed to  the  medical  profession  by  Parke,  Davis 
& Company.  “Various  studies  indicate  that  vacci- 
nation against  Asian  influenza  was  50  to  75%  ef- 
fective,” the  publication  says.  In  one  school,  the 
incidence  of  influenza  was  38%  among  vaccinated 
and  62%  among  non-vaccinated  children.  Further, 
in  an  industrial  study,  an  estimated  5,296  working 
hours  were  saved  by  vaccinating  2,730  employees. 

Studies  with  influenza  vaccines  point  up  the 
importance  of  developing  polyvalent  vaccines  ef- 
fective against  multiple  strains,  Patterns  adds.  The 
studies  showed  that  vaccine  containing  antigens 
against  only  one  or  two  strains  of  flu  proved  in- 
effective since  new  strains  appeared  unexpectedly. 
“The  interval  between  laboratory  detection  of  a 
new  strain  and  development  of  its  epidemic  is 
too  short  for  production  of  new  strain-specific 
vaccines,”  according  to  the  publication. 

As  far  as  acute  respiratory  diseases  of  undiffer- 
entiated character  are  concerned,  it  has  been  esti- 
mated that  “an  appropriate  vaccine  must  contain 
25  distinct  viral  antigens  to  protect  children.” 
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ANTIMICROBIAL  DRUG  RESEARCH 

“New  lines  of  thought  and  new  programs 
of  research”  to  develop  drugs  totally  ef- 
fective against  surface  infection  were  mapped 
out  to  a meeting  of  medical  scientists  by  Dr. 
Rene  J.  Dubos  of  tyrothricin-gramicidin  fame. 

The  distinguished  microbiologist,  address- 
ing the  Seventh  Annual  Antibiotics  Sympos- 
ium, presented  evidence  from  his  life-long 
work  with  germ-killing  agents  that  the  key 
may  be  to  employ  antibiotics  in  tandem  with 
drugs  which  modify  tissue  environment.  He 
made  a strong  plea  for  intensive  study  of 
tissue  factors  as  a first  step. 

He  offered  the  fact  that  the  therapeutic 
activity  of  para-amino-salicylic  acid  (PAS) , 
a vitamin-like  factor,  in  experimental  tuber- 
culosis can  be  made  more  evident  by  limiting 
the  dietary  intake  of  methionine,  one  of  the 
eight  amino  acids  (the  building  blocks  of 
protein)  which  the  body  cannot  make  from 
raw  materials.  This  was  an  example  of  the 
new  approach  to  the  problem  that  might 
bring  positive  results,  he  said. 

The  Rockefeller  Institute  researcher  is  the 
discoverer  of  tyrothricin  and  gramicidin, 
manufactured  by  the  Wallerstein  Company 
of  New  York,  a division  of  Baxter  Labora- 
tories. Widely  used  in  ethical  and  proprie- 
tary drug  preparations,  these  were  the  first 
antibiotics  ever  to  be  employed  in  general 
clinical  practice.  Dr.  Dubos’  talk  opened  the 
second  day’s  program  of  the  symposium  spon- 
sored by  MD  Publications,  Inc.  Some  1,000 
scientists  and  pharmaceutical  industry  rep- 
resentatives attended  the  sessions. 

A cornerstone  of  his  proposals  was  the 
fact  that  the  presence  of  certain  antimicro- 
bials, such  as  gramicidin,  are  compatible  with 
the  operation  of  the  body’s  normal  defense 
mechanisms  which  go  into  action  at  the  site 


£di  to  rials 


of  local  infection.  “This  point  of  view,”  he 
said,  “might  serve  as  a guide  to  reconsider 
some  of  the  pessimistic  philosophy  concern- 
ing the  treatment  of  local  infections  by  anti- 
microbial drugs.” 

“There  is  enough  general  understanding  to 
warrant  new  lines  of  thought  and  new  pro- 
grams of  research,”  he  said.  “It  is  a fact 
that  the  antibacterial  drugs  in  common  use 
are  most  effective  against  the  acute  phases 
of  systemic  infection.”  He  suggested  that  this 
was  not  surprising,  in  view  of  the  confined 
range  of  techniques  used  for  the  selection  of 
these  drugs.  “The  universal  practice,”  he 
pointed  out,  “is  to  look  for  substances  active 
against  pathogens  at  pH7.0-pH7.4  in  simple 
culture  media  free  of  inhibitors.”  This  refer- 
ence relates  to  the  acid-alkaline  range  of 
the  blood,  a range  which  does  not  cover  that 
found  in  walled-off  abscesses  and  other  local- 
ized infection.  As  Dr.  Dubos  put  it,  “These 
test  conditions  favor  the  discovery  of  agents 
active  in  the  blood  stream,  but  they  almost 
prevent  the  discovery  of  agents  capable  of 
acting  in  inflammatory  and  necrotic  areas.” 

“I  wonder  whether  the  time  has  not  come 
to  broaden  the  range  of  the  conditions  used 
in  screening  tests  both  in  vitro  and  in  vivo 
he  continued.  “It  might  save  investigators 
the  boredom  of  rediscovering  endlessly  and 
uselessly  substances  identical  or  similar  to 
those  that  other  toilers  in  the  same  field 
have  discovered  before  them  under  exactly 
the  same  conditions.” 

“I  would  plead  also  for  more  research  into 
the  host  factors  which  may  play  a role  in 
inhibiting  or  enhancing  antimicrobial  ther- 
apy drugs  in  vivo.  . . . There  are  several  sug- 
gestive lines  of  approach  both  for  experi- 
mental and  clinical  work,”  he  said. 

“Let  me  mention  two  examples  entirely 
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unrelated,  merely  as  illustrations  of  the  wide 
range  of  techniques  which  probably  could 
be  found  to  enhance  the  activity  of  different 
antimicrobial  drugs.  One  of  these  examples 
is  provided  by  the  fact  that  the  therapeutic 
activity  of  PAS  in  experimental  tuberculosis 
can  be  made  more  evident  by  limiting  the 
dietary  intake  of  methionine,”  Dr.  Dubos 
said.  He  suggested  that  a second  approach 
might  be  evolved  from  the  boosting  of  the 
effects  of  sulfa  drugs  against  resistant  pneu- 
monias with  synthetic  sugar-like  compounds 
related  to  the  blood  groups  and  types — 
“chemotactically  active”  polysaccharide  frac- 
tions. 

Tyrothricin  and  gramicidin  lend  them- 
selves extremely  well  to  such  studies,  Dr. 
Dubos  said. 


FOOTPRINTING  OF  INFANTS 

Legible  footprinting  of  infants  at  birth  is 
a positive  means  of  identification  vital  in 
cases  “where  law  enforcement  has  an  inter- 
est,” J.  Edgar  Hoover  said  in  an  article  pub- 
lished recently. 

Writing  in  Hospitals , Journal  of  the  Amer- 
ican Hospital  Association,  the  Director  of  the 
Federal  Bureau  of  Investigation  said  such 
cases  involve  “kidnaping,  abandonment,  or 
unexplained  death  of  a child,”  as  well  as 
“those  rare  cases  when  a question  is  raised 
by  parents  as  to  the  identity  of  a child.” 

Mr.  Hoover  cited  the  1955  abduction  of  a 
three-day-old  baby  boy  from  a San  Francisco 
hospital.  Several  days  later,  a baby  answer- 
ing to  the  general  description  of  the  missing 
child  was  found  in  New  Jersey.  Through  a 
comparison  of  footprints,  he  said,  the  FBI 
determined  that  this  was  not  the  same  child. 
A few  days  later,  a baby  was  found  in  a 
church  in  Stockton,  California,  and  was  posi- 
tively identified  as  the  child  being  sought 
by  comparing  his  footprints  with  hospital 
footprint  records. 

Mr.  Hoover  also  mentioned  the  1956  case 
in  Washington,  D.  C.,  in  which  a mother  was 
discharged  from  the  hospital,  leaving  her  pre- 
mature baby  there  for  further  treatment. 
When  she  came  to  take  the  baby  home,  she 
did  not  recognize  it  and  refused  to  accept  it 


as  her  own.  The  mother  said  that  the  beaded 
name  bracelet  used  by  the  hospital  might 
have  been  placed  on  the  wrong  child.  She 
was  only  convinced,  Mr.  Hoover  said,  when 
FBI  experts  compared  footprints  taken  on 
the  day  of  the  baby’s  birth  with  footprints 
taken  the  day  the  mother  made  her  complaint. 

He  added  that  “the  mother’s  doubt  was 
erased  and  the  hospital  relieved  of  a situa- 
tion that  has  in  many  cases  resulted  in  ex- 
treme embarrassment,  and,  in  some  instances, 
extensive  and  expensive  litigation.” 
Footprinting  should  not,  he  said,  replace 
other  methods  of  identifying  infants,  such  as 
bracelets  carrying  the  baby’s  name,  but 
should  rather  supplement  such  devices. 

He  noted  that,  just  as  on  the  hands,  the 
arrangement  of  ridges  on  the  soles  of  the 
feet  is  “never  duplicated  in  other  persons.” 
Footprinting  is  more  practical  than  finger- 
printing in  infants,  he  said,  because  the  area 
is  larger  and  is  also  more  rigid  due  to  the 
lesser  movement  of  the  joints. 

It  is  most  important,  Mr.  Hoover  said,  to 
insure  legibility  of  footprints  by  instructing 
one  or  more  permanent  members  of  the  ob- 
stetrical staff  in  the  proper  method. 

“In  many  cases,”  he  continued,  “inexperi- 
ence, lack  of  necessary  knowledge  and  care- 
less or  hasty  methods  of  taking  infant  foot- 
prints have  produced  foot  impressions  show- 
ing no  ridge  detail.  Thus,  they  are  useless 
for  identification  purposes.” 

Hospital  personnel  need  not  be  taught  to 
read  footprints,  he  said.  He  pointed  out  that 
this  can  be  done  by  an  expert.  However,  to 
insure  legibility,  Mr.  Hoover  believes  there 
should  be  “a  brief  footprinting  course 
in  all  nurses’  training  schools.”  He  said  that 
two-  or  three-hour  courses  by  qualified 
fingerprint  technicians  should  suffice.” 


CATCH-AS-CATCH-CAN  HYPNOSIS 

If  your  child  has  a bad  cut  or  breaks  a 
bone,  the  best  immediate  treatment  (for  com- 
fort s sake)  may  include  informal  hypnosis. 

In  an  article  in  the  November  issue  of  GP 
magazine,  Dr.  J.  B.  Deisher  points  out  that 
a light  hypnotic  trance  will  relax  the  child 
completely.  From  this  point  on,  the  squirm- 
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ing,  frightened  child  becomes  a cooperative 
patient.  Treatment  is  easier  and  less  painful. 

The  Seward,  Alaska,  general  practitioner 
said  the  injured  child,  after  a good  cry,  will 
usually  drop  off  to  sleep.  The  child  is  then 
gently  awakened  and  led  into  light  hypnosis 
by  quiet  conversation.  Dr.  Deisher  said  he 
tells  the  child,  over  and  over  again,  that 
“everything  will  be  all  right.”  He  also  ap- 
plauds bravery. 

In  one  case,  a three-year-old  girl  had  a 
deep  gash  across  the  bridge  of  her  nose.  When 
the  doctor  first  saw  her,  he  told  her  what 
had  happened  and  what  he  was  going  to  do, 
asking  if  it  would  be  all  right  if  he  fixed 
it  without  hurting  her.  She  thought  this  was 
a fine  idea. 

He  then  asked  her  to  take  deep  breaths 
and  to  close  her  eyes.  This  was  done  several 
times  before  taking  her  into  the  emergency 
room. 

Before  the  doctor  cleaned  her  face,  he  put 
sponges  over  the  child’s  eyes,  telling  her  that 
this  was  to  keep  the  cleansing  solution  out. 
As  the  soapy  sponge  moved  over  her  face, 
he  kept  telling  her  exactly  what  was  happen- 
ing. Gradually  the  sponge  reached  the  cut. 
The  little  girl  was  quiet  even  when  the  cut 
was  washed  with  soap  and  water.  The  doc- 
tor then  injected  a small  amount  of  local 
anesthesia  around  the  edges  of  the  cut.  Dur- 
ing the  entire  time,  he  kept  suggesting  that 
she  would  go  to  sleep  and  stay  asleep  until 
someone  told  her  to  wake  up.  This,  plus  fre- 
quent comments  on  what  a fine  girl  she  was 
and  how  proud  her  parents  would  be  of  her, 
put  her  into  a light  trance. 

The  sponges  fell  away  from  her  eyes,  which 
were  nearly  closed.  The  cut  was  cleaned 
again,  removing  stray  pieces  of  gravel,  and 
then  stitches  were  taken.  Even  though  it 
was  possible  for  the  little  girl  to  see  the 
needle  and  sutures,  she  was  absolutely  mo- 
tionless. 

Although  the  local  anesthesia  was  given 
as  a precautionary  measure,  Dr.  Deisher  said 
he  believed  afterward  that  hypnotic  anes- 
thesia of  the  area  was  sufficient  for  treat- 
ment, and  that  the  local  was  unnecessary. 

The  acutely  injured  patient  is  a good  sub- 


ject for  hynosis  but  is  completely  uninter- 
ested in  formal  induction,  the  family  physi- 
cian said.  The  patient  wants  something  done 
right  away  and  subconsciously  longs  for 
magic  or  a miracle  to  “take  away  the  hurt.” 
With  conversation  aimed  at  diversion,  ego 
inflation  and  reassurance,  the  physician  can 
easily  lead  the  patient  from  relaxation  to 
“sleep.” 

In  a small  isolated  community,  where  the 
assistance  of  an  anesthetist  is  not  always 
available,  “catch-as-catch-can”  hypnosis  is 
often  the  best  medicine. 

GP  is  published  monthly  by  the  American 
Academy  of  General  Practice. 


ACUTE  CONDITIONS  AMONG  CHILDREN 

The  extent  to  which  acute  illnesses  and 
injuries — including  everything  from  chicken- 
pox  and  sore  throats  to  appendicitis  and 
broken  legs — are  concentrated  among  chil- 
dren is  documented  in  a report  by  the  Pub- 
lic Health  Service’s  National  Health  Survey, 
released  recently. 

The  report  discloses  that  during  the  year 
ending  June  30,  1958: 

— Young  children  suffered  acute  illnesses 
with  twice  the  frequency  of  adults.  The  in- 
cidence rates  for  acute  illnesses  involving 
either  restricted  activity  or  medical  atten- 
tion ranged  from  a high  of  4.0  occurrences  a 
year  for  children  under  5 to  a low  of  2.0 
occurrences  for  adults  25  and  over. 

— On  the  other  hand,  adults  over  25  aver- 
aged almost  twice  as  many  days  of  restricted 
activity  from  illness  or  injury  as  persons 
under  25.  For  different  age  groups  under  25, 
the  days  of  restricted  activity  per  person  per 
year  ranged  from  13.2  to  16.4,  as  compared 
with  24.1  days  for  adults  over  25. 

— Home  accidents  among  children  under 
15  years  of  age  were  the  chief  cause  of  in- 
juries restricting  activity  or  requiring  med- 
ical attention.  They  were  an  important  cause, 
along  with  motor  vehicle  and  work  accidents, 
of  restricted  activity  in  the  15-24  age  group. 

The  report  also  gives  figures,  for  persons 
under  25,  on  impairments,  limitation  of  ac- 
tivity and  mobility  due  to  chronic  conditions, 
hospital  discharges,  physician  visits,  and 
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dental  visits. 

The  estimates  are  derived  from  interviews 
conducted  for  the  National  Health  Survey  by 
the  U.  S.  Bureau  of  the  Census  with  a repre- 
sentative sample  of  the  civilian,  non-insti- 
tutional  population.  The  information  re- 
corded about  individuals  is  confidential  and 
only  statistical  totals  are  published. 

Entitled  “Children  and  Youth,  Selected 
Health  Characteristics,  United  States,  July 
1957  - June  1958,”  the  new  report  is  Public 
Health  Service  Publication  No.  584-C  1. 
Copies  may  be  obtained  from  the  Superin- 
tendent of  Documents,  Government  Printing 
Office,  Washington  25,  D.  C.,  at  35  cents  each. 


NEW  LINE  IN  INFANT  FEEDING 

What’s  his  line?  It’s  revolutionary.  It  con- 
cerns infants,  children  and  adults.  Ten  vears 
ago,  it  aroused  strong  skepticism  among  doc- 
tors and  nurses.  It  completely  upset  many 
young  mothers  whose  friends  said  “it 
wouldn’t  work.”  But  today,  because  his  line 
is  based  on  studying  child  care  problems  of 
mothers  with  not  just  one,  but  two,  three 
and  four  children,  plus  his  own  experiments 
and  experiences,  there’s  a new  line  in  infant 
feeding. 

Dr.  Walter  W.  Sackett  Jr.,  Miami,  Fla.,  is 
the  advocate  of  “early  addition  of  solid  foods 
in  diets  of  infants,  and  a six-hour  feeding 
schedule.” 

In  1949  Dr.  Sackett,  activated  by  an  aware- 
ness of  the  problem  eaters  among  babies  and 
children  in  his  practice,  instituted  a baby 
feeding  regimen  completely  opposed  to  the 
then  (and  still)  currently  accepted  “demand” 
theory  of  baby  raising.  This  new  concept 
makes  use  of  a 6-hour  interval  between  feed- 
ings, introduction  of  solid  foods  at  2 or  3 
days  of  age,  and  refusal  to  let  baby’s  “de- 
mands” decide  his  way  of  life. 

The  solid  food  aspect  doesn’t  mean  that 
baby  is  going  to  have  a T-bone  steak  in  his 
first  week  of  life.  What  it  does  mean  is  that 
at  two  to  three  days  of  age  he  is  given  cereal 
at  12  noon  and  12  midnight  because  this 
is  the  handiest  time  for  nurses  in  hospitals 
to  get  out  on  the  floor  and  teach  mothers 
how  to  give  the  cereal.  Dr.  Sackett  says 


that,  contrary  to  popular  notion,  mothers  al- 
most never  have  difficulty  introducing  cereal 
to  their  babies  when  it  is  offered  in  the  con- 
sistency of  putty,  instead  of  the  thin  mix- 
tures many  baby  food  companies  market. 

All  features  of  Dr.  Sackett’s  practices  were 
seen  at  Southern  Medical  Association’s  53rd 
annual  meeting  in  Atlanta,  Nov.  16-19,  where 
the  doctor  and  his  wife  manned  one  of  the 
79  scientific  exhibits,  full  of  charts,  food 
samples,  demonstrations,  appealing  human 
interest  photos— and  copies  of  a delightful 
booklet,  “A  Manual  on  Baby  Feeding.” 

Two  of  the  earliest  participants  in  this  baby 
raising  plan  were  the  Sackett’s  youngest 
children,  now  9 and  7 years  of  age.  Con- 
vinced by  personal  experience,  Mrs.  Sackett 
joined  in  wholeheartedly  and  her  part  in  the 
program  is  pointed  up  by  the  almost  unani- 
mous remarks  of  mothers:  “If  I have  a baby 
feeding  question,  I would  much  rather  talk 
to  Mrs.  Sackett  than  Dr.  Sackett.” 

One  great  advantage  of  the  Sackett  plan 
is  that  by  the  age  of  10  or  12  months,  baby 
is  eating  almost  entirely  from  the  family 
menus — a boon  to  mother  and  dad,  workwise 
and  financially. 

Dr.  Sackett  adds  quite  a bit  of  philosophy 
to  his  baby-raising  ideas,  which  is  the  part 
of  his  line  that  affects  today’s  homes  and 
tomorrow’s  citizens.  He  believes  that  baby 
should  get  attention  only  when  he  is  happy 
and  be  practically  ignored  when  he  “de- 
mands” by  crying  and  other  ingenious  infant 
devices  for  attention.  Refuse  him  the  upper 
hand,  the  doctor  says,  in  every  situation  and 
particularly  with  reference  to  his  eating 
habits.  (Allergy  to  a food  should  be  the  only 
reason  for  withholding  it.)  He  urges  parents 
to  take  stock  of  what  they  want  for  their 
children  and  cautions  that  the  well-adjusted 
personality  will  not  bloom  where  we  have  al- 
lowed selfishness  and  self-will  to  grow. 

Dr.  and  Mrs.  Sackett  have  always  hoped 
some  day  to  have  a reunion  of  their  “6-hour 
babies.”  At  first,  such  an  event  was  pre- 
cluded by  a busy  practice  and  tight  schedule. 
But  now  there  is  the  growing  specter  of  en- 
tertaining some  1,500  babies,  ranging  in  age 
from  new-born  to  10  years. 
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N 1910  the  Medical  Society  of  Jefferson 
County  had  236  members,  Mobile  61  and 
Montgomery  65.  Today,  there  are  639  in 
Jefferson,  231  in  Mobile,  and  145  in  Mont- 
gomery. Fifty  years  ago  Bullock  had  18 
members,  Coosa  16,  Greene  16,  Hale  22, 
Lowndes  19,  Monroe  26  and  Washington  13. 
In  contrast,  Bullock  now  has  5,  Coosa  1, 
Greene  2,  Hale  5,  Lowndes  3,  Monroe  8,  and 
Washington  3.  Laying  aside  the  matter  of 
population  increase  in  the  largest  counties, 
demanding  a larger  proportion  of  the  state’s 
physicians,  an  obvious  conclusion  is  that 
many  other  counties  have  suffered  from  the 
want  of  sufficient  medical  men  to  meet  their 
needs.  This,  almost  alone,  prompted  the  As- 
sociation to  establish  a physician  placement 
service  that  has  functioned  admirably.  The 
passing  of  the  years  has  witnessed  other 
changes,  as  the  record  of  fifty  years  ago 
reveals. 

It  was  at  the  session  of  1910  in  Mobile, 
under  the  presidency  of  Dr.  W.  M.  Wilker- 
son  of  Montgomery,  that  a special  order  of 
business  was  a joint  meeting  of  the  Associa- 
tion with  the  Alabama  Pharmaceutical  As- 
sociation; and  Dr.  H.  A.  Moody  of  Mobile, 
on  behalf  of  our  Association,  delivered  a 
felicitous  address  of  welcome.  Said  Dr. 
Moody:  “The  distinguished  physician  who 

presides  so  ably  over  this  session  of  the  As- 
sociation has  crowned  me  with  unmerited 
honor  in  selecting  me  to  express,  in  his  name 
and  that  of  the  Association,  the  sincere  pleas- 
ure conferred  by  this  neighborly  visit  of  the 
Alabama  Pharmaceutical  Association. 

“We  have  come  a long  way  together,  you 
and  we,  treading  the  dim  paths  of  the  cen- 
turies. There  was  a time  when  we  were  one, 


when  there  was  no  distinction  between  drug- 
gist and  doctor.  It  is  said  that  Hippocrates 
carried  his  own  medicines  with  him.  But 
somewhat  later  we  read  that  Galen  kept  his 
drugs  in  a place  he  called  his  Apotheeke, 
and  naturally  the  person  who  presided  over 
it  was  an  Apothecary,  and  that  honorable 
title,  spelled  in  various  ways,  has  descended 
through  the  ages  to  the  present  generation. 
Hence  we  find  that  in  the  fifteenth  century 
the  Apothecary’s  Society  of  London  was 
legally  authorized  to  grant  licenses  to  phy- 
sicians to  practice  medicine,  a custom  that 
savors  to  us  like  putting  the  cart  before  the 
horse.  Yet,  by  the  way,  I have  heard  that 
certain  agencies  would  welcome  something 
very  similar  to  that  condition  today,  and 
that  in  a certain  state  a law  has  been  pro- 
posed to  compel  physicians,  who  would  sup- 
ply their  own  drugs  to  fill  their  own  pre- 
scriptions, to  be  examined  as  to  their  com- 
petency by  a Board  of  Pharmacists.  But 
times  have  changed.  The  charms  and  talis- 
men,  splinters  of  the  true  cross,  bones  of 
saints  and  similar  elements  of  power  have 
disappeared  from  medicine,  just  as  the 
Apothecary  is  no  longer  considered  a lean 
and  withered  anatomy,  living  surrounded  by 
dried  roots  and  herbs,  and  with  stuffed  snakes 
and  alligators  hanging  around  the  walls  of 
his  shop.  Those  days  of  magic  and  mystery 
are  gone  forever.  Today  medicine  and  phar- 
macy are  aligned  into  two  grand  divisions 
ol  one  great  army.” 

And  that  they  might  remain  so  was  the 
hope  of  Dr.  J.  D.  Humphrey  of  Huntsville 
who  replied  in  the  name  of  the  druggists. 

MrftJahtu) 
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Forand  Bill 

To  alert  the  physicians  of  Alabama  to  the 
dangers  of  the  Forand  Bill,  The  Medical  Asso- 
ciation of  the  State  of  Alabama,  in  coopera- 
tion with  the  American  Medical  Association, 
held  orientation  meetings  in  each  Alabama 
Congressional  District  during  November  and 
December. 

Representatives  of  each  county  society 
were  presented  with  facts  on  the  Forand 
Bill  at  these  meetings  (pictured  on  preceding 
page),  and  were  given  a kit  of  informational 
material  that  explains  what  the  Forand  Bill 
is,  what  effect  it  will  have  on  American  medi- 
cine, and  what  you  as  a physician  can  do 
about  it. 

The  reasons  why  the  Forand  Bill  must  be 
vigorously  opposed  were  adequately  ex- 
pressed by  Dr.  M.  Vaun  Adams,  chairman  of 
the  Association’s  Committee  on  Legislation, 
in  a speech  delivered  at  the  Opp  and  Mobile 
meetings.  Dr.  Adams’  remarks  are  printed 
below  to  help  you  familiarize  yourself  with 
the  implications  of  the  Forand  Bill. 

“There  is  a profound  sense  of  uneasiness 
throughout  the  world  concerning  American 
medicine  today.  The  symptoms  take  many 
forms.  Doctors  are  concerned,  not  only  about 
their  incomes  but  also  about  the  threats  to 
their  professional  freedom,  and  to  the  time- 
honored  doctor-patient  relationship.  The 
public,  alarmed  by  every  rising  medical 
cost  and  particularly  hospital  costs,  is  voic- 
ing louder  and  louder  demands  for  protection 
from  financial  hardship  caused  by  illness. 
Badly  stated,  the  fundamental  issue  of  the 
whole  heated  debate  now  going  on  is  whether 
this  protection  can  be  secured  within  the 
framework  of  a private  voluntary  system  of 
health  care,  or  whether  it  requires  govern- 
ment intervention.  I want  to  stress  that  we, 
the  medical  profession,  are  in  the  vanguard  of 


this  fight.  It  was  not  our  choosing — it  was 
forced  upon  us.  The  opposition  will  direct  the 
strategy  and  will  call  the  plays,  when  and 
where  they  will  be  most  effective. 

Socialized  Medicine  First  Step 

“The  medical  profession  has  accepted  the 
leadership  of  the  opposition  forces  and  we 
cannot  fail  to  do  everything  in  our  power  to 
stop  this  march  toward  complete  socialism. 
Karl  Marx,  in  his  Manifesto,  pointed  out  that 
a prerequisite  to  the  socialism  of  a country 
is  the  domination  of  the  medical  profession. 
This  observation  was  true  because  history 
shows  that  in  every  socialistic  country  the 
medical  profession  was  the  first  to  be  social- 
ized. 

“At  the  Washington  hearings  on  the 
Forand  Bill,  Dr.  Frederick  C.  Swartz,  Chair- 
man of  the  A.  M.  A.’s  Committee  on  Aging, 
predicted  that  the  passage  of  the  Forand  Bill 
(H.  R.  No.  4700)  would  enable  the  federal 
government  to  finance  the  health  care  of 
OASDI  beneficiaries  through  compulsory  and 
earmarked  taxes;  to  control  disbursement  of 
funds;  to  determine  the  benefits  to  be  pro- 
vided; to  set  the  rates  of  compensation  for 
hospitals,  nursing  homes,  dentists  and  physi- 
cians; to  audit  and  control  the  records  of 
hospitals,  nursing  homes,  and  patients;  and 
to  promulgate  and  enforce  standards  of  hos- 
pital and  medical  care. 

“Arthur  S.  Flemming,  Secretary  of  the  De- 
partment of  Health,  Education  and  Welfare, 
stated  at  the  hearings  that  the  enactment 
of  the  Forand  Bill  would  establish  a course 
from  which  there  would  be  no  turning  back, 
that  health  coverage  of  the  aged  would  ‘be- 
come frozen  in  a vast  and  uniform  govern- 
mental system,  foreclosing  future  opportu- 
nity for  private  groups,  nonprofit  and  com- 
mercial, to  demonstrate  their  capacity  with 
the  health  insurance  problem.’  It  is  known 
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that  he  is  having  his  department  draw  up 
proposals  to  provide  federal  subsidies  for 
private  insurance  carriers  to  enable  them  to 
cover  the  worse  than  average  risks,  presuma- 
bly with  Blue  Cross  participation.  He  will 
probably  present  this  proposal  to  Congress 
at  the  next  session  when  the  Forand  Bill 
comes  up  again. 

“Secretary  Flemming  also  warned  that  such 
legislation  would  result  in  strong  pressures 
to  extend  the  benefits  further,  with  the  re- 
sult that  voluntary  insurance  ‘might  soon  be 
eliminated  from  the  entire  field  of  health 
protection  for  the  aged.’ 

“Speaking  in  opposition  to  the  Forand  Bill, 
Mr.  E.  J.  Faulkner  of  the  Health  Insurance 
Association  of  America  pointed  out  that  the 
proposed  legislation  fails  completely  to  meet 
the  only  real  problem  of  financing  health 
care  costs  of  the  aged — that  of  the  presently 
indigent  aged.  The  proposal,  he  said,  would 
impose  additional  taxes  on  millions  of  Ameri- 
cans to  provide  benefits  for  many  who  do 
not  need  or  want  them,  and  it  would  fail  to 
help  the  only  segment  of  the  aged  who  have 
a demonstrable  need. 

Backers  of  the  Forand  Bill 

“Who  are  the  proponents  of  the  Forand 
Bill?  The  main  backers  of  the  Forand  Bill 
are  the  AFL-CIO,  United  Automobile  Work- 
ers, Americans  for  Democratic  Action,  Amer- 
ican Public  Welfare  Association,  United  La- 
dies Garment  Workers  Union,  Physicians 
Forum,  and  the  American  Nurses’  Associa- 
tion. These  long  range  socialistic  planners 
have  great  finesse  and  are  willing  to  take 
many  years  to  accomplish  their  objectives. 
They  have  infinite  patience  and  have  devised 
many  methods  to  improve  and  capture  their 
ideals.  A few  of  these  methods  will  be  enu- 
merated. 

“1.  Divide  and  conquer;1  this  was  done 
with  the  American  Nurses’  Association. 

“2.  Labor  set  out  to  capture  the  American 
Hospital  Association.  A titanic  struggle  was 
waged  before  the  friends  of  the  A.  M.  A. 
finally  won. 

“3.  They  have  attempted  to  capture  Blue 
Cross-Blue  Shield  and  this  was  almost  ac- 
complished. 


“4.  They  are  attempting  to  infiltrate  and 
regulate  all  types  of  private  insurance. 

“5.  They  are  continually  working  on  man- 
agement. They  use  the  tactic  that  manage- 
ment should  let  the  government  take  care  of 
the  retired  workers.  Otherwise,  under  col- 
lective bargaining,  management  would  have 
to  pay  for  old  age  pensions.  This  was  a smart 
tactic  and  it  shows  they  are  pulling  every 
string. 

“6.  They  would  like  to  create  the  idea  in 
Congress,  and  with  the  general  public,  that 
they  are  experts  on  socialism,  such  as  Wil- 
bur Cohen. 

“7.  Destroy  the  image  of  the  American 
Medical  Association.  Attack  the  A.  M.  A. 
any  time  at  any  place.  They  will  leave  A. 
M.  A.’s  good  points  alone,  bring  out  the  bad 
ones,  or  those  that  are  subject  to  contro- 
versy. They  have  attacked  the  A.  M.  A.  with 
articles  in  lay  journals  that  are  certainly 
slanted  and  detrimental,  and  will  continue 
to  do  so. 

“8.  They  attempted  to  mobilize  the  aged 
but  apparently  failed  miserably. 

“9.  They  would  create  the  idea  that  there 
is  a crisis  in  the  aged,  that  something  must  be 
done.  This  is  extremely  important  and  they 
have  handled  it  exceedingly  well. 

“10.  They  may  narrow  the  issue;  for  in- 
stance, they  may  drop  surgical  benefits  in 
1960,  but  come  back  the  next  year  for  surgi- 
cal benefits  and  lower  age  limits. 

“11.  Repetition.  They  keep  repeating  that 
the  Forand  Bill  is  inevitable.  Why  not  now? 
They  keep  repeating  that  the  A.  M.  A.  is 
wasting  its  time;  that  legislative  action  of 
this  type  is  inevitable. 

“12.  Soften  up  the  opposition.  They  have 
various  maneuvers.  They  will  gain  support 
from  one  group  for  one  cause,  thus  prevent- 
ing their  opponents  from  having  a solid  front. 

“13.  They  were  undoubtedly  responsible 
for  instigating  the  labor  disputes  against  hos- 
pitals in  New  York  City.  This  was  done  to 
increase  the  cost  of  hospitalization. 

“14.  They  will  infiltrate  anywhere  and 
everywhere — nurses,  hospitals,  legislators, 
etc. 
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“15.  Create  a demand  for  public  action  on 
the  health  care  of  the  aged  through  newspa- 
per publicity  and  paid  advertising,  and  by 
fostering  hearings  on  various  issues. 

“16.  Our  opponents  are  extremely  smart 
and  very,  very  patient.  We  can  only  win  by 
getting  to  the  grass  roots.  We  must  mobilize 
our  strength  there,  through  the  doctors, 
chambers  of  commerce,  dentists,  nurses,  hos- 
pitals, and  all  other  similar  allied  branches. 

Blue  Cross  and  Labor 

“You  must  realize  that  the  Forand  Bill  is 
closely  connected  with  hospitals,  and  partic- 
ularly with  the  aged  who  are  being  hospit- 
alized. Hospitals  are  very  closely  associated 
with  Blue  Cross  and,  in  many  instances,  they 
have  interlocking  directors  and  administra- 
tors. Blue  Cross  is  the  bulwark  of  the  volun- 
tary insurance  program.  Many  question  the 
philosophy  and  the  socialistic  tendency  of 
numerous  Blue  Cross  officials.  If  Blue  Cross 
fails,  the  voluntary  insurance  program  will 
suffer  a severe  defeat.  Possibly  the  death 
of  Blue  Cross  would  be  the  death  of  volun- 
tary health  insurance. 

“Dissatisfied  with  Blue  Cross  and  impressed 
with  the  success  the  United  Mine  Workers 
have  had  with  their  own  hospitals,  organized 
labor  is  seriously  considering  building  and 
running  its  own  facilities.  A month  ago,  in 
a bitter  denunciation  of  Blue  Cross’  high  rates, 
limited  coverage,  and  insufficient  community 
(labor)  representation,  the  New  York  City’s 
AFL-CIO  Central  Labor  Council  proposed 
that  the  unions  develop  not  only  their  own 
system  of  hospitals  throughout  the  five  bor- 
oughs of  New  York  City  but  also  their  own 
medical-insurance  program,  and  possibly 
their  own  medical  school. 

“Labor  has  also  launched  a belated  drive  to 
unionize  nonprofessional  hospital  workers,  a 
grossly  underpaid  group  that  for  years  has 
been  partly  subsidizing  the  medical  care  of 
all  of  us.  Once  again,  Blue  Cross  is  caught 
in  the  crossfire. 

“Some  opponents  of  the  Forand  Bill  have 
argued  that  federal  hospital  insurance  for 
the  aged  would  not  only  slow  down  the 
growth  of  private  insurance  but  would  lead 


inevitably  down  the  road  to  government  con- 
trol of  all  health  services.  On  this  score  it 
should  be  noted  that  44%  of  the  nation’s  6 
billion  dollar  hospital  bill  is  already  being 
paid  for  by  the  government  via  public  funds. 
The  federal  government  pays  14%  of  the  cost 
through  its  veteran  and  military  programs, 
and  state  and  local  governments  pay  for  30%. 
Only  28%  is  paid  by  private  insurance,  which 
includes  Blue  Cross  hospital  payments  of 
$1,357,392,014  in  1958.  In  short,  the  govern- 
ment is  very  much  in  the  health  care  busi- 
ness, and  has  been  for  some  time. 

“An  Ohio  Blue  Cross  official  recently  pro- 
posed that  the  American  Medical  Association 
set  up  what  in  effect  would  be  a super-Blue 
Cross  plan,  to  be  called  the  American  Blue 
Cross.  Under  this  plan  American  Blue  Cross 
would  be  chartered  by  Congress,  and  it  would 
cover  both  major  and  minor  hospital,  medi- 
cal, and  dental  bills.  It  would  be  available  to 
everybody,  including  the  unemployed  and 
the  retired.  Unless  this  radical  step  is  taken, 
he  warned,  ‘the  question  as  to  whether  we 
are  to  have  a governmental  health  system  in 
the  United  States  will  be  decided  affirma- 
tively tomorrow.’ 

“Blue  Cross  has  often  aggressively  sought 
a role  as  the  government’s  agent  in  many 
medical  matters.  After  first  asking  for  all 
or  none  of  Medicare,  the  government  paid 
health  insurance  for  dependents  of  the  armed 
forces;  Blue  Cross  eventually  settled  for  two- 
thirds  of  the  business.  Should  the  Forand 
Bill,  which  would  provide  hospitalization 
and  related  services  to  social  security  bene- 
ficiaries, ever  be  passed  (and  it  appears  more 
likely  to  pass  at  each  session  of  Congress), 
Blue  Cross  would  probably  become  its  fiscal 
agent. 

Now's  the  Time  to  Act 

“Despite  the  strong  and  reasoned  protesta- 
tions made  by  the  opponents  of  the  Forand 
Bill  before  the  House  Ways  and  Means  Com- 
mittee, enactment  of  a Forand-type  bill  is 
in  the  offing  unless  the  elected  legislators  in 
Congress  can  be  convinced  that  precipitous, 
precedent-setting  political  action  by  Congress 
is  dangerous  to  the  national  economy,  to  the 
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practice  of  medicine,  and  to  the  voluntary 
system  of  prepaid  medical  care  that  the 
medical  profession  is  dedicated  to  protect. 

“You  have  had  a program  of  action  pre- 
sented to  you.  Basically,  it  boils  down  to: 

“1.  Each  of  us  must  familiarize  himself 
with  the  Forand  Bill. 

“2.  Each  of  us  must  become  a missionary 
within  our  circle  of  acquaintances  and  ex- 
plain to  our  patients  and  friends  the  dangers 
of  political  medicine. 

“3.  We  must  be  prepared  to  write  letters 
ourselves,  and  encourage  others  to  write  to 
their  own  congressmen,'  setting  forth  the 
reasons  why  the  Forand  Bill  is  bad  medicine 
for  the  nation. 

“4.  We  must  continue  to  work  toward  the 
improvement  of  our  indigent  health  care  laws 
and  programs  wherever  they  need  it  and  en- 
courage the  purchase  of  Blue  Cross-Blue 
Shield,  and  private  health  insurance  by  peo- 
ple of  all  ages. 

“5.  Finally,  let  us  continue  to  work  in  every 
possible  way  to  reduce  the  cost  of  health  serv- 
ices, particularly  in  developing  new  and  im- 
proved facilities  specially  tailored  to  the  par- 
ticular requirements  of  the  elderly. 

“There  is  a big  job  to  be  done.  It  is  the 
responsibility  of  every  physician,  of  every 
county  medical  society,  to  steadfastly  oppose 
this  type  of  legislation  . . . which  will  inevita- 
bly destroy  the  practice  of  medicine  as  we 
know  it  today.  If  you  sincerely  believe  in  our 
methods,  and  in  the  ideals  of  our  profession, 
then  you  have  a distinct  responsibility  to  your 
profession  ...  to  those  men  of  medicine  who 
will  follow  us  . . . and  to  the  people  who  look 
to  us  for  health  care  and  guidance. 

“The  American  Medical  Association  is  giv- 
ing us  spirited  and  effective  leadership  in  our 
battle  for  survival.  Your  State  Medical  Asso- 
ciation is  attempting  to  do  likewise.  Now  it 
is  your  turn.  The  tide  of  the  battle  will  de- 
pend on  how  each  individual  physician  shoul- 
ders his  own  responsibility  and  fights  this 
challenge  of  socialism.” 


Medical  Reporter  Award 

Judges  for  the  Public  Relations  Commit- 
tee’s “Medical  Reporter  Award”  will  meet  on 
January  16  to  consider  the  names  of  the 
journalists  that  have  been  nominated  for  this 
award,  according  to  Dr.  J.  Michaelson,  com- 
mittee chairman. 

The  purpose  of  the  award,  Dr.  Michaelson 
said,  is  to  pay  tribute  to  Alabama  reporters, 
editors  and  publishers  who  have  been  out- 
standing in  the  field  of  medical  news  writ- 
ing. 

The  judges,  he  explained,  can  grant  up  to 
five  such  meritorious  certificates  in  a single 
year  to  members  of  the  journalism  profession 
for  their  accurate  and  factual  reporting  of 
medical  news  to  the  general  public,  and  for 
outstanding  work  in  promoting  and  elevating 
medical  news. 


Disasters 

A meeting  of  the  Association’s  Disaster 
Committee  was  held  in  Montgomery  on  No- 
vember 19.  The  meeting  was  designed  to 
augment  efforts  of  the  Disaster  Committee 
to  effectuate  a working  organization  of  a 
disaster  committee  in  the  various  counties. 

In  the  beginning,  it  was  recognized  that 
the  American  Medical  Association  was  push- 
ing vigorously  toward  total  and  effective  or- 
ganization of  each  state  medical  association 
to  cope  with  a potential  disaster  of  any  mag- 
nitude, whether  natural  or  man  made.  The 
table  of  organization  of  the  State  Association 
was  reviewed.  Recommendations  submitted 
to  the  Board  of  Censors  and  accepted  by  that 
body  in  1957  were  reviewed.  The  substance 
of  these  reviews  was  that  the  effective  or- 
ganization of  each  county  society  should  be 
the  basis  for  the  state  organization.  In  as- 
sessing the  program  of  organization  on  the 
county  level  made  during  the  past  two  or 
three  years,  the  committee)  felt  that  the 
county  societies  in  general  had  not  organized 
to  their  fullest  potential.  This,  in  a time  of 
peace  and  prosperity,  is  entirely  under- 
standable. On  the  other  hand,  the  assembled 
group  agreed  unanimously  that  efforts  to  or- 
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ganize  for  potential  disaster  must  be  aug- 
mented. 

Because  of  the  geographic  distribution  of 
physicians  throughout  our  state,  it  was  rec- 
ognized that  complete  organization  of  each 
county  was  certainly  not  feasible  nor  neces- 
sary. On  the  other  hand,  the  more  popu- 
lated counties  in  the  various  parts  of  the 
state  could  and  should  be  thoroughly  or- 
ganized. The  group  arbitrarily  selected  the 
following  communities  as  being  essential  in 
disaster  planning.  Huntsville,  the  Tri-Cities 
(Florence,  Sheffield  and  Tuscumbia),  De- 
catur, Anniston,  Gadsden,  Tuscaloosa,  Selma, 
Sylacauga,  Dothan,  Brewton,  Montgomery, 
Mobile  and  Birmingham. 

Noting  that  organization  of  an  effective 
disaster  program  in  each  of  these  communi- 
ties would  require  strong  leadership,  the 
group  expressed  the  opinion  that  such  leader- 
ship should  appropriately  and  most  effective- 
ly come  at  the  state  level.  It  was  further  noted 
that  the  table  of  organization  for  the  State 
Medical  Association  designated  the  post  of 
State  Disaster  Director  and  that  this  post  had 
never  been  filled.  It  was  the  firm  conviction  of 
those  present  that  this  director  was  the  logical 
individual  to  accomplish  organization  of  the 
above  county  societies  into  effective  work- 
ing units.  It  was  envisioned  that  such  di- 
rector must  necessarily  be  a man  of  recog- 
nized administrative  ability  and  one  who 
possessed  the  ability  to  assume  aggressive 
leadership.  The  director,  of  necessity,  would 
travel  to  each  of  the  proposed  areas  of  or- 
ganization and  designate  in  each  area  a con- 
tactman  who  would  direct  the  activities  of 
the  respective  county  societies.  Several  indi- 
viduals who  might  possibly  fill  this  post 
were  mentioned,  and  the  name  of  one  was 
suggested  for  submission  to  the  President 
of  the  Association  as  a possible  appointee.  It 
is  hoped  that  this  individual  will  accept  the 
appointment  to  this  post  of  great  importance. 


Essay  Contest 
Rules  Changed 

This  year  for  the  first  time  physicians’  chil- 
dren can  participate  in  the  Association’s  an- 


nual essay  contest.  In  the  past,  high  school 
students  whose  fathers  were  members  of  the 
medical  profession  could  not  participate. 

A sample  poll  conducted  by  the  Committee 
on  Public  Relations  showed  that  members  of 
the  Association  felt  that  the  ruling  was  dis- 
criminatory, thus  the  committee  voted  to 
change  the  rule.  The  contest  is  now  open  to 
all  white  10th,  11th,  and  12th  grade  students 
of  public,  private,  and  parochial  schools 
throughout  the  state  of  Alabama. 

The  student  writing  the  best  original  com- 
position on  “Medicine  as  a Career”  or  “Amer- 
ica’s Health — Ours  to  Preserve”  will  be  pre- 
sented a check  for  $100.00,  and  will  be  invited 
to  read  his  (or  her)  paper  at  the  annual  ses- 
sion this  spring.  Second  and  third  prize  win- 
ners will  receive  checks  for  $50.00  and  $25.00, 
respectively. 

Essays  will  be  judged  on  knowledge  and 
understanding  of  the  subject  as  well  as  com- 
position, according  to  Dr.  J.  Michaelson,  chair- 
man of  the  committee.  Dr.  Michaelson  point- 
ed out  that  the  essays  must  be  typed,  not  more 
than  1500  words  in  length,  and  must  be  mailed 
to  the  Association  headquarters  in  Mont- 
gomery before  the  15  of  February. 

The  Asian  flu  epidemic,  which  started  in  the 
spring  of  1957,  “gave  health  officials  their  first 
opportunity  to  study  and  predict  the  progress  of 
an  influenza  pandemic,”  according  to  the  current 
issue  of  Patterns  of  Disease,  a publication  pre- 
pared for  and  distributed  to  the  medical  pro- 
fession by  Parke,  Davis  & Company. 

Medical  investigations  were  touched  off  by  the 
report  of  an  influenza  outbreak  in  Hong  Kong 
on  April  18,  1957.  Although  the  first  American 
outbreak  occurred  on  June  2,  1957,  aboard  naval 
vessels  in  Newport,  Rhode  Island,  Asian  flu  did 
not  spread  to  civilians.  Cross-country  seeding  of 
the  virus  got  under  way  from  California  where 
a series  of  outbreaks  occurred  among  members  of 
the  armed  forces  and  civilians  between  June  11 
and  June  20.  Thereafter,  outbreaks  appeared 
among  persons  attending  conferences  in  Iowa  and 
Pennsylvania. 

“Epidemiologists  charted  the  probable  further 
spread,  and  later  outbreaks  largely  confirmed  their 
predictions,”  Patterns  states.  The  course  of  the 
epidemic  was  followed  also  by  weekly  estimates 
of  new  cases  of  acute  respiratory  disease  involving 
at  least  1 day  of  bed  disability.  A peak  of  11,933,000 
such  cases  was  reached  in  the  week  of  October  13, 
1957.  Peaks  in  influenza-pneumonia  mortality  oc- 
curred in  November  1957  and  March  1958. 
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LIFE  EXPECTANCY  RECORD  HIGH— 
Health  Levels  In  Four  Advanced  Nations 

World  Health  has  improved  notably  during 
this  century,  but  progress  has  been  particu- 
larly great  in  the  nations  of  northwest  Eur- 
ope, the  United  States,  and  the  British  Com- 
monwealth. Here  life  expectancy  has  reached 
the  highest  levels  in  history,  and  the  mortality 
of  each  age  and  sex  group — especially  among 
persons  below  45  and  women  at  all  ages — has 
been  reduced  to  a record  low,  according  to  the 
Health  Information  Foundation. 

The  communicable  diseases  have  been 
greatly  reduced  as  major  causes  of  death, 
thus  bringing  into  prominence  the  diseases 
most  common  in  later  life  and  accidents. 
Childbirth  and  infancy  have  become  safer 
than  ever,  and  general  health  levels  have 
greatly  improved. 

This  article  discusses  the  health  record  of 
the  United  States  since  1900,  as  reflected  in 
its  mortality  statistics,  along  with  that  of 
England  and  Wales,1  Sweden,  and  France. 
These  nations  have  achieved  levels  of  health 
among  the  highest  in  the  world,  and  they 
were  selected  for  this  analysis  as  representa- 
tive of  the  “advanced”  nations  (in  the  public 
health  sense)  and  because  obstacles  to  inter- 
national comparability  of  their  statistics  are 
relatively  minor. 

During  the  20th  century  these  nations  ex- 
perienced many  parallel  social  changes,  but 
there  have  also  been  significant  differences, 
and  even  some  divergent  trends,  in  their  de- 
velopment. For  example,  although  as  a 
group  they  are  considerably  more  urbanized 


1.  For  convenience,  England  and  Wales  are 
subsequently  designated  simply  as  England. 


and  industrialized  than  the  “underdevel- 
oped” nations,  England  and  the  U.  S.  far  ex- 
ceed Sweden  and  France  in  this  respect. 
Thus,  the  percentage  of  their  populations  re- 
siding in  cities  of  100,000  or  over  were:  Eng- 
land (1956),  38;  United  States  (1950),  29; 
Sweden  (1956),  19;  and  France  (1954),  17. 

Ethnically,  England  and  Sweden  represent 
relatively  homogeneous  populations  while  the 
U.  S.  and  France  have  absorbed  large  num- 
bers with  differing  cultural  backgrounds  (in- 
cluding health  practices).  And,  finally,  each 
country  has  its  own  public  health  history  and 
system  of  administration,  and  each  faces 
many  problems  peculiar  to  it  alone. 

In  an  over-all  sense,  trends  in  the  levels  of 
health  within  these  nations  have  largely 
paralleled  one  another;  yet  there  are  major 
differences  between  them.  Health  levels  in 
the  U.  S.  and  England,  for  instance,  are  rela- 
tively high.  Thus  the  U.  S.  has  the  lowest  mor- 
tality in  the  group  from  influenza-pneumo- 
nia- and  is  low  in  maternal  deaths.  On  the 
other  hand,  these  two  countries  also  face 
special  hazards  to  health  accompanying  their 
high  levels  of  development.  Mortality’  is 
highest  in  the  U.  S.  from  heart  disease,  dia- 
betes, and  motor-vehicle  accidents,  while 
England  exceeds  the  others  in  mortality  from 
cancer,  especially  of  the  respiratory  system, 
and  other  respiratory  conditions. 

Sweden,  not  as  urban  or  industrial,  has 
many  pluses  and  few  minuses,  with  the  high- 
est life  expectancy,  the  lowest  over-all  mor- 
tality, and  the  lowest  infant  mortality  among 
these  countries.  (For  these  and  other  health 


2.  For  statistical  purposes,  influenza  and  pneu- 
monia are  usually  classified  as  a single  major 
cause-of-death  category. 
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measures,  Sweden’s  outstanding  record  is  ap- 
proximately duplicated  within  the  U.  S.  by 
Iowa  and  other  West  North  Central  states, 
where  environmental  and  social  conditions 
most  nearly  parallel  those  in  Sweden.)  In 
France,  partly  because  of  the  two  world  wars, 
the  level  of  public  health  has  lagged.  This 
country'  has  the  highest  mortality  in  the 
group  from  tuberculosis  and  among  infants 
although  it  also  has  the  lowest  death  rates 
from  heart  disease  and  cancer. 

In  1901  the  average  expectation  of  life  at 
birth  in  this  selected  group  of  countries 
hovered  around  the  50-year  mark.3  By  1930 
vast  improvements  in  general  health  condi- 
tions had  increased  the  average  for  the  group 
to  about  60;  by  1958  the  average  had  risen 
still  further,  to  about  70.  As  it  had  through- 
out, Sweden  led  the  others  with  about  72.5 
followed  by  England  with  about  71,  and  the 
U.  S.  with  about  69.5.  France  was  lowest, 
about  69.0. 

The  differentials  in  life  expectancy  be- 
tween these  countries  are  now  narrower  than 
formerly,  and  their  average  annual  rates  of 
gain  are  somewhat  smaller.  Further  sizable 
increases  in  life  expectancy  today  depend 
on  breakthroughs  against  the  complex  cardio- 
vascular-renal diseases,  cancer,  and  accidents. 

The  trend  of  mortality  decline  in  these 
countries  has  paralleled  their  gains  in 
longevity.  Here,  too,  the  similarities  between 
them  far  overshadow  the  differences.  In  1900 
the  average  of  their  mortality  rates  was 
somewhat  over  17  per  1,000  population.  Over 
the  years  these  rates  have  declined  steadily 
and  with  only  minor  fluctuation  except  for 
the  world-wide  influenza  pandemic  of  1918 
and  the  two  world  wars.  By  1930  their  aver- 
age mortality  had  dropped  to  about  12,  and 
in  1958  it  was  just  over  7.  For  the  United 
States,  all  life  expectancy  or  mortality  rates 
prior  to  1933  refer  to  the  death  registration 
states  only.  In  1900  these  consisted  of  10 
states  and  the  District  of  Columbia. 

For  1901  and  1930,  life  expectancies  in 


3.  For  comparability,  all  mortality  rates  used 
in  this  article  are  age-adjusted  to  the  U.  S. 
population  of  1940. 


some  instances  represent  interpolations  from 
existing  data.  For  1958,  both  life  expectancies 
and  mortality  rates  are  projected  estimates 
by  Health  Information  Foundation  from  data 
of  the  United  Nations  and  the  various  coun- 
tries. 

Sweden  maintained  its  lead  in  low  mor- 
tality throughout  the  entire  period.  The  rates 
for  England  and  U.  S.  followed  one  another 
closely  and  crossed  each  other  a number  of 
times.  France,  hardest  hit  in  the  two  world 
wars,  also  lagged  behind  the  others  in  the 
interwar  period.  After  World  War  II,  how- 
ever, mortality  in  that  country  dropped  into 
line  with  that  of  England  and  the  U.  S.  By 
1958  Sweden  was  still  lowest  at  6.3,  while 
England  followed  with  7.2,  France  with  7.4 
and  the  U.  S.  with  7.8.  But  mortality  dif- 
ferentials between  these  countries  today  are 
far  smaller  than  they  used  to  be. 

Mortality  by  age  and  sex 

By  age  and  sex,  too,  mortality  trends  were 
parallel,  and  current  patterns  resemble  one 
another  fairly  closely.  Uniformly  for  each, 
mortality  decline  has  been  greatest  at  the 
younger  ages  and  least  at  the  older.  Thus, 
from  around  1900  to  1957,  mortality  at  ages 
0-44  declined,  on  an  average,  by  about  85 
per  cent,  while  at  45-64  the  drop  averaged 
about  50  per  cent  and  at  65  and  over,  30 
per  cent. 

Current  mortality  in  these  nations  is  rela- 
tively high  during  infancy,  but  drops  sharply 
at  ages  1-24,  ranging  from  0.6  to  0.9  per 
1,000.  Subsequently  it  rises,  and  at  65  and 
over  it  ranges  from  57.3  to  61.0. 

Mortality  differentials  by  sex  have  widened 
in  parallel  fashion.  In  1900  male  mortality 
rates  exceeded  female  by  an  average  for  the 
group  of  about  15  per  cent,  but  by  1957  this 
figure  had  risen  to  over  50.  In  each  case  the 
change  was  due,  not  to  an  increased  mortality 
among  males,  but  to  a more  rapid  decrease 
among  females.  All  age  groups  shared  in 
the  more  rapid  decrease  in  female  mortality, 
but  especially  the  main  child-bearing  ages 
(15-34)  and  mid-life  (45-64).  Finally,  while 
mortality  for  males  at  ages  45-64  declined 
in  each  of  these  countries  from  1900  to  1957, 
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the  decline  was  least  in  the  U.  S. 

Childbirth  and  infancy 

A major  health  achievement  in  these  coun- 
tries, especially  since  the  mid-1930s,  has  been 
the  reduction  in  maternal  deaths.  In  1957 
the  rate  was  lowest  for  Sweden,  3.6  per  10,000 
live  births,  with  4.1  for  the  U.  S.,  4.8  for 
England,  and  5.7  for  France.  However,  the 
differential  between  these  countries  is  minor 
compared  to  their  common  gains,  and  this 
despite  substantial  differences  in  practices 
relating  to  confinement. 

Thus  in  1955  the  percentage  of  all  confine- 
ments occurring  in  hospitals  and  other  estab- 
lishments, public  or  private,  was  97.6  in 
Sweden  and  approximately  64  in  England.4 
(The  proportion  in  England  has  risen  sub- 
stantially within  recent  years.)  The  re- 
mainder (at  home)  were  attended  in  Eng- 
land by  a midwife  or  maternity  nurse  and 
in  Sweden  practically  all  by  a midwife.  In 
the  United  States  during  1955,  94.4  per  cent 
of  all  live  births  occurred  in  hospitals,  and 
96.9  per  cent  with  a physician  in  attendance. 
At  this  writing,  comparable  data  were  un- 
available for  France. 

In  the  protection  of  life  during  infancy, 
too,  each  country  has  made  spectacular  gains. 
In  1915  the  average  of  their  infant  mortality 
rates — deaths  of  infants  under  one  per  1,000 
live  births — exceeded  100.  Sweden  had  by 
far  the  lowest  rate,  76  per  1,000,  followed  by 
the  U.  S.  with  100,  England  with  110,  and 
France  with  143. 5 In  later  years,  rates 
dropped  sharply,  and  by  1939  the  average 
was  about  50. 

During  World  War  II  the  infant  mortality 
rate  in  France  rose  sharply,  but  by  1946  it 
dropped  to  prewar  levels  and  resumed  its 
“normal”  downward  trend.  In  England  the 
infant  mortality  rate  was  affected  much  less 
violently,  while  the  downward  trend  in  the 
United  States  and  Sweden  was  only  slightly 


4.  World  Health  Organization,  Epidemiological 
and  Vital  Statistics  Report,  10,9,  1957. 

5.  Recorded  infant  mortality  rates  in  France 
prior  to  1949  may  considerably  understate  the 
real  rates  because  they  exclude  from  both  numer- 
ator and  denominator  the  live-born  infants  dying 
before  the  registration  of  their  births. 


interrupted  by  the  war.  In  1957  Sweden  was 
still  far  ahead  with  17.4  deaths  per  1,000  live 
births,  followed  by  England  with  23.1,  the 
U.  S.  with  26.4,  and  France  with  33.7. 

Deaths  from  communicable  diseases 

In  each  country,  mortality  decline  has  re- 
sulted primarily  from  the  achievement  of  a 
large  degree  of  control  over  the  communi- 
cable diseases.  For  example,  tuberculosis 
mortality  declined  over  90  per  cent  from  1925 
to  1957'3  in  the  United  States,  England  and 
Sweden. 

In  1925  the  recorded  mortality  from  tuber- 
culosis accounted  for  about  10  per  cent  of  all 
deaths  in  these  countries,  but  by  1957  it 
dropped  to  about  1 per  cent.  In  France  it 
still  continued  relatively  high,  at  3.0  per 
cent  of  all  deaths.  Sweden  had  the  lowest 
mortality  in  1957,  6.5  per  100,000  population, 
followed  by  the  U.  S.,  7.2,  England,  8.4,  and 
France,  22.4. 

Similarly,  between  1925  and  1957,  mortality 
from  influenza-pneumonia  declined  about  80 
per  cent  in  the  U.  S.,  65  per  cent  in  England, 
and  45  per  cent  in  Sweden.  The  U.  S.  rate 
was  lowest  in  1957,  28.3  deaths  per  100,000 
population,  compared  to  34.4  in  Sweden,  42.0 
in  France,  and  42.7  in  England.  (Actually, 
for  each  country  1957  was  a high  mortality 
year  because  of  the  Asian  influenza  epi- 
demic.) 


6.  Difficulties  in  international  comparisons  of 
cause  of  death,  especially  over  time,  arise  from 
the  substantial  differences  between  countries  in 
their  patterns  of  medical  diagnosis  and  in  their 
procedures  for  certifying  deaths  and  classifying 
them  by  cause.  The  same  difficulties  have  also 
affected  comparisons  over  time  within  a nation. 

In  this  discussion  international  comparison  of 
time-trends  in  cause  of  death  is  carried  back  only 
as  far  as  1925  for  the  U.  S.,  England,  and  Sweden, 
and  is  omitted  for  France.  In  the  latter  country 
over  one-third  of  all  deaths  in  1925  were  classi- 
fied as  due  to  “senility  without  mention  of  psy- 
chosis, or  ill-defined  or  unknown  causes.”  As  a 
result,  the  rates  for  many  major  causes  of  death 
were  artificially  low.  (Corresponding  percentages 
in  the  other  countries  were:  Sweden,  15;  Eng- 

land, 6;  and  U.  S.,  3.)  Also,  for  the  same  reasons 
even  current  statistics  on  cause  of  death  in  France 
must  be  interpreted  with  caution,  since  as  late  as 
1957,  13  per  cent  of  all  deaths  were  recorded  as 
due  to  “senility,  etc.” 
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Degenerative  diseases  and  accidents 

As  the  general  level  of  mortality  in  these 
countries  has  decreased,  the  cardiovascular- 
renal  diseases7,  cancer,  and  accidents  have 
become  increasingly  prominent  as  causes  of 
death.  For  example,  cardiovascular-renal 
diseases  today  account  for  nearly  one-half 
of  all  deaths8 9  in  these  countries,  and  in  the 
U.  S.  over  half. 

However,  the  rise  in  importance  of  these 
diseases  has  been  due  far  less  to  a real'-'  in- 
crease in  the  death  rates  than  to  the  decline 
of  the  communicable  diseases.  But  within  the 
cardiovascular-renal  category,  while  the  rates 
for  some  conditions  (vascular  lesions,  ne- 
phritis, etc.)  have  remained  relatively  stable 
or  even  declined,  impressive  increases  have 
occurred  in  heart  disease10 — today  the  lead- 
ing cause  of  death  in  these  countries — and  es- 
pecially from  its  arteriosclerotic  and  degen- 
erative forms,  including  coronary  artery  dis- 
ease. 

Heart  disease  today  accounts  for  38  per 
cent  of  all  deaths  in  the  U.  S.,  30  per  cent 
in  Sweden  and  England,  and  16  per  cent  in 
France.  The  U.  S.  rate  in  1957,  297  per 
100,000,  exceeded  the  comparable  figure  in 


7.  Diseases  of  the  heart,  blood  vessels,  and  kid- 
neys. 

8.  In  France  during  1957  only  30  per  cent  of 
all  deaths  were  attributed  to  this  category.  How- 
ever, under  a more  accurate  classification  system 
a large  part  of  the  13  per  cent  attributed  to 
“senility,  etc.,”  might  have  been  attributed  to 
cardiovascular-renal,  especially  since  they  oc- 
curred mainly  at  the  older  ages. 

9.  Actually,  these  death  rates  have  increased 
considerably,  but  much  of  the  rise  comes  from 
the  aging  of  populations  and  changes  in  the  clas- 
sification of  deaths  by  cause. 

10.  Again,  part  of  this  increase  may  result  mere- 
ly from  the  discovery  and  application  of  newer 
medical  knowledge  and  diagnostic  techniques. 
Thus  many  deaths  earlier  ascribed  to  vascular 
lesions  or  nephritis  and  nephrosis  are  today  at- 
tributed to  heart  disease  because  of  newer  knowl- 
edge about  the  role  of  the  heart  in  initiating  the 
sequence  of  events  leading  to  death.  Also,  im- 
proved diagnostic  techniques  have  led  to  the  ad- 
ditional detection  of  heart  disease  and  its  certi- 

fication as  a cause  of  death  where  other  chronic 

diseases  are  present. 


England  by  over  one-third,  in  Sweden  by  over 
one-half,  and  was  more  than  double  that  in 
France.  In  each  country  cardiovascular-renal 
mortality  for  females  has  either  remained 
stable  or  declined,  while  for  males,  especially 
at  ages  45-64,  it  has  risen. 

Cancer  (malignant  neoplasms)  has  also 
risen  in  importance  as  a cause  of  death.  In 
1925  cancer  accounted  for  about  10  per  cent 
of  all  deaths  in  the  U.  S.,  England,  and 
Sweden,  but  by  1957  the  percentages  were  16 
to  19.  Again  the  actual  rise  in  cancer  mor- 
tality was  less  important  than  the  decline  in 
communicable  diseases.11 

In  the  U.  S.  and  England  the  rise  in  cancer 
mortality  is  to  a considerable  extent  the  re- 
sult of  a spectacular  increase  in  respiratory 
cancer.  This  increase  in  Sweden  was  far 
smaller.  Today  England  has  the  highest  mor- 
tality from  cancer  (all  sites)  in  the  group. 
England  also  exceeds  the  others  in  respira- 
tory cancer  mortality  by  a considerable  mar- 
gin, 31  per  100,000  in  1957  against  18  for  the 
U.  S.,  15  for  France,  and  9 for  Sweden. 

Accidents  have  also  become  a prominent 
cause  of  death.  Their  toll  as  a percentage  of 
all  deaths  ranges  from  4 in  England  up  to  7 
in  the  U.  S.  Today  the  U.  S.  rate,  54  per 
100,000  in  1957,  is  highest  in  the  group.  Our 
mortality  from  motor-vehicle  accidents  is 
about  twice  as  high  as  England’s  and 
Sweden’s,  and  exceeds  France’s  by  about  one- 
third.  The  higher  U.  S.  rate  is  not  surpris- 
ing, since  our  391  motor  vehicles  per  1,000 
population  in  1957  was  three  or  more  times 
the  number  in  others.12 

In  any  case,  the  present  U.  S.  rate  repre- 
sents a decline  of  about  one-third  since  1925, 
despite  the  large  increase  in  motor  vehicles 
per  capita  since  then.  Our  nonmotor-vehicle 
rate  has  also  dropped  considerably,  especially 
for  accidents  on  the  job  and  in  public  places. 


11.  Even  this  rise  may  have  resulted  in  part 
from  improvements  in  diagnostic  and  casefinding 
techniques,  as  well  as  from  changes  in  the  system 
for  classifying  causes  of  death. 

12.  Data  are  from:  Automobile  Manufacturers 

Association,  Automobile  Facts  and  Fig'ures,  Thirty- 
Eighth  Edition,  1958,  Detroit,  Michigan. 
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Special  problems  of  each  country 

Certain  problems  are  particularly  acute  in 
each  of  these  countries.  England,  for  ex- 
ample, has  unusually  high  death  rates  from 
certain  respiratory  conditions — notably  res- 
piratory cancer  and  bronchitis.  From  bron- 
chitis its  death  rate  in  1957  was  37  per 
100,000,  against  comparable  rates  below  3 
in  the  other  countries. 

In  France,  alcoholism  has  for  some  time 
been  a major  problem,  and  its  death  rates 
from  cirrhosis  of  the  liver  are  among  the 
highest  in  the  world.  This  disease  account- 
ed for  about  23  deaths  per  100,000  in  1957. 
compared  with  less  than  12  in  other  coun- 
tries. Sweden’s  suicide  rate  is  highest:  17 
per  100,000  in  1957  against  14  in  France,  10 
in  England  and  the  U.  S. 

In  today’s  world,  some  advanced  nations 
are  “exporting”  health  in  increasingly  large 
quantity  to  the  less  advanced  regions.  The 
political  and  social  consequences  of  this  trend, 
and  its  possible  repercussions  in  terms  of 
world  population,  are  being  watched  with 
intense  interest  by  international  agencies  and 
informed  observers  generally.  But  also  of 
interest  is  to  see  where,  in  health  terms,  the 
advanced  nations  go  from  here,  and  whether 
the  rest  of  the  world  will  ultimately  be  able 
to  follow. 


Since  the  introduction  of  the  antibiotics,  Health 
Information  Foundation  points  out,  the  over-all 
death  rate  from  syphilis  has  dropped  from  12 
persons  per  100,000  population  in  1943  to  2.2  in 
1958.  Nevertheless,  an  estimated  million  persons 
in  this  country  still  have  the  disease. 

Although  the  incidence  of  venereal  disease  is 
still  high,  30  infants  in  this  country  died  from  con- 
genital syphilis  last  year,  while  3,460  would  have 
died  if  the  1930  rate  had  continued. 

Despite  sharp  drops  in  the  incidence  of  venereal 
disease  since  the  development  of  antibiotics,  an 
estimated  60,000  cases  of  syphilis  and  1,000,000  of 
gonorrhea  are  still  acquired  each  year.  “Complete 
elimination  of  these  diseases,”  says  Health  Infor- 
mation Foundation,  “is  at  this  point  far  from 
achieved.” 


Food  Radioactivity  Research  Must  Be  Continued 

— Radioactivity  in  food  now  presents  no  dangers, 
but  research  in  the  field  must  continue,  especially 
as  the  peacetime  use  of  nuclear  energy  increases, 
according  to  a Cornell  University  researcher. 

In  a report  prepared  for  the  American  Medical 


Association’s  Council  on  Foods  and  Nutrition,  ap- 
pearing in  the  October  31  A.M.A.  Journal,  Cyril 
L.  Comar,  Ph.D.,  said  environmental  contamina- 
tion now  existing  is  due  almost  entirely  to  fall-out 
from  nuclear  weapons. 

Eventually  the  contamination  may  be  increased 
by  such  peace-time  activities  as  mining  of  uranium 
and  thorium  ore  and  fuel  processing;  reactor  in- 
stallations in  power  plants,  submarines,  ships  and 
aircraft,  and  radioisotopic  applications  in  medicine, 
industry  and  agriculture. 

The  relative  hazard  of  radioactive  material  is 
governed  by  several  factors,  Dr.  Comar  said.  These 
include  the  amount  released  into  the  environ- 
ment; the  length  of  time  the  radioactivity  lasts  in 
certain  materials;  efficiency  of  transfer  through 
the  food  chain  to  the  human  diet;  the  degree 
of  absorption  by  the  body,  and  the  length  of  time 
the  material  is  retained  in  the  body. 

According  to  these  criteria,  the  radioisotopes 
from  fall-out  which  are  of  the  greatest  concern 
are  iodine,  barium,  strontium  and  cesium.  Those  of 
iodine  and  barium  are  relatively  short-lived,  while 
those  of  strontium  and  cesium  retain  their  radio- 
activity for  a long  time. 

Radioactive  contaminants  are  transferred  to 
man  by  specific  pathways  through  the  food  chains, 
Dr.  Comar  said.  For  instance,  barium-140  goes 
from  the  atmosphere  to  vegetation,  to  cattle,  to 
milk,  to  man. 

Strontium,  cesium  and  iodine  have  slightly  more 
complicated  pathways,  including  soil  and  meat 
products. 

The  importance  of  the  various  pathways  de- 
pends on  many  factors,  such  as  the  composition  of 
the  soil  and  the  nature  of  plant  cover.  A heavy 
root  mat  will  tend  to  trap  fall-out  strontium  and 
delay  its  reaching  the  soil,  while  at  the  same  time 
permitting  absorption  into  the  plant  from  the 
base  of  the  stem. 

The  agricultural  management  of  crops  and  live- 
stock, which  includes  the  plowing  depth,  ferti- 
lizer practice,  and  type  of  feeding  employed,  is  an- 
other factor. 

It  appears  that  the  present  contamination  of 
diets  originates  mainly  from  surface  contamina- 
tion rather  than  from  the  soil  reservoir. 

This  soil  reservoir  will  be  an  increasingly  im- 
portant source  of  contamination,  even  if  nuclear 
tests  are  stopped,  Dr.  Comar  said.  The  present 
contamination  will  spread  into  the  ground  and 
persist  there.  This  is  especially  true  of  strontium 
and  cesium,  which  retain  their  radioactivity  for 
long  periods. 

Thus  close  checking  of  dietary  levels  of  radio- 
isotopes and  research  to  understand  their  possible 
effects  on  man  must  be  continued  indefinitely, 
Dr.  Comar  concluded. 

He  is  director  of  the  laboratory  of  radiation 
biology  in  the  department  of  physiology  at  New 
York  State  Veterinary  College,  Cornell  University, 
Ithaca,  N.  Y. 
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Dr.  Carmichael  Named 
Assistant  Dean 

Dr.  Emmett  B.  Carmichael,  chairman  of 
the  biochemistry  department  for  many  years, 
has  been  named  assistant  dean  in  both  the 
Medical  College  and  the  School  of  Dentistry. 

His  appointment,  effective 
last  month,  was  announced 
jointly  by  Dr.  Robert  C.  Ber- 
son,  University  vice-presi- 
dent for  health  affairs  and 
dean  of  the  Medical  College, 
and  Dr.  Joseph  F.  Volker, 
dean  of  the  School  of  Den- 
tistry. In  making  the  announcement,  they 
said  Dr.  Carmichael’s  responsibilities  will  in- 
clude coordination  of  special  events,  alumni 
relations,  scheduling  of  visiting  lecturers,  and 
development  of  historical  portions  of  the 
Medical  Center  Library. 

For  the  remainder  of  the  current  academic 
year  he  will  continue  to  direct  the  operation 
of  the  biochemistry  department,  which  he 
has  headed  for  thirty-two  years,  and  there- 
fore will  assume  his  new  duties  gradually. 

Educated  at  the  University  of  Colorado 
(B.  A.,  M.  S.)  and  the  University  of  Cin- 
cinnati (Ph.  D.),  Dr.  Carmichael  joined  the 
staff  of  the  University  of  Alabama  Medical 
College  in  1927  as  assistant  professor  and 
head  of  biochemistry.  He  became  associate 
professor  in  1928  and  professor  in  1932.  He 
had  earlier  served  on  the  faculties  at  Colo- 
rado and  Cincinnati. 

Dr.  Carmichael  is  author  of  more  than 
100  articles  on  experimental  medicine,  meth- 
ods, and  biography.  He  is  especially  noted 
as  a scholar  in  the  field  of  medical  history. 


New  Film  on  University 
Now  Available 

“Eleven  O’clock  in  Alabama,”  a new  film 
on  the  University  and  its  services  to  the  peo- 


ple of  the  state,  is  now  available  for  use  by 
alumni,  professional,  and  civic  organizations 
and  other  groups  who  might  wish  to  see  it. 

Made  early  this  year  under  a special  private 
donation  to  the  University,  the  32-minute 
color  movie  has  to  date  been  viewed  chiefly 
by  engineering  alumni  groups  participating 
in  the  Greater  University  Development  Pro- 
gram. It  was  shown  here  at  the  Medical  Cen- 
ter during  a recent  faculty  and  staff  meeting 
called  by  President  Frank  A.  Rose. 

One  of  the  movie’s  highlights  is  an  episode 
showing  how  a little  girl  with  a congenital 
heart  defect  is  given  full  life  expectancy 
through  open-heart  surgery  here.  Portions 
of  the  movie  were  filmed  in  the  Medical  Cen- 
ter’s cardiovascular  surgical  unit,  the  dental 
clinic,  and  other  facilities. 

Narrated  by  Mel  Allen,  well-known  sports- 
caster  and  Alabama  graduate,  and  filmed  by 
Jerry  Fairbanks  Productions,  Inc.,  of  Holly- 
wood, the  movie  also  depicts  University  aid 
to  Alabamians  in  the  areas  of  missile  de- 
velopment, public  administration,  and  retail 
marketing. 

The  16-millimeter  film  may  be  booked 
through  Nicholas  Bell  of  the  University  de- 
velopment office  or  Jefferson  Bennett,  assist- 
ant to  the  president,  both  at  the  main  Uni- 
versity campus  in  Tuscaloosa.  Mr.  Bell  said 
that  seven  copies  of  the  movie  are  available 
and  it  is  hoped  that  requests  can  be  filled 
within  a few  days,  but  that  it  would  be  well 
for  any  group  that  wants  the  film  to  book 
it  as  far  in  advance  as  possible. 


New  Legislation  to  Benefit 
Psychiatry  Department 

Three  important  measures  supporting  work 
of  the  Medical  Center  psychiatry  department 
were  passed  by  the  Alabama  State  Legisla- 
ture during  its  last  session. 

These  include  an  appropriation  of  $50,000 
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$5000  GIFT — Given  by  the  Wyeth  Laboratories 
of  Philadelphia,  checks  totaling  $5000  were  added 
to  the  funds  of  two  Medical  Center  departments 
during  November.  Pediatrics  and  psychiatry  each 
received  half  of  the  total.  Dr.  H.  P.  K.  Agers- 
borg,  Jr.  (left)  of  the  Wyeth  staff  made  the 
presentation  to  Dr.  Kendrick  Hare  (center),  pro- 
fessor and  chairman  of  the  pediatrics  department, 
and  Dr.  James  N.  Sussex  (right),  professor  and 
chairman  of  psychiatry.  Looking  on  are  Dr.  Sarah 
F.  Davis,  associate  professor  of  pediatrics,  and 
Dr.  Joseph  F.  Volker,  dean  of  the  School  of  Den- 
tistry and  director  of  research  and  graduate 
studies.  The  pharmaceutical  firm  annually  awards 
grants  totaling  $100,000  to  be  used  in  any  way 
the  recipients  wish. 


for  operation  of  the  new  Psychiatric  Clinic, 
now  under  construction;  $50,000  for  increases 
in  staff  to  take  care  of  the  department’s  ex- 
panded program;  and  $100,000  to  provide  beds 
for  indigent  patients  who  need  hospitaliza- 
tion for  psychiatric  treatment. 

Dr.  James  N.  Sussex,  professor  of  psy- 
chiatry and  chairman  of  the  department,  said 
these  new  facilities  for  inpatient  and  outpa- 
tient care  and  a larger  staff  will  enable  the 
department  to  offer  increased  opportunities 
for  graduates  in  medicine  to  specialize  in 
psychiatry  as  well  as  provide  a more  ade- 
quate training  program  in  this  area  for  med- 
ical and  nursing  students. 


Dr.  Spies  Named  President-Elect 
Of  Southern  Medical 

New  president-elect  of  the  Southern  Med- 
ical Association  is  Dr.  Tom  Spies,  scientific 


director  of  the  nutrition  clinic. 

Elected  during  the  Association’s  November 
meeting  in  Atlanta,  Dr.  Spies  was  also  named 
recipient  of  the  first  Seale  Harris  award  for 
achievement  in  the  field  of  nutrition.  The 
award  was  named  for  the  late  Dr.  Seale  Har- 
ris of  Birmingham,  a leader  in  the  field  of 
nutrition  and  metabolic  diseases  and  pro- 
fessor emeritus  of  medicine  here  before  his 
death  a few  years  ago. 

Dr.  Spies  is  also  professor  and  chairman  of 
the  department  of  nutrition  and  metabolism 
at  Northwestern  University  Medical  School, 
dividing  his  time  between  that  post  and  the 
one  here.  He  will  succeed  Dr.  Edwin  Hugh 
Lawson  of  New  Orleans  as  SMA  president  in 
November  1960. 


Medical  Schools  Expenditures 

During  the  past  decade  medical  schools  in 
the  United  States  have  spent  well  over  $11/2 
billion  on  construction  of  all  types  of  facili- 
ties and  equipment.  According  to  the  As- 
sociation of  American  Medical  Colleges,  fed- 
eral funds  accounted  for  less  than  one-third 
of  the  total  amount.  For  each  $1  of  federal 
funds  expended,  private,  state,  and  university 
sources  put  $3  1/3  into  development  of  medi- 
cal institutions. 


Dr.  Barker  Visits 
Marquette  University 

Dr.  Samuel  B.  Barker,  professor  of  phar- 
macology, visited  the  School  of  Medicine  at 
Marquette  University,  Milwaukee,  Wis.,  in 
late  November  as  a guest  lecturer  and  con- 
sultant. 

One  of  the  first  research  investigators  to 
develop  the  protein-bound  iodine  technique 
for  diagnosis  of  thyroid  disease,  Dr.  Barker 
was  invited  by  the  Wisconsin  school’s  com- 
mittee on  growth  and  cancer  to  stimulate 
interest  in  cancer  and  thyroid  research. 

During  his  three-day  visit,  the  Alabamian 
consulted  with  the  physiology  department 
faculty,  and  gave  one  formal  lecture  to  the 
medical  student  body.  His  topic  was  “What 
Is  the  Thyroid  Hormone  Doing?” 
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NEW  CHILDREN’S  HOSPITAL — Construction  has  just  started  on  this  four-story  Children’s  Hos- 
pital building  of  reinforced  concrete  with  shaded  glass  walls  on  the  upper  floors  and  brick  masonry 
and  glass  with  exposed  structure  of  textured  concrete  on  the  lower  floors.  Designed  by  Lawrence 
S.  Whitten,  it  is  the  third  new  facility  now  being  built  in  the  Medical  Center.  Work  on  the  Psychiatric 
Clinic  was  begun  in  August,  and  the  Evacuation  Hospital  Armory  was  started  in  September. 


Children’s  Hospital-Clinic 
Now  Under  Construction 

Construction  on  a new  $2,800,000  Children’s 
Hospital  and  Outpatient  Clinic  in  the  Medical 
Center  area  was  started  in  late  November. 

To  be  located  in  the  block  bordered  by 
Sixth  and  Seventh  Avenues  and  16th  and 
17th  Streets,  the  building  will  have  space  for 
128  beds  and  facilities  for  medical  and  sur- 
gical care  of  young  patients.  It  should  be 
ready  for  occupancy  by  the  middle  of  1961. 

The  Children’s  Hospital  of  Birmingham, 
now  at  712  South  30th  Street,  has  been  in 
operation  for  half  a century.  It  is  a non- 
profit, non-sectarian  organization  supported 
in  part  by  the  Community  Chest.  Indigent 
and  semi-indigent  service  is  available  to  chil- 
dren who  need  care  and  whose  families  can- 
not afford  full  cost  of  hospitalization. 

Mrs.  T.  Felton  Wimberly,  Jr.,  is  president 
of  the  Children’s  Hospital  Board  of  Control. 
Dr.  Harry  C.  Shirkey,  formerly  of  Cincinnati, 
was  appointed  medical  and  administrative 
director  of  the  hospital  on  January  1,  and 
will  also  serve  on  the  Medical  Center  faculty. 
Miss  Zuma  Elgin  is  Children’s  Hospital  ad- 
ministrator. 


Mrs.  Wimberly  said  the  hospital’s  board 
members,  trustees,  and  staff  hope  to  build 
a nurses’  residence  adjoining  the  hospital. 
In  addition  to  an  affiliation  program  in 
pediatric  nursing,  Children’s  Hospital  offers 
intern  and  residency  programs  for  physicians 
specializing  in  pediatrics. 


More  Dropping  Out 

The  percentage  of  medical  students  with- 
drawing from  school  during  their  freshman 
year  increased  from  five  and  one-half  per 
cent  in  1954-55  to  seven  and  eight-tenths  per 
cent  in  1957-58. 


The  common  cold— our  number  one  acute  res- 
piratory disease — is  as  puzzling  as  it  is  prevalent, 
with  the  cause  still  unknown  in  about  50%  of 
cases,  according  to  the  current  issue  of  Patterns 
of  Disease,  a publication  prepared  for  and  dis- 
tributed to  the  medical  profession  by  Parke,  Davis 
& Company. 

Many  viral  agents  are  incriminated  in  coldlike 
illness  but  it  “is  possible  that  a continuing  search 
for  the  etiologic  agent  will  identify  one  specific 
virus  as  the  cause  of  many  colds,”  the  publication 
says.  Specific  immunity  to  reinfection  recently 
has  been  demonstrated  in  human  volunteers  by 
direct  challenge  experiments. 
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State  Health  Officer 

RECOMMENDATIONS  OF  THE  ASSOCIATION 
OF  STATE  AND  TERRITORIAL  HEALTH 

OFFICERS 

The  Association  of  State  and  Territorial 
Health  Officers,  whose  membership  is  com- 
prised of  the  chief  executives  of  all  State 
and  Territorial  Health  Departments,  meets 
annually  in  Washington.  Concurrently  with 
the  annual  meeting,  a conference  is  held 
with  the  Surgeon  General  of  the  Public 
Health  Service  and  the  Chief  of  the  Chil- 
dren’s Bureau. 

At  this  time,  the  Association  makes  formal 
recommendations  to  the  Public  Health  Serv- 
ice and  the  Children’s  Bureau  which  reflect 
nationwide  problems  and  trends  in  public 
health.  Following  are  some  of  the  major 
recommendations  made  during  the  1959  meet- 
ing: 

1.  That  the  Public  Health  Service  and  the 
Children’s  Bureau  create  a committee  to 
study  and  evaluate  present  concepts  and 
underlying  philosophy  of  local  health  admin- 
istrative and  financial  structure;  to  make 
recommendations  for  the  most  efficient 
method  of  administration;  and  that  various 
public  health  interests  be  represented  on  the 
committee  such  as  state  and  local  health  of- 
ficers and  fiscal  officers,  the  American  Pub- 
lic Health  Association,  the  Public  Health 
Service,  the  Children’s  Bureau,  and  other 
organizations  selected  on  the  basis  of  their 
interest  in  and  knowledge  of  the  problem. 

2.  That  the  Children’s  Bureau  make  a care- 
ful study  of  the  distribution  and  provision 
of  service  in  regional  heart  centers  with  the 
objective  of  more  equitably  caring  for  de- 
serving children  in  all  states. 


3.  That  the  Public  Health  Service  take  the 
initiative  with  other  Federal  agencies,  such 
as  the  Navy,  which  operate  vessels  anchor- 
ing in  coastal  harbors  to  increase  studies  to 
improve  sanitary  conditions  which  occur  from 
the  discharge  of  large  volumes  of  untreated 
sewage  near  communities  which  have  ar- 
ranged for  treatment  of  their  own  sewage; 
and  that  the  interested  agencies  support 
these  studies  with  necessary  funds. 

4.  That  the  Public  Health  Service  take 
the  initiative  in  formulating  suggested  uni- 
form policies  and  procedures  for  control  of 
vessel  pollution  as  related  to  public  water 
supply,  recreation  and  other  important  uses 
of  lake  and  river  waters. 

5.  That  the  Public  Health  Service  investi- 
gate and  establish: 

a.  Acceptable  practices  for  the  application 
of  land  herbicides  to  safeguard  swimming 
and  drinking  water. 

b.  Acceptable  practices  for  application  of 
safe  residual  concentrations  of  aquatic  herbi- 
cides applied  in  streams,  rivers,  ponds,  lakes, 
reservoirs  and  impoundments  of  contiguous 
swamp  areas  where  this  water  may  be  used 
for  swimming  or  for  human  consumption. 

c.  Analytical  methods  for  determining  the 
concentration  of  each  herbicide  for  which  a 
concentration  or  standard  is  suggested. 

6.  That  the  Public  Health  Service  sponsor 
a strong  research  program  to  develop  more  ef- 
fective methods  to  treat  sewage  from  popu- 
lation groups  in  the  range  of  50-500  persons. 

7.  That  the  Public  Health  Service  and  the 
Children’s  Bureau  be  commended  for  their 
continuing  efforts  in  evaluating  and  study- 
ing the  effectiveness  and  use  of  poliomyelitis 
vaccine  and  for  their  efforts  in  keeping  state 
and  territorial  health  officers  informed  of 
their  findings;  and  that  the  studies  be  con- 
tinued. 
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8.  That  the  Public  Health  Service  and  the 
Children’s  Bureau  expand  their  efforts  to  de- 
velop recommendations  on  the  control  of 
hospital-acquired  staphylococcal  infections. 

9.  That  the  Association  vigorously  support 
the  new  community  cancer  demonstration 
project  grant  program  and  urge  state  health 
officers  to  assume  leadership  in  the  formula- 
tion of  projects  within  the  states. 

10.  That  the  Public  Health  Service,  in  co- 
operation with  the  Children’s  Bureau  and 
other  appropriate  agencies,  endeavor  to 
standardize  the  method  of  reporting  cancer 
cases  to  local  and  central  cancer  record  reg- 
isters so  as  to  allow  valid  statistical  compari- 
son of  basic  data. 

11.  That,  as  a matter  of  public  policy,  recog- 
nition should  be  reaffirmed  that  official 
health  agencies  have  a prominent  role  in 
developing  homemaker  services;  and  that  the 
Public  Health  Service  and  Children’s  Bu- 
reau keep  the  states  currently  and  continu- 
ously informed  of  developments  in  this  field. 

12.  That  the  Public  Health  Service  initiate 
a cooperative  study  with  the  Children’s  Bu- 
reau, the  Office  of  Education,  selected  na- 
tional voluntary  health  organizations  and 
other  appropriate  professional  organizations 
to  determine  what  can  be  done  to  improve 
the  quality  of  health  textbooks  used  in  ele- 
mentary and  secondary  schools. 

13.  That,  in  recognition  of  the  high  im- 
portance of  encouraging  the  development 
and  improvement  of  the  quality  of  research 
activities  by  state  and  local  health  depart- 
ments, the  Public  Health  Service  and  the 
Children’s  Bureau  sponsor  regional  work- 
shops on  public  health  research. 

14.  That  the  Public  Health  Service,  in  co- 
operation with  state  and  territorial  health 
departments,  should  undertake  large-scale 
long-term  cooperative  studies  of  atherosclero- 
sis involving  community  populations,  con- 
cerned with  the  true  role  of  diet,  including 
the  effects  of  saturated  and  unsaturated  fats, 
in  order  that  comparable  data  may  be  col- 
lected. 

15.  That  the  Public  Health  Service  and 


state  and  territorial  health  officers  promote 
occupational  health  services,  preventively 
oriented,  as  a component  of  normal  operating 
programs  in  all  governmental  agencies. 

16.  That  the  Public  Health  Service  increase 
the  assistance  now  being  given  to  state,  ter- 
ritorial and  local  health  departments  in  de- 
veloping alcoholism  programs. 

17.  That  the  Public  Health  Service  under- 
take to  study  the  feasibility  of  providing  in- 
stitutes and  seminars  for  public  health  per- 
sonnel as  a part  of  a continuing  in-service 
training  program  that  will  give  them  the 
basic,  current  information  they  need  for  the 
effective  educational  programs  in  the  field 
of  radiation  control. 

18.  That  the  fluoridation  of  public  water 
supplies  for  the  prevention  of  dental  caries 
again  be  supported  and  encouraged. 

19.  That  the  Public  Health  Service  amend 
its  rules  and  regulations  in  order  that  Hill- 
Burton  funds  may  be  used  to  participate  in 
the  cost  of  the  construction  of  state  health 
administrative  offices,  and  not  limited  to 
matching  with  costs  of  the  laboratory. 

20.  That  the  Congress  of  the  United  States 

be  petitioned  to  provide  Federal  legislation 
to  be  administered  through  the  state  hospital 
construction  authority:  (1)  to  assist  the  sev- 

eral states  (a)  to  survey  the  need  for  new 
hospitals  and  related  medical  facilities  in  the 
larger  population  centers  as  well  as  the  need 
for  modernization  and  expansion  or  possible 
conversion  of  existing  care  facilities,  (b)  to 
develop  a realistic  plan  reflecting  population 
growth  and  shifts  (a  coordinated  program 
of  facilities  and  services  which  will  assure 
high  quality  care  at  the  lowest  possible  cost 
as  well  as  adequate  training  and  research 
programs  with  every  effort  being  directed 
toward  avoiding  unnecessary  duplication) ; 
(2)  to  assist  local  planning  bodies  in  de- 
veloping coordinated  plans  for  medical  care 
facilities  and  services  in  their  communities 
or  regional  areas;  and  (3)  to  assist  in  needed 
construction,  modernization,  expansion  or 
possible  conversion  on  the  basis  of  an  es- 
tablished priority  system. 
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BUREAU  OF  LABORATORIES  BUREAU  OF  VITAL  STATISTICS 

Thomas  S.  Hosty,  Ph.D.,  Director  Ralph  W.  Roberts,  M.  S.,  Director 


SPECIMENS  EXAMINED 
October  1959 

Examinations  for  malaria , 24 

Examinations  for  diphtheria  bacilli  and 
Vincent’s  155 

Agglutination  tests 512 

Typhoid  cultures  (blood,  feces  and  urine) „ 688 

Brucella  cultures 0 

Examinations  for  intestinal  parasites 3,015 

Darkfield  examinations 3 

Serologic  tests  for  syphilis  (blood  and 
spinal  fluid). 24,378 

Examinations  for  gonococci 1,711 

Examinations  for  tubercle  bacilli 3,435 

Examinations  for  Negri  bodies  (smears  & 

animal  inoculations) 269 

Water  examinations 2,027 

Milk  and  dairy  products  examinations 4,472 

Miscellaneous  examinations 983 


Total  41,672 


£ ■< 

BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  Smith,  M.  D.,  Director 

CURRENT  MORBIDITY  STATISTICS 

1959 


PROVISIONAL  BIRTH  AND  DEATH  STATIS- 
TICS AND  COMPARATIVE  DATA.  AUGUST  1959 


Live  Births 
Deaths 

Causes  of  Death 

Number 
Registered 
During 
August  1959 

Rates* 

(Annual  Basis) 

1957 

Total 

White 

Non- 

White 

1959 

1958 

Live  births 

7683 

4656 

3027 

28.0 

28.6 

27.3 

Deaths  

2355 

1474 

881 

8.6 

7.9 

7.8 

Fetal  deaths 

164 

73 

91 

20.9 

20.0 

19.2 

Infant  deaths — 

under  one  month 

153 

70 

83 

19.9 

24.9 

27.1 

under  one  vear 

209 

89 

120 

27.2 

31.1 

33.5 

Maternal  deaths... 

6 

2 

4 

7.6 

5.4 

Cause  of  Death 

Tuberculosis.  001-019 

20 

11 

9 

7.3 

8.5 

11.2 

Syphilis,  020-029 

3 

1 

2 

1.1 

2.6 

1.1 

Dvsentery,  045-048 

3 

3 

1.1 

0.7 

0.4 

Diphtheria,  055 . 

1 

1 

0.4 

0.4 

Whooping  cough,  056. 

Meningococcal 

infections,  057 

2 

2 

0.7 

0.4 

Poliomyelitis,  080.  081.... 

0.4 

Measles,  085 

Malignant  neoplasms, 

140-205  | 

342 

249 

93 

124.9 

102.2 

102.5 

Diabetes  mellitus,  260.  .. 

28 

21 

7 

10.2 

11.8 

7.8 

Pellagra,  281 ___| 

1 

1 

0.4 

0.4 

0.4 

Vascular  lesions  of 

central  nervous 

system,  330-334 1 

339 

217 

122 

123.8 

116.6 

110.3 

Rheumatic  fever, 

400-402  

6 

3 

3 

2.2 

0.7 

Diseases  of  heart, 

410-443  .. 

770 

517 

253 

281.1 

259.7 

245.6 

Hypertension  with 

heart  disease,  440-443.. 

146 

68 

78 

53.3 

40.2 

43.6 

Diseases  of  the 

arteries,  450-456 

46 

27 

19 

16.8 

14.0 

18.6 

Influenza,  480-483 

3 

2 

1 

1.1 

1.1 

0.7 

Pneumonia,  all  forms, 

490-493  

51 

23 

28 

18.6 

17.3 

18.3 

Bronchitis,  500-502 

5 

4 

1 

1.8 

0.4 

1.5 

Appendicitis,  550-553 

1 

1 

0.4 

0.4 

0.7 

Intestinal  obstruction 

and  hernia,  560, 

561.  570  

15 

10 

5 

5.5 

4.8 

3.0 

Gastro-enteritis  and 

colitis,  under  2, 

571.0.  764  

12 

1 

11 

4.4 

5.2 

4.5 

Cirrhosis  of  liver,  581... 

17 

11 

6 

6.2 

5.5 

3.7 

Diseases  of  pregnancy 

and  childbirth, 

640-689  .. 

6 

2 

4 

7.6 

5.4 

Congenital  malforma- 

tions,  750-759 

25 

17 

8 

3.2 

3.7 

5.3 

Immaturity  at  birth, 

774-776  

42 

21 

21 

5.5 

9.2 

9.0 

Accidents,  total  800-962.. 

172 

111 

61 

62.8 

52.4 

64.1 

Motor  vehicle  acci- 

dents,  810-835,  960 

70 

55 

15 

25.6 

20.6 

32.8 

All  other  defined  causes 

342 

190 

152 

124.9 

126.9 

119.2 

111  defined  and 

unknown  causes, 

I 

780-793.  795 

| 103 

| 34 

69 

| 37.6 

25.1 

I 26.5 

Typhoid  and  paratyphoid 

Undulant  fever 

Meningitis  

Scarlet  fever 

Whooping  cough 

Diphtheria  

Tetanus  

Tuberculosis  

Tularemia  

Amebic  dysentery 

Malaria  

Influenza  

Smallpox  

Measles  

Poliomyelitis  

Encephalitis  

Chickenpox  

Typhus  fever 

Mumps  

Cancer  

Pellagra  _ ^ 

Pneumonia  

Syphilis  

Chancroid  

Gonorrhea  

Rabies — Human  cases 

Positive  animal  heads . 


*E.  E. 


Sept. 

Oct. 

Oct. 

1 

10 

6 

0 

1 

2 

1 

4 

6 

12 

69 

64 

24 

23 

40 

5 

6 

47 

2 

1 

4 

161 

172 

201 

0 

1 

1 

2 

3 

2 

0 

0 

0 

6 

15 

65 

0 

0 

0 

2 

31 

35 

50 

21 

27 

1 

6 

1 

1 

4 

9 

2 

0 

1 

15 

31 

25 

588 

665 

377 

0 

0 

0 

80 

143 

114 

120 

143 

190 

4 

6 

5 

266 

274 

349 

0 

0 

0 

14 

19 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

*E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


Rates:  birth  and  death — per  1,000  population 
infant  deaths — per  1,000  live  births 
fetal  deaths — per  1,000  deliveries 
maternal  deaths — per  10,000  deliveries 
deaths  from  specified  causes — per  100,000  population 
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UROLOGIST'S  "KNOW-HOW" 

AIDS  SURGICAL  PATIENTS 

A conscientious  physician  has  come  to  the 
aid  of  the  thousands  of  patients  who  suffer 
from  the  common  and  distressing  condition 
of  urinary  retention  after  surgery. 

He  is  Dr.  Myron  H.  Nourse,  a urologist, 
from  Indianapolis. 

Dr.  Nourse  studied  the  problem,  backed  up 
his  own  findings  with  the  results  of  a ques- 
tionnaire which  he  personally  mailed  to  151 
members  of  the  American  Urological  As- 
sociation, and  concluded  it  was  time  “to  or- 
ganize our  thoughts  on  this  subject.” 

Writing  in  the  November  28  Journal  of 
the  American  Medical  Association,  Dr. 
Nourse  said  that  the  problems  associated  with 
this  condition,  which  so  many  surgical  pa- 
tients dread,  exist  largely  “because  of  in- 
creased numbers  of  patients  hospitalized  and 
decreased  numbers  of  trained  professional 
help.” 

Patients  unable  to  void  after  surgery,  in 
spite  of  a full  bladder,  normal  kidney  func- 
tion, and  the  absence  of  any  organic  obstruc- 
tion, usually  undergo  catheterization.  In  this 
procedure  a hollow  rubber  tube  is  used  to 
drain  urine  from  the  bladder. 

“Is  this  procedure  really  necessary?”  Dr. 
Nourse  asked.  He  said  that  while  the  answer 
must  come  only  from  the  doctor  in  charge, 
his  associate,  or  his  assistant,  consideration 
had  to  be  given  to  many  other  complex  fac- 
tors, including  the  type  of  patient. 

He  urged  doctors  not  to  write  out  cath- 
eterization orders  too  freely,  but  to  give  more 
realistic  personal  attention  and  supervision 
to  the  patient. 

“Leaving  routine  postoperative  catheteriza- 
tion orders  to  the  interpretation  and  discre- 
tion of  the  nursing  service  is  a practice  to 
be  discouraged,”  Dr.  Nourse  said  in  the 
Journal  article. 

“Changing  trends  exist  in  hospitals  today 


with  regard  to  patient  care,”  he  said.  “Per- 
sonal attention  to  patients’  simple  wants  and 
needs  is  often  lacking.  It  is  thought  to  be 
somewhat  ‘old-fashioned’  to  request  that  a 
considerate  attitude  be  displayed.  For  ex- 
ample, many  patients  could  urinate  spon- 
taneously after  operation  if  the  urinal  were 
present  and  within  reach.  Adequate  personal 
preoperative  and  postoperative  instruction  to 
the  patient  lends  confidence  and  mental  tran- 
quility of  a degree  far  superior  to  that  ef- 
fected by  tranquilizing  agents.” 

Dr.  Nourse  said  that  the  procedure  of 
passing  a rubber  catheter  is  not  difficult  in 
experienced  hands,  but  the  operation  should 
not  be  left  routinely  to  orderlies  and  nurses. 

“Real  bedside  nursing  has  also  become  ‘old- 
fashioned’  and  is  for  practical  purposes  a 
‘lost  art,’  ” he  said,  adding:  “Many  tasks, 
including  catheterization,  are  relegated  to 
nonprofessional  nursing  help  and  the  new 
graduate  soon  finds  she  has  much  to  learn 
before  she  can  become  a good  nurse.” 

He  said  that  catheterization  is  not  without 
danger  and  that  despite  the  most  careful 
technique,  infection  of  the  bladder  may  fol- 
low. He  cited  this  as  another  reason  why 
catheterization  should  be  in  experienced 
hands. 

Dr.  Nourse  said  that  preoperative  and  post- 
operative discussion  between  doctor  and  pa- 
tient was,  in  his  opinion,  the  best  way  to  help 
the  patient  with  this  distressing  problem. 
Such  discussions  and  suggestions  with  2,000 
patients,  he  said,  lowered  the  percentage  of 
those  who  had  to  be  catheterized  from  18.3 
to  1.7. 
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FURTHER  COMMENTS  ON  THE  PSYCHIATRIC 

ASPECTS  OF  AGING 

FRANK  A.  KAY,  M.  D. 

Birmingham,  Alabama 


The  relatively  young  geriatric  branch  of 
psychiatry  is  standing  today  on  the  same 
ground  where  the  infant  science  of  psychiatry 
as  a whole  stood  a hundred  years  ago  when 
observation  and  treatment  of  insanity  was 
first  beginning  to  be  practiced  professionally 
in  this  country.  At  present,  this  new  branch, 
which  deals  with  the  emotional  problems  of 
the  aging,  is  also  in  the  process  of  discarding 
mistaken  concepts  of  what  is  most  general 
and  characteristic  of  its  subjects,  evolving 
new  concepts  of  what  is  the  best  treatment 
for  them,  and  extending  its  ultimate  goals 
for  their  future. 

As  it  was  then,  one  of  the  foremost  tasks 
today  is  to  clear  out  the  underbrush  of  past 
mistakes,  and  there  is  no  better  place  to  start 
than  with  a clarification  of  terms.  It  is  now 
probably  too  late  to  rescue  the  word  “senil- 
ity” from  the  derogatory  connotation  of  men- 
tal deterioration  given  to  it  in  common  usage 
by  laymen,  and  to  restore  it  to  its  primary 
meaning,  which  is  merely  the  state  of  being 
old.  This  confusion  of  definition  probably 
stemmed  from  the  popular  misconception 
that  old  age  inevitably  brings  mental  failure 
to  some  degree.  So,  for  clarity’s  sake,  some 
psychiatrists  prefer  to  use  “senescence”  for 
the  period  of  old  age  which  is  normal,  healthy, 
and  uncomplicated  by  marked  physical  or 
mental  changes,  and  to  reserve  “senility”  for 
describing  that  period  when  mental  changes, 
with  or  without  physical  deterioration,  have 
occurred. 

Within  this  frame  of  reference,  Dr.  Mar- 


jory Warren,  English  physician,  has  divided 
the  mental  changes  found  among  old  persons 
into  six  groups:1  (1)  Mental  changes  char- 
acteristic of  senescence.  These  include  mem- 
ory failure  for  recent  events,  impaired  pow- 
ers of  concentration,  diminished  mental  re- 
serve, and  difficulty  in  adapting  to  new  con- 
ditions. Symptoms  may  vary  from  minor  to 
near  senility,  and  they  can  be  considered 
“normal”  changes  to  be  expected  in  normal 
old  age  only  if  viewed  in  relation  to  the 
character  of  the  individual  in  former  years, 
and  in  comparison  to  the  behavior  of  a per- 
son of  similar  age  and  circumstance.  All 
such  changes  may  be  aggravated  by  the  im- 
pairment of  a special  sense  (hearing,  vision, 
etc.)  or  by  an  unsympathetic  or  unsuitable 
environment,  and  to  these  extents  they  are 
reversible.  (2)  Changes  of  a reversible  or 
temporary  nature  caused  by  physical  condi- 
tions. Commonest  symptoms  are  disorienta- 
tion, hallucinations,  and  failure  to  recognize 
individuals.  (3)  Changes  of  an  irreversible 
or  permanent  nature,  with  brain  deteriora- 
tion and  characteristic  of  senility.  These  in- 
clude great  impairment  of,  or  even,  complete 
loss  of  memory;  disorientation  of  person  and 
place;  mental  confusion;  and  development  of 
antisocial  habits  in  some  instances.  (4) 
Mental  changes  brought  about  by  environ- 
mental changes.  Retirement  frequently 
evokes  depression  and  apathy,  and  initiates 
mental  deterioration;  persons  who  live  alone 

1.  Warren,  Marjory,  M.  D.:  Mental  Confusion 

in  Elderly  Persons,  Geriatrics,  1959,  14,  No.  4,  pp. 
207-218. 
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may  become  untidy,  antisocial  and  suspicious 
of  offers  of  help;  a feeling  of  being  unwanted 
may  give  rise  to  aggression,  increased  inter- 
fering activity,  and  great  depression  and  with 
it  unnecessary  dependence.  In  an  unsympa- 
thetic atmosphere  further  anxiety  and  ten- 
sion develop.  (5)  Mental  deficiency.  (6) 
Specific  mental  illness. 

But  more  important  than  a clarified  no- 
sology has  been  the  work  done  in  correcting 
and  evolving  new  concepts  of  the  role  emo- 
tional factors  play  in  old  age  behavior.  Re- 
cent studies  have  shown  that  we  can’t  equate 
the  functional  capacities  and  productivity  of 
an  individual  too  closely  with  cellular 
changes  in  the  brain,  and  that  more  than 
sixty  per  cent  of  psychiatric  disorders  in  the 
old  age  period  of  life  are  functional  and  re- 
versible, rather  than,  as  we  have  previously 
thought,  largely  organic  in  origin  and  un- 
susceptible to  treatment.2 3-8 

Also,  a series  of  interviews  in  Kansas  City 
has  disclosed  the  fact  that  attitudes  toward 
aging  are  unrelated  to  chronologic  age.4  Al- 
most consistently,  in  a group  ranging  from 
40  years  to  70  years,  fear  of  aging  sprang 
from  fears  of  dependency,  loss  of  health,  and 
loss  of  income.  If,  as  indicated  by  this  sur- 
vey, social  patterns,  personality  patterns,  and 
styles  of  aging  vary  independently  of  age, 
geriatric  research  will  have  to  be  reorien- 
tated toward  discovering  the  social  and  psy- 
chologic processes  which  are  relevant  to 
aging,  rather  than  relying  on  the  chronologic 
scale. 

It  would  appear  that  old  age  must  be  reck- 
oned according  to  the  ability  of  the  indi- 
vidual to  adapt  to  the  process  of  aging  and 
to  the  stresses  and  instinctive  drives  which 
accompany  it.  Selye  has  demonstrated,  in 


2.  Wolff,  Gunther  E.,  M.  D.:  Geriatric  Mental 

Patients  and  How  We  Can  Help  Them,  Geriatrics, 
1959,  14,  No.  2,  pp.  94-98. 

3.  Clow,  Hollis  E.,  M.  D.:  Panel  Discussion  on 
Some  Psychologic  and  Psychiatric  Problems  of 
Old  Age,  J.  Amer.  Geriat.  Soc.,  1956,  4,  No.  10, 
pp.  943-955. 

4.  Neugarten,  Bernice  L.,  and  Garron,  David  C.: 

Attitudes  of  Middle-Aged  Persons  Toward  Grow- 

ing Older,  Geriatrics,  1959,  14,  pp.  21-24. 


his  general  adaptation  syndrome,  that, 
whether  stress  results  from  physical  or  emo- 
tional factors,  the  same  changes  of  structure 
and  function  occur  in  living  organisms.  We 
know  that  the  mechanism  which  enables  the 
body  to  withstand  stress  or  shock  is  more 
delicately  balanced  in  older  people.  But, 
where  formerly  we  laid  the  development  of 
a psychosis  in  an  older  person  to  the  account 
of  arteriosclerosis  or  progressive  senile 
changes,  we  now  recognize  that  usually  it  is 
rather  because  that  person  has  undergone 
some  stress.  Thus,  purposeful  activity  which 
serves  to  combat  boredom — labeled  the  psy- 
chosocial disease  of  aging — takes  on  added 
importance  as  a powerful  agent  to  prevent 
premature  deterioration. 

Increased  understanding  of  the  etiology  of 
instinctive  drives  concerned  with  old  age  has 
led  to  more  effective  therapy  in  relieving 
the  emotional  tensions  and,  therefore,  stresses 
of  the  involutional  period.  In  the  human 
being  who  lives  long  enough  the  course  of 
instinctive  drives  runs  a full  cycle.  The 
singleminded,  basically  self-centered,  instinc- 
tive drive  for  self-preservation  of  childhood 
is  confronted  at  puberty  by  the  drive  for 
race  preservation,  with  resulting  feelings  of 
insecurity  and  tension.  A more  or  less  ade- 
quate adjustment  between  the  instinctive 
forces  of  self-preservation  and  race  preserva- 
tion is  maintained  through  middle  life  un- 
til the  involutional  period,  when  the  drive 
for  self-preservation  reasserts  itself.  A per- 
son’s emotional  response  to  this  adaptation 
indicates  how  successfully  he  is  adjusting  to 
the  aging  process. 

In  1948  Gitelson  listed  six  different  pat- 
terns employed  as  defense  mechanisms  for 
adjustment  to  old  age: 5 * A decreased  memory 
for  recent  events — a turning  away  from  the 
painfulness  of  the  present;  a sharpening  of 
memory  for  the  past,  especially  for  times 
when  life  was  successful;  a more  self-asser- 
tive attitude  as  compensation  for  insecurity; 
a mild  depression  caused  by  isolation  and 
the  feeling  of  loneliness;  introversions  and 

5.  Wolff,  Kurt,  M.  D.:  Definition  of  the  Geri- 
atric Patient,  Geriatrics,  1957,  12,  No.  2,  pp.  102- 
106. 
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increased  sensitivity  with  querulous  and 
paranoid  attitudes;  and  a free  floating  anxiety 
caused  by  death  among  the  same  age  group, 
especially  when  relatives  are  involved.  It 
should  be  noted  that  the  adoption  of  one  or 
more  mechanisms  in  adjusting  to  old  age  is 
but  a re-using,  or  an  accentuation,  of  con- 
ditioned responses  utilized  in  earliest  inter- 
personal relations  and  throughout  life. 

This  formulation  of  Gitelson’s  put  the  dy- 
namics of  old  age  reactions  in  the  same  cat- 
egory as  the  dynamics  of  any  other  reaction 
and  implied  that  psychotherapy  had  a place 
in  the  treatment  of  the  aged. 

Historically,  the  rationale  for  psychother- 
apy with  the  aged  has  run  a strikingly  paral- 
lel course  to  that  for  psychotherapy  as  a 
whole.  The  slow  beginning  of  geriatric  psy- 
chiatry was  marked  by  the  pessimism  of 
Freud  who  stated  that  old  people  were  too 
rigid  to  be  educable  and  that  the  time  con- 
sumed would  place  the  end  of  the  cure  at 
a period  when  “nervous  health”  was  no 
longer  important.  With  increased  interest  in 
the  subject,  a wave  of  optimism  was  initiated 
by  Abraham  and  Jelliffe  about  the  accessi- 
bility of  older  people,  and  about  how  much 
could  be  accomplished  with  them  through 
therapy.  Viewed  from  present  considered 
attitudes,  much  of  this  optimism  seems  un- 
warranted, although  Jelliffe,  himself,  sound- 
ed the  warning  note  that  for  many  patients 
the  neurosis  or  psychosis  was  a better  solu- 
tion of  their  life  difficulties  than  any  that 
an  agent  of  reality  could  offer.0 

Alexander  and  French  pointed  the  way  to 
a frankly  supportive  type  of  geriatric  psycho- 
therapy in  which  the  patient’s  need  for  as- 
sistance and  guidance  is  met  by  the  reassur- 
ing, protective,  permissive  attitudes  of  the 
therapist.  The  present  trend  of  thinking 
seems  to  be  that  the  most  therapeutic  benefit 
for  older  patients  comes  from  this  good  re- 
lationship with  the  psychiatrist,  rather  than 
from  efforts  at  depth  analysis  or  compre- 
hensive insight  therapy. 


6.  Rechtschaffen,  Allen,  Ph.D.:  Psychotherapy 

with  Geriatric  Patients:  A Review  of  the  Liter- 
ature, J.  Geront.,  1959,  14,  No.  1,  pp.  73-84. 


One  of  the  newer  developments  in  treat- 
ing emotional  disorders  in  some  elderly  bor- 
derline or  prepsychotic  patients  has  been  to 
recognize  the  need  for  involving  the  whole 
family  in  the  treatment.7  When  the  parent 
has  faced  his  own  dependency  in  a reversal 
of  roles  with  his  children  and  the  children 
have  accepted  their  responsibilities  and 
learned  to  function  as  substitute  parents  to 
their  own  parents,  some  problems  can  be  re- 
solved. 

This  demonstration  of  the  need  for  a re- 
versal of  roles  in  senescence,  and  repeated 
comparisons  of  the  period  to  that  of  child- 
hood, would  seem  to  imply  that  old  age  is 
merely  a regression  to  an  infantile  state. 
However,  Dr.  Pauline  Rosenthal  has  evolved 
a dynamic  interpretation  of  “second  child- 
hood” which  provides  a bridge  between  the 
newer  concepts  about  aging  and  the  aged, 
and  the  conditioned  culture  which  makes  no 
use  of  them.8 

Only  in  infancy  and  in  senescence  is  the 
ego  so  much  at  the  mercy  of  dangers  arising 
from  environment,  and  in  both  states  the 
ego  is  comparatively  weak.  For  the  aged, 
cultural  attitudes,  springing  from  folklore 
about  old  age,  constitute  a hostile  environ- 
ment. Our  culture  is  geared  to  the  young. 
An  aging  person,  perhaps  already  burdened 
by  fleshly  ills  or  anxieties,  and  approaching 
death,  is  confronted  by  an  unsympathetic 
society  which  consigns  him  to  the  waste  pile, 
and  dismisses  old  age  contemptuously  with 
the  label  “second  childhood.”  Dr.  Rosenthal 
points  out  that,  while  there  is  a pathologic 
childhood  which  can  be  compared  with  a 
senile  psychosis  which  exposes  unresolved 
conflicts  of  childhood  and  their  characteristic 
defenses,  there  is,  also,  in  an  accepting  en- 
vironment, a second  period  of  creativity  in 
old  people  which  can  activate  the  capacity 
for  learning,  for  pleasure,  and  for  fulfill- 
ment, which  are  distinguishing  marks  of  nor- 
mal childhood. 


7.  Sheps,  Jack,  M.  D.:  New  Developments  in 

Family  Diagnosis  in  Emotional  Disorders  of  Old 
Age,  Geriatrics,  1959,  14,  No.  7,  pp.  443-449. 

8.  Rosenthal,  Pauline,  M.  D.:  Second  Childhood, 
Geriatrics,  1955,  10,  No.  7,  pp.  306-310. 
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By  the  light  of  these  newer  concepts,  so- 
ciety and  the  medical  profession  alike  must 
reorient  themselves  to  the  phenomena  of  old 
age  when  setting  their  goals  for  the  elderly. 
We  must  recognize  that  development  of  the 
mature  emotions  which  ensure  full  enjoy- 
ment of  senescence  really  begins  at  birth, 
and  that  the  environmental  needs  of  the  aged 
are  all  lifelong  desires  to  associate  with  peo- 
ple, to  be  creative  and  to  contribute  to  one’s 
environment,  to  retain  family  ties,  security, 
individuality,  a feeling  of  worth,  and  to 
achieve  a frame  of  orientation,  of  which  some 
religious  philosophy  is  the  most  satisfactory. 

We  must  respond  to  these  needs  on  state, 
community  and  individual  levels.  It  is  grati- 
fying to  note  what  is  already  being  done  in 
the  state  toward  that  end.  There  will  soon 
open  in  Birmingham  a home  for  the  aged,  St. 
Martin’s,  operated  by  the  Episcopal  Founda- 
tion of  Jefferson  County,  with  these  stated 
policies:  To  operate  a residence  especially 

designed  for  the  elderly,  creating  an  atmos- 
phere of  love  and  fellowship  which  will  bring 
each  resident  a sense  of  belonging;  to  en- 
courage each  to  maintain  a maximum  use- 
fulness to  himself  and  to  society  by  providing 
opportunities  for  spiritual  devotion,  social 
contacts,  recreation,  educational,  physical 
and  occupational  therapy;  and  to  treat  each 
resident  as  a child  of  God,  allowing  him  a 
maximum  of  self-determination  and  privacy 
consistent  with  his  need.  In  industry,  the 
West  Point  Manufacturing  Company,  which 

operates  largely  in  Alabama,  provides  its  em- 
ployees with  a program  designed  to  prepare 
them  for  retirement. 

The  medical  profession  bears  a special  re- 
sponsibility in  this  work.  It  has  been  sug- 
gested that  practitioners  in  geriatrics  might 
benefit  from  the  example  set  at  the  other 
end  of  the  scale  by  pediatrics.  The  general 
practitioner  might  direct  a systematic  pro- 
gram of  preparation  for  his  patients,  from 
adolescence  to  old  age,  by  counselling  and  by 
supporting  programs  of  expert  advice  on  diet, 


exercise,  mental  relaxation,  social  attitudes, 
economic  planning  and  human  relations.0 

A consultant  in  preventive  medicine10  has 
observed  that  “Our  goal  for  the  elderly  is 
to  plan  for  them  so  well  that  they  will  be 
able  to  die  peacefully,  in  sleep,  at  home,  at 
a great  old  age,  without  leaving  any  regrets 
behind.”  Another11  foresees  a future  when 
the  knowledge,  wisdom  and  skills  developed 
in  earlier  years  will  be  utilized  by  society, 
and  creative  living  will  become  a way  of  life. 
Perhaps  the  greatest  contribution  of  geriatric 
psychiatry  will  be  its  influence  in  obtaining 
these  goals  for  our  senior  citizens. 


9.  Leake,  Chauncey  D.,  Ph.D.:  The  Challenge 
of  Geriatrics  in  Medical  Education,  Editorial, 
Geriatrics,  1959,  14,  No.  5,  pp.  337-339. 

10.  Bluestone,  E.  M.,  M.  D.:  Thoughts  on  the 
Geriatric  Goal,  Geriatrics,  1957,  12,  No.  9,  pp. 
553-556. 

11.  Still,  Joseph  W.,  M.  D.:  Boredom — The  Psy- 
chosocial Disease  of  Aging,  Geriatrics,  1957,  12, 
No.  9,  pp.  557-560. 


All  Surgeons  Should  Know  How  to  Revive  Heart 

— All  surgeons  should  be  required  to  learn  heart 
resuscitation  before  operating,  a South  Carolina 
doctor  said  recently. 

Dr.  William  E.  Bomar,  Jr.,  of  the  Department 
of  Surgery,  Greenville  General  Hospital,  pointed 
out  that  statistics  show  an  apparent  increase  in 
the  number  of  cases  of  cardiac  arrest  during  sur- 
gery and  said  “adequate  knowledge  of  the  ac- 
cepted methods  of  cardiac  resuscitation  should  be 
a prerequisite  for  operating  privileges,  regardless 
of  the  specialties  concerned.” 

Writing  in  the  January  2 issue  of  the  Journal  of 
the  American  Medical  Association,  Dr.  Bomar 
said  a combination  of  factors  undoubtedly  plays 
some  part  in  causing  a patient’s  heart  to  stop 
during  an  operation. 

“Many  people  blame  the  use  of  intravenously 
given  barbiturates  and  muscle  relaxants,  others 
the  use  of  too  many  different  combinations  of 
anesthetic  gases,”  he  said. 

However,  after  analyzing  30  such  cases,  Dr. 
Bomar  concluded  that  his  study  “while  limited 
in  scope,  points  to  the  lesser  importance  of  anes- 
thetic factors  in  production  of  cardiac  arrest.” 

Only  four  cases  involved  healthy  patients  who 
showed  no  preoperative  warning  symptoms,  he 
said,  while,  “in  all  other  cases,  serious  preexisting 
diseases  . . . were  present.” 

Dr.  Bomar  said  the  proper  preparation  of  the 
patient  before  an  operation  is  of  the  utmost  im- 
portance despite  advances  in  anesthesia. 
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Despite  the  fact  that  men  have  been  na- 
turally concerned  for  a long  time  with  the 
limited  life  span  with  which  the  general 
population  has  to  put  up,  and  the  occasional 
extreme  extension  which  that  life  span  un- 
dergoes, not  a great  deal  is  known  about 
the  process  of  aging.  Charcot  in  the  last  cen- 
tury published  a series  of  lectures  on  the 
diseases  of  old  age  and  referred  to  similar 
medical  treatises  from  the  time  when  the 
first  medical  works  were  printed.  Recent 
years  have  seen  a renewal  of  interest  in  the 
aging  problem  since  we  are  confronted  di- 
rectly with  an  imminent  increase  in  our  aging 
population. 

The  following  charts  from  a recent  Public 
Health  Service  publication  will  make  this 
point  better  than  words  can.  We  are  faced 
with  a population  in  which  the  older  in- 
dividuals are  becoming  more  numerous  ab- 
solutely and  relatively,  and  in  this  age  group 
disability  is  increased  and  more  medical 
care  is  required.  Hence  our  need  to  know 
more  about  the  aging  process  and  the  diseases 
of  old  age. 

Number  of  days  per 
person  per  year 

Age  Restricted  Bed 

activity  disability 

All  ages 20  8 

Under  5 13  6 

5-24  15  7 

25-64  20  7 

65  and  over 47  16 


Age 

Physician 
visits  per 
person  per 

Annual  hos- 
pital days 
per  100 

All  ages 

year 

5.3 

persons 

85.1 

Under  5 

6.4 

47.9 

5-24 

4.2 

46.3 

25-64 

5.4 

103.7 

65  and  over 

6.8 

177.8 

From  the  Department  of  Pathology,  University 
Hospital  and  University  of  Alabama  Medical  Cen- 
ter. 

The  co-author  is  a member  of  the  student  body 
of  the  Medical  College  of  Alabama. 


Total  Population  of  the  United  States,  Including 
Armed  Forces  Overseas,  by  Age:  1930-50  and 

Estimates  1960-75,  in  1,000’s. 

65  and 


Year 

All  ages 

Under  15 

15-64 

over 

1930 

123,188 

36,003 

80,480 

6,705 

1940 

132,122 

32,942 

90,150 

9,031 

1950 

151,683 

40,763 

98,633 

12,287 

1960 

180,126 

56,367 

107,980 

15,779 

1965 

195,747 

61,296 

116,813 

17,638 

1970 

213,810 

67,172 

127,089 

19,549 

1975 

235,246 

75,285 

138,089 

21,872 

THE  PATHOLOGY  OF  AGING 

Much  has  been  written  about  the  pathology 
found  in  the  aged  but  not  very  much  about 
the  pathology  of  the  aging  process  itself. 
The  cellular  changes  of  aging  have  been 
summarized  by  Cameron  (1956)  as  follows: 

“General  atrophy  in  old  age  includes  (1) 
gradual  tissue  desiccation;  (2)  retardation 
in  the  rate  of  tissue  oxidation,  shown  by  low- 
ering of  the  B.M.R.;  (3)  general  retardation 
of  cell  division,  capacity  for  cell  growth  and 
tissue  repair;  (4)  cellular  atrophy,  degen- 
eration, increased  cell  pigmentation  and  fatty 
infiltration;  (5)  gradual  decrease  in  tissue 
elasticity  and  degenerative  changes  in  elas- 
tic tissue;  (6)  decreased  speed,  strength  and 
endurance  of  skeletal  neuromuscular  reac- 
tions; (7)  decreased  strength  of  skeletal  mus- 
cles; (8)  progressive  degeneration  and 
atrophy  of  the  nervous  system  with  impaired 
vision,  hearing,  attention,  memory  and  men- 
tal endurance.  Skeletal  atrophy  especially 
affects  the  jaw  and  femur.  The  brain  shrinks, 
the  arteries  harden  and  the  pulse  rate  in- 
creases. Collagen  increases  in  the  skeletal 
muscles.” 

Bourne  (1957)  reviewed  a great  many 
studies  on  the  aging  of  mammalian  cells  and 
takes  the  interesting  (and  hopeful)  view- 
point that,  although  all  cells  age,  the  effects 
are  in  some  instances  related  to  the  endocrine 
glands.  A portion  of  the  changes  in  the  non- 
endocrine  tissues  may  be  related  to  the  aging 
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changes  in  the  endocrines,  being  at  least 
temporarily  reversible  by  appropriate  hor- 
monal treatment. 

The  morphological  changes  of  aging  are 
too  well  known  to  merit  much  discussion. 
They  have  been  recently  summarized  as  fol- 
lows: 

“Gross  appearances  of  the  aged  individual 
are  familiar  and  characteristic.  The  individ- 
ual is  frequently  bent  to  some  degree  with 
a shortened  trunk.  The  hair  is  thinned  and 
delicate.  The  face  shows  a wrinkled,  thinned, 
often  parchment-like  skin  overlying  thinned 
facial  bones.  The  mouth  is  edentulous.  The 
chest  may  be  fixed  near  or  at  inspiration  and 
appears  barrel-shaped  with  the  bones  of  the 
chest  cage  prominent.  The  abdominal  mus- 
cles are  lax.  The  external  genitalia  are  small 
and  atrophic.  The  body  hair  is  scanty  and 
delicate.  The  limb  muscles  are  atrophic  and 
flabby.  The  joints  of  the  extremities  appear 
knobby  due  to  the  muscular  wasting  and  to 
the  all  too  frequent  arthritis. 

“Examination  of  the  viscera  reveals  small- 
ness of  the  organs  with  a brown  pigmenta- 
tion diluting  and  altering  the  normal  red 
color  of  the  heart,  liver,  spleen  and  muscles. 
The  body  fat  is  deeper  than  normal  in  color, 
being  a yellow-brown  with  mucous  areas 
present  in  the  fat  overlying  the  heart  muscle 
in  the  visceral  pericardium.  The  arteries  are 
more  rigid  than  normal  and  less  elastic.  The 
shrinkage  of  the  brain  has  been  mentioned.” 

In  an  attempt  to  discover  the  diseases  with 
which  aged  individuals  die  in  Alabama  we 
have  reviewed  our  autopsy  series.  We  will 
report  the  autopsy  findings  in  100  individuals 
dying  at  75  or  over  in  the  University  Hos- 
pital, the  University  of  Alabama  Medical 
Center.  While  there  is  obvious  “selection” 
of  material  in  hospital  deaths  as  opposed  to 
deaths  outside  the  hospital,  precise  deter- 
mination of  pathology  is  possible  only  in 
autopsied  cases  since  autopsies  are  done  in 
sufficient  frequency  only  on  hospital  popula- 
tions. It  is  appreciated  generally  that  death 
certificate  statistics  have  shortcomings  and 
errors  which  decrease  their  value  as  ma- 
terials for  analysis. 


The  age  range  was  from  75  to  97.  There 
were  31  females  and  69  males.  The  data  are 
tabulated  for  age,  sex  and  race  in  Table  I. 


TABLE  i 

CAUSE  OF  DEATH  (TERMINAL  DIAGNOSIS) 


Cardiovascular  accident  and/or  disease  .....  37.5% 

(Myocardial  infarctions  verified) (5.5%) 

Lobular  pneumonia 15.5% 

Cerebrovascular  accident  and/or  disease 9.0% 

Complications  of  metastatic  carcinoma  7.0% 

Renal  failure 6.5% 

(Males)  (5.5%) 

(Females)  (1.0%) 

Pulmonary  embolism 6.0% 

Active  tuberculosis 3.0% 

Traumatic  head  injury 2.0% 

Diabetes  1.5%> 

Lobar  pneumonia 1.0% 

Tetanus  1.0% 

Blastomycosis  1.0% 

“Occlusive  vascular  phenomena 

generalized”  1.0% 

Incarcerated  hernia 1.0 %> 

Cirrhosis  1.0 % 

Meningioma  1.0% 

Multiple  aneurysms 1.0 % 

Perforated  appendix 1.0% 

Lymphosarcoma  1.0% 

Lymphoma  1.0%- 

Plasma  cell  myeloma 1.0% 


100.0% 


These  cases  were  selected  from  Autopsies 
3200  to  A-4830  of  the  University  Hospital, 
covering  the  period  from  November  19,  1953 
to  January  15,  1958.  The  only  criterion  was 
the  age  of  the  patients.  A total  of  110  cases 
over  75  years  of  age  was  present  in  the 
autopsy  series  studied.  Ten  cases  were  ex- 
cluded because  of  insufficient  data,  partial 
or  restricted  autopsy,  etc. 

The  material  was  analyzed  from  two  view- 
points: the  first,  the  pathology  encountered 
and  the  second,  the  cause  of  death.  The  re- 
sults of  these  analyses  are  the  substance  of 
the  next  section  of  this  paper. 

Atherosclerosis  was  marked  in  62%  of  the 
cases,  moderate  in  27  % of  the  cases,  and 
slight  to  mild  or  not  described  as  present  in 
11%.  Four  (4)  aneurysms  of  the  abdominal 
aorta  were  found.  Generalized  arteriolo- 
sclerosis  was  found  in  11%  of  the  cases. 

Brain  pathology  was  described  in  30%  of 
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the  cases.  Hemorrhage  was  present  in  5%, 
infarction  in  12%,  thrombosis  with  occlusion 
in  4%,  and  severe  atherosclerosis  with  en- 
cephalomalacia  in  9%. 

Heart  pathology  was  common.  Fifty-four 
% of  the  cases  showed  hypertrophy  and/or 
dilatation.  Twenty-four  % showed  valvular 
lesions  of  the  heart  and  27%  showed  old  or 
recent  myocardial  infarctions.  Pericardial 
pathology  was  found  in  16%  of  the  cases. 
Twenty-six  % were  described  as  having 
hypertensive  heart  disease  and  another  18% 
as  having  atherosclerotic  heart  disease. 

Prostatic  hyperplasia  was  found  in  58%  of 
the  males.  In  a third  of  these  it  was  associated 
with  cystitis  alone,  in  another  third  with 
pyelonephritis  alone,  and  in  one  quarter  with 
both  cystitis  and  pyelonephritis.  In  only  a 
few  cases  then  was  prostatic  hyperplasia 
present  without  further  urinary  tract  dis- 
ease. Three  cases  showed  cancer  of  the  pros- 
tate. 

Pulmonary  pathology  was  frequent.  Lobu- 
lar pneumonia  was  found  in  37%  and  lobar 
pneumonia  in  1%.  Old  tuberculosis  was  de- 
scribed in  14%  and  active  tuberculosis  in 
2%.  Emboli  and/or  thrombi  in  the  pul- 
monary arteries  was  found  in  18%.  Four 
cases  of  hydrothorax  were  seen,  as  well  as 
one  each  of  lipoid  pneumonia,  blastomy- 
cosis, primary  bronchogenic  cancer  and  me- 
tastatic carcinoma.  Eight  % of  the  cases 
showed  bronchitis,  and  a further  3%  had 
bronchitis  and  tracheitis.  Tracheitis  alone 
was  present  in  2%  of  cases. 

Gallbladder  disease  was  described  as 
cholecystitis  in  6 cases.  Gallstones  were  pres- 
ent in  15  cases.  Eight  of  these  were  females 
and  seven  were  males.  While  the  series  is 
small,  eight  out  of  thirty  one  women  is  a 
much  higher  frequency  than  the  seven  out 
of  sixty  nine  males — (females  8/31  vs.  males 
7/69). 

Esophageal  pathology  was  not  uncommon. 
Varices  were  found  in  4%,  hernia  in  2%, 
esophagitis  in  6%,  a diverticulum  in  one 
case,  and  a carcinoma  in  another. 

Stomach  and  duodenal  pathology  described 
included  eight  ulcers  and  two  neoplasms,  one 


of  these  being  a lymphosarcoma  and  the  other 
a benign  polyp.  Gastritis  was  present  in 
eleven  cases. 

Intestinal  pathology  was  frequent.  There 
were  four  cases  of  ulcerative  colitis.  Neo- 
plasms were  present  in  ten  cases,  five  of  these 
carcinomas  and  five  polyps.  Diverticula  were 
present  in  eleven  cases.  Eight  cases  of  hernia 
were  described.  Acute  abdominal  conditions 
included  a perforated  appendix  in  two  cases, 
two  cases  of  intestinal  infarction,  two  cases 
of  volvulus,  and  four  cases  of  non-specific 
intestinal  inflammation. 

Kidney  disease  was  frequent.  Forty  four 
cases  had  arteriolar  nephrosclerosis.  Forty 
one  cases  had  pyelonephritis.  The  pyelo- 
nephritis was  found  in  nearly  one  third  of 
all  the  women. 

Liver  changes  were  not  infrequent.  Five 
cases  of  cirrhosis  were  found.  Sixteen  cases 
had  fatty  change.  Over  one-third  of  the 
cases  had  chronic  congestive  liver  changes 
of  heart  failure.  Some  degree  of  liver  necro- 
sis was  present  in  nine  cases. 

In  summary,  the  pathology  found  in  these 
old  persons  gives  objective  evidence  for  the 
multiplicity  of  diseases  in  the  aged.  Rather 
than  being  surprised  at  their  death,  one  tends 
more  to  be  surprised  at  the  diseases  with 
which  they  lived.  No  mention  has  been  made 
of  the  bone  and  joint  changes  since  these 
were  rarely  alluded  to  in  the  autopsy  records 
reviewed.  We  know  from  other  evidences 
that  the  diseases  of  the  rheumatic  group  are 
very  common  in  the  elderly.  There  is  then 
a multiplicity  of  diseases  as  a characteristic 
of  aging  in  the  group  of  cases  studied. 

LeGros  Clark  has  described  the  process  of 
aging  as  that  in  which  there  is  “increasing 
liability  to  die  and  often  therefore  to  die 
from  causes  that  might  formerly  have  left 
them  unaffected.”  This  is  true  only  to  a lim- 
ited degree  since  many  of  the  disease  condi- 
tions described  above  would  have  been  fatal 
in  any  age  group. 

We  have  listed  the  causes  of  death  in  the 
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subsequent  chart  (Figure  1).  Where  one 
half  per  cent  is  given,  this  is  to  suggest  that 
two  fatal  conditions  were  present  at  one 
time.  Admittedly  such  a listing  is  very  im- 
perfect since  in  a number  of  instances  defin- 
ing a “cause  of  death”  must  be  an  approxima- 


tion. However,  the  listing  of  the  causes  of 
death  makes  a fitting  finish  for  this  review 
of  the  pathology  found  in  100  deaths  in  the 
University  Hospital,  the  University  of  Ala- 
bama Medical  Center,  the  individuals  being 
seventy  five  years  or  older. 


SOME  MEDICAL  PROBLEMS  IN  AN  AGING  POPULATION 

TINSLEY  R.  HARRISON,  M.  D. 

Birmingham,  Alabama 


Introduction.  In  our  Western  culture  the 
problems  created  by  the  steady  rise  in  life 
expectancy  are  perhaps  second  in  importance 
only  to  those  relating  to  the  uses  of  nuclear 
energy.  Even  the  medical  aspects  alone  are 
so  broad  that  the  discussion  to  follow  will 
necessarily  mention  only  a few,  and  will 
consider  these  as  examples. 

Until  comparatively  recently,  no  clear  dis- 
tinction had  been  drawn  between  those 
diseases  which  are  mainly  the  result  of 
atheromatous  changes  in  major  blood  vessels, 
and  which  occur  commonly  in  older  persons, 
and  those  disorders  which  are  to  be  consid- 
ered as  an  essentially  physiologic  effect  of 
aging,  in  the  sense  that  they  tend  to  occur 
to  some  degree  in  most  older  persons.  Since 
there  is  increasing  evidence  that  atheroma- 
tous disease  may  be  preventable,  while  as 
yet  there  is  no  evidence  whatever  justifying 
optimism  concerning  the  prevention  of  what 
we  might  call  “physiologic  aging,”  the  dis- 
tinction between  these  two  processes,  which 
often  occur  in  the  same  organs  of  the  same 
patient,  begins  to  assume  practical  impor- 
tance. Such  distinction  as  can  now  be  made 
is  largely  the  outgrowth  of  the  concepts  and 


publications  of  William  Dock.  He  has  re- 
peatedly emphasized  that  the  leaves  on  the 
trees  do  not  become  brown  and  fall  because 
of  arteriosclerosis.  He  likewise  has  pointed 
out  that  the  wrinkled  face,  the  white  hair, 
and  the  baldness  so  commonly  observed  in 
elderly  males  are  not  related  to  local  ar- 
terial disease  but  are  to  be  considered  a part 
of  physiologic  involution. 

We  may  define  “physiologic  aging,”  then, 
as  a change  in  an  area  of  the  body  which 
tends  to  occur  in  some  degree  in  all  elderly 
persons  of  a given  sex,  and  consider  the 
pathologic  processes  of  aging  as  those  which 
are  frequent  in  older  subjects  but  are  in 
no  sense  inevitable.  The  latter  are  in  most 
instances  actually  the  result  of  vascular  dis- 
ease. 

The  Arteries.  A distinction  here  should  be 
drawn  between  that  type  of  arterial  disease 
which  is  characterized  by  fibrosis,  dilatation, 
and,  frequently,  by  medical  calcification 
(Monckberg’s  sclerosis) , and  which  does  not 
narrow  the  lumen  of  the  affected  arteries, 
and  those  alterations  which  are  secondary 
to  intimal  atheromatosis.  The  available,  al- 
though admittedly  incomplete,  evidence  of- 
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fers  strong  hope  that  the  latter  may  be  pre- 
ventable but,  as  mentioned  above,  we  have 
as  yet  no  evidence  that  the  more  subtle  pro- 
cesses of  what  is  here  called  “physiologic 
aging”  can  be  prevented. 

Systolic  and  Diastolic  Hypertension.  The 
normal  and  natural  increase  in  rigidity  of 
the  large  arteries  in  older  subjects  produces 
a rise  in  systolic  blood  pressure.  So  long  as 
the  diastolic  pressure  remains  entirely  nor- 
mal, this  systolic  rise  carries  relatively  little 
hazard  and  should  not  be  looked  upon  as 
disease.  The  importance  of  this  concept,  in 
relation  to  the  granting  or  withholding  of 
life  insurance  to  older  persons  who  desire 
it,  requires  no  elaboration. 

On  the  other  hand,  the  rise  in  diastolic 
pressure  which,  while  less  common,  is  still 
frequently  observed  in  older  subjects,  is  a 
different  matter.  We  do  not  know,  in  most 
instances,  the  exact  mechanism  of  this  so- 
called  “essential”  hypertension.  Even  so,  we 
do  know  that  the  mortality  in  persons  who 
display  it  is  distinctly  higher  than  that  in 
comparable  age  groups  with  normal  diastolic 
pressures. 

The  Heart.  Here  again,  there  are  two  differ- 
ent and  probably  entirely  independent  pro- 
cesses, which  are  often  confused  because  they 
so  frequently  occur  in  the  same  patient.  One 
of  these  is  atheroma  of  the  coronary  arteries. 
In  a large  fraction  of  individuals  with  this 
disorder  symptoms  never  occur,  either  be- 
cause the  arteries  are  roughened  but  not  nar- 
rowed and  the  individual  is  fortunate  enough 
to  develop  no  clots  in  them,  or  because  such 
narrowing  as  does  occur  is  followed  by  com- 
plete compensation  in  terms  of  widened  col- 
laterals. Unfortunately,  a large  fraction,  and 
probably  the  majority  of  persons  with  sig- 
nificant coronary  atheroma,  do  develop  one 
or  more  of  the  four  fearsome  complications: 
angina  pectoris,  myocardial  infarction,  sud- 
den death,  or  congestive  heart  failure. 

The  presence  of  ischemic  pain  is  the  hall- 
mark of  coronary  artery  disease.  Electro- 
cardiographic changes,  although  present  in  a 
large  fraction  of  such  patients,  are  far  less 
reliable  as  an  index.  A host  of  disorders  may 


lead  to  T-wave  changes,  mimicking  those  fre- 
quently observed  in  patients  with  coronary 
disease;  and  certain  innocent  processes,  such 
as  old  healed  scars  due  to  cardiac  contusion 
from  accidents,  may  lead  to  marked  alter- 
ations in  the  QRS  complex.  Only  occasion- 
ally will  the  electrocardiogram  be  a reliable 
tool  in  the  diagnosis  of  ischemic  heart  disease 
unless  it  is  considered  in  the  context  of  the 
clinical  picture  which,  when  properly  inter- 
preted, is  usually  the  more  delicate  guide. 

At  autopsy  one  occasionally  sees  an  entirely 
different  picture.  This  occurs  in  elderly  sub- 
jects who,  having  developed  progressive 
dyspnea  on  exertion,  then  shortness  of  breath 
at  rest,  and,  finally,  anasarca,  eventually 
succumb  to  what  is  too  often  mislabeled  as 
“arteriosclerotic  heart  disease.”  To  the  sur- 
prise of  the  clinician,  the  pathologist  may 
find  a heart  which  displays  only  hypertrophy 
and  dilatation,  with  minimal  atheromatous 
deposits  in  the  coronary  arteries,  no  narrow- 
ing of  their  lumens,  and  absent  or  few  patchy 
microscopic  fibrotic  scars.  This  is  the  picture 
which  has  been  described  by  William  Dock 
under  the  name  “presbycardia.”  When,  as  is 
often  the  case,  one  has  students  who  are 
allergic  to  names  of  Greek  or  Latin  origin,  the 
term  “senile  heart  disease”  is  perhaps  simpler 
and  equally  descriptive.  Such  hearts  rep- 
resent the  state  of  a myocardium  which  is 
simply  worn  out  because  of  too  many  birth- 
days. It  is  highly  likely  that  this  occurs  in 
some  degree  in  all  so-called  “normal”  elderly 
persons.  Hence  the  senile  heart  must  be  con- 
sidered as  the  involutionary  and  physiologic 
aspect  of  aging  in  contradistinction  to  the 
heart  with  clear  clinical  and  pathologic  evi- 
dence of  ischemia,  which  is  a manifestation 
of  a pathologic  process.  Unfortunately,  the 
widespread  and  inaccurate  usage  of  the  term 
“arteriosclerotic  heart  disease”  has  tended  to 
prevent  a clear  concept  of  the  frequency  and 
significance  of  the  “birthday”  heart. 

Admittedly,  the  example  cited  above  of 
an  elderly  person  with  clinical  manifesta- 
tions of  well-marked  congestive  failure,  who 
never  had  hypertension  during  life  and  who 
at  autopsy  exhibits  only  dilatation  and  hyper- 
trophy, is  relatively  rare.  Much  more  com- 
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mon  is  the  situation  in  which  a burden  such 
as  a relatively  slight  valvular  deformity, 
thyrotoxicosis,  or  a mild  degree  of  hyper- 
tension leads  to  heart  failure  in  an  older 
subject  who,  had  he  been  twenty  years 
younger,  would  have  tolerated  the  same  bur- 
den with  no  symptoms  whatever.  Thus  the 
senile  heart  is  a relatively  uncommon  cause 
per  se  of  clinical  manifestations,  but  is  a com- 
mon secondary  cause  of  congestive  heart  fail- 
ure and  death. 

The  heart  of  a dog  attached  to  the  lungs 
but  removed  otherwise  from  the  body  (the 
heart-lung  preparation  of  Starling)  beats 
vigorously  at  first.  After  some  hours  the 
beat  becomes  more  feeble  and  a load,  in  terms 
of  elevation  of  the  venous  reservoir  or  of 
the  peripheral  resistance  which  was  readily 
tolerated  at  the  beginning  of  the  experiment, 
is  sufficient  to  cause  cverdistention  and  rapid 
death  of  the  preparation.  Thus  it  would  ap- 
pear that  within  a few  hours  the  heart  out- 
side of  the  body  undergoes  certain  subtle  and, 
as  yet  unknown,  biochemical  changes  which 
are  similar  to  and  possibly  identical  with 
those  occurring  in  the  body  during  a period 
of  many  decades. 

The  Lungs.  The  physiologic  processes  of 
aging  are  not  limited  to  the  heart.  In  the 
case  of  the  lungs  there  is  a superficial  resem- 
blance between  the  obstructive  bronchitic 
emphysema  of  middle-aged  persons,  which 
frequently  terminates  in  right-sided  heart 
failure  and  death  (cor  pulmonale),  and  the 
atrophic  or  senile  emphysema  of  the  aging 
subject.  The  latter  disorder,  which  is  a wear- 
ing out  of  elastic  tissue  and  appears  to  be 
analogous  to  changes  occurring  in  a rubber 
band  when  it  is  stretched  and  released  many 
hundreds  of  times,  rarely  causes  serious 
symptoms  unless  complicated  by  infections, 
a senile  myocardium  or  some  other  condition. 

Other  Organs.  Most  elderly  patients  with 
diabetes  display,  in  the  pancreatic  islets,  lit- 
tle or  no  structural  change  detectable  by  the 
usual  methods.  It  is  still  uncertain  whether 
one  should  regard  diabetes  in  such  subjects 
as  representing  biochemical  aging.  The  same 
uncertainty  applies  to  the  atrophy  of  the 
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gastric  mucosa,  with  the  subsequent  anacid- 
ity  which  is  so  common  in  healthy  elderly 
persons.  To  what  extent  this  physiologic 
aging  predisposes  to  such  undoubtedly  path- 
ologic processes  as  carcinoma  of  the  stomach 
and  pernicious  anemia  remains  to  be  eluci- 
dated. 

There  are  few  persons  who  at  age  70  are 
capable  of  lifting  as  great  a weight  as  could 
have  been  easily  raised  at  age  30.  These  are 
“birthday”  muscles,  but  should  not  be  con- 
sidered diseased  muscles. 

The  Brain.  The  chief  purpose  in  citing  the 
foregoing  illustrations  of  the  desirability  of 
distinguishing  the  physiologic  from  the  fre- 
quently concurrent  pathologic  disorders  of 
older  persons  has  been  to  afford  illustrations 
which  are  applicable  to  the  brain.  Our  ideas 
concerning  the  wisdom  of  old  age  were  de- 
veloped during  previous  centuries  when 
youth  ended  and  economic  productivity 
started  in  the  teens,  when  people  were  con- 
sidered mature  at  30,  old  and  wise  at  40,  and 
were  usually  dead  at  50.  Our  thinking  about 
the  brain  of  older  people  is  still  conditioned 
by  such  a saying  as  “Young  men  think  old 
men  are  fools,  but  old  men  know  young  men 
are  fools,”  and  by  Francis  Bacon’s  statement 
that  “Young  men  are  fitter  to  invent  than  to 
judge.”  These  proverbs  are  no  longer  true 
when  our  life  expectancy  is  70,  when  many 
are  beyond  80,  and  when  persons  at  40  are 
considered  to  be  still  young. 

A few  fortunate  individuals  retain  full 
mental  powers  into  the  ninth  decade  and  even 
beyond,  but  this  is  not  true  of  most.  Whether 
the  exceptional  persons  remain  useful  and 
productive  because  cerebral  aging  is  slow,  or 
whether  they  age  slowly  because  they  are 
still  productive  and  useful  is  uncertain.  It 
is  at  least  possible  that  there  is  some  truth 
in  both  points  of  view.  Anyone  who  has 
watched  the  rapid  withering  of  mental  pow- 
ers in  persons  who,  recently  vigorous,  have 
retired  to  nothing  tends  to  wonder  which 
is  cause  and  which  is  effect. 

In  the  brain,  as  in  the  heart,  there  are  two 
processes  which  often  proceed  concurrently 
but  which  may  develop  entirely  separately. 
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One  of  these  is  the  focal  vascular  disease 
which  produces  severe  physical  defects  such 
as  hemiplegia,  and  which  is  often  accom- 
panied by  little  or  no  mental  impairment 
unless  certain  specific  integrative  areas  are 
involved.  The  other  process  is  the  diffuse 
cerebral  degeneration  or  atrophy  which  is 
probably  unrelated  to  cerebral  arteriosclero- 
sis. This  leads  to  impairment  of  personality 
and  judgment.  Such  a process  may  begin  be- 
fore 50,  or  may  be  still  absent  during  the 
ninth  decade.  Among  the  early  signs  are 
the  tendency  to  disapprove  of  every  foible  of 
the  next  generation,  the  unwillingness  to  re- 
ceive new  ideas,  and  the  preoccupation  with 
minutiae  at  the  expense  of  other  matters. 
Frequently,  and  contrary  to  the  widely  held 
view,  the  tragic  impairment  of  judgment 
proceeds  more  rapidly  than  the  less  important 
defect  of  memory.  The  common  assumption 
that  cerebral  arteriosclerosis  is  responsible 
for  the  diffuse  degeneration  and  atrophy  en- 
countered at  necropsy  in  the  brains  of  such 
persons  is  without  justification. 

Methods  for  detection  of  these  subtle  al- 
terations in  personality  and  judgment,  while 
they  are  still  in  the  early  stage,  are  lacking 
at  present.  The  economic  value  to  large  cor- 
porations of  the  development  of  such  methods 
is  obvious.  One  wonders  whether,  in  addi- 
tion to  the  increasing  tendency  of  such  or- 
ganizations to  provide  periodic  health  exami- 
nations for  key  executive  personnel,  the  sup- 
port of  research  aimed  at  developing  new 
procedures  for  detecting  these  changes  at  an 
early  stage  might  not  represent  an  excellent 
long-range  investment. 

This  pseudophilosophic  discussion  has  prac- 
tical aims.  If  we  of  the  medical  profession 
are  to  serve  an  aging  population  to  the  best 
of  our  abilities,  we  need  to  pursue  several 
aims:  The  first  is  to  be  concerned  with  the 
social  and  economic  implications  of  our  scien- 
tific advances.  The  second  is  to  learn  more 
about  those  disorders  of  older  persons  which 
are  the  result  of  pathologic  structural  change 
and  are  usually  due  to  narrowed  blood  ves- 
sels. Such  disorders  can,  with  present  knowl- 


edge, be  delayed  and  perhaps  may  soon  be 
entirely  preventable.  Thirdly,  we  must  de- 
velop clear  conceptions  of  those  processes 
which  in  our  present  dependence  upon  mor- 
phology rather  than  chemical  pathology  must 
be  regarded  as  physiologic  in  the  sense  that 
they  tend  to  affect  all  older  persons,  although 
at  widely  different  ages  and  in  markedly 
varying  degrees.  One  hopes  that  the  time  will 
come  when,  in  addition  to  more  individual- 
ized rules  concerning  the  retirement  age,  bet- 
ter planning  toward  usefulness  and  happiness 
after  formal  retirement,  we  as  physicians  may 
be  able  to  play  our  role  in  truly  enabling  the 
elderly  person  to  say 

“The  best  is  yet  to  be, 

The  last  of  life,  for  which  the  first  was 
made.” 


The  rapid  progress  made  by  medical  research 
against  viral  diseases  over  the  past  decade  is 
described  in  the  current  issue  of  Patterns  of  Dis- 
ease, a publication  prepared  for  and  distributed 
to  the  medical  profession  by  Parke,  Davis  & Com- 
pany. 

In  1948,  according  to  Patterns,  some  60  viruses 
were  known  to  be  associated  with  infections  in 
man — two-thirds  of  them  being  transmitted  by 
insects  and  infected  animals,  with  man  as  only 
the  secondary  host.  By  1958,  more  than  90  human 
viruses  had  been  recognized  and  studied  in  the 
laboratory.  “New  laboratory  techniques  have 
opened  up  a Pandora’s  Box  of  viral  agents,  and 
at  present  several  hundred  apparently  new  viruses 
isolated  in  world-wide  laboratories  await  classi- 
fication.” 

However,  still  looming  as  a major  puzzle  for 
research  is  “how  to  match  the  virus  to  the  disease,” 
Patterns  points  out.  “Apparently,  each  of  certain 
types  of  viruses  can  produce  several  distinct  ill- 
nesses,” Patterns  reports.  “On  the  other  hand, 
one  disease  can  be  caused  by  several  viruses  of 
different  types.”  Simultaneous  infections  may  be 
caused  by  several  viruses,  particularly  in  infants. 


What  does  the  future  hold  for  the  patient  with 
rheumatic  fever?  In  most  cases,  a return  to  com- 
pletely normal  living,  according  to  Patterns  of 
Disease.  In  one  study  cited,  nearly  two  out  of 
three  patients  with  the  illness  endured  no  physical 
restrictions  whatsoever. 

“When  heart  damage  exists,”  the  report  says, 
“the  patient  should  be  encouraged  to  engage  in 
activities  that  do  not  overtax  his  physical  ca- 
pacity.” But  Patterns  warns  against  overprotec- 
tion and  unnecessary  restrictions  of  a patient’s 
physical  activities.  Rather  than  helping  a per- 
son on  the  road  to  normalcy,  such  over-attentions 
“may  result  in  development  of  cardiac  neuroses 
by  patients.” 
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RETIREMENT  AND  VOLUNTARY  HEALTH  INSURANCE 

RHODES  JOHNSTON,  M.  D. 

Birmingham,  Alabama 


Is  retirement  a problem,  and  what  medical 
implications  does  it  have?  Retirement  for 
some  seems  to  be  quite  a problem.  First, 
there  is  the  reduced  income,  and,  second, 
there  are  the  lost  social  contact  and  purpose 
for  which  many  have  no  substitute.  The  re- 
sult is  idleness  and  deterioration  of  mind  and 
body.  As  someone  has  aptly  stated,  “What 
one  does  not  use  he  loses.”  In  a recent  survey 
it  was  shown  that  retirement  was  less  well 
tolerated  by  the  members  of  the  laboring 
class  than  by  the  owner-management  class; 
however,  it  was  greatly  influenced  by  the 
sort  of  person  the  individual  was  and  had 
been.  The  worker  who  took  great  pleasure 
and  pride  in  his  work  did  not  look  forward 
to  retirement  but  usually  was  able  to  chan- 
nel his  interest  into  other  things,  but  the 
worker  who  worked  only  for  financial  in- 
come usually  did  very  poorly  with  his  added 
leisure. 

Retirement  should  be  differently  designed 
on  at  least  two  occupational  levels.  One  pro- 
gram should  meet  the  needs  of  upper  level 
occupational  groups,  who  seem  to  have  rela- 
tively favorable  attitudes  and  plans  for  their 
old  age  but  who  may  need  the  opportunity 
to  reinterpret  and  assimilate  their  knowl- 
edge; and  a second  program  should  be  de- 
signed for  the  manual  worker,  who,  although 
he  may  have  favorable  abstract  concepts  of 
retirement  and  old  age,  cannot  find  within 
these  abstractions  the  promise  of  a meaning- 
ful and  well-rounded  life  for  himself. 

The  quest  and  goal  of  labor  are  to  win  se- 
curity, comfort,  rest,  freedom  from  worry, 
freedom  from  hard  work,  and  freedom  from 
struggle.  And  yet,  the  irony  of  it  is  that 
when  a person  finally  and  completely 
achieves  such  a goal  he  is  through  and  he 
might  as  well  be  dead.  The  essence  of  life 
is  its  struggle,  and,  as  Robert  Louis  Steven- 
son said,  “To  travel  hopefully  is  better  than 
to  arrive.” 

The  old  saying  that  “with  retirement  one 
can  look  to  an  early  grave”  has  not  been 


statistically  proven,  yet  has  some  validity. 
Another  interesting  aspect  of  retirement  is 
that  in  situations  where  there  was  an  op- 
tional retirement  age  over  half  the  individ- 
uals took  retirement  early  even  though  they 
received  smaller  pensions. 

Of  course,  productivity  cannot  be  assayed 
at  a chronological  age  and  is  an  individual 
characteristic.  It  would  seem  that  industry 
could  have  an  optional  retirement  plan  be- 
tween 65  and  70  for  those  qualified  both  phy- 
sically and  mentally.  It  is  difficult  to  work 
out  such  a plan,  for  to  be  retired  at  a purely 
productivity  level  would  be  a tremendous 
psychic  blow  to  the  individual  so  retired  at 
an  early  age.  However,  with  people  living 
longer  and  staying  healthier,  the  retirement 
age  must  become  more  flexible. 

Many  large  companies  have  consulting  de- 
partments which  help  to  give  their  retired 
workers  financial  guidance,  job  counseling, 
and  placement.  Such  counseling  has  proved 
very  helpful  to  many. 

What  is  the  physician’s  role?  Many  middle- 
aged  and  older  job  seekers  are  denied  em- 
ployment as  a direct  or  indirect  result  of  the 
doctor’s  statements  or  judgments.  The  doc- 
tor should  carefully  weigh  the  individual’s 
capacities  and  consider  the  minimum  physi- 
cal requirements  of  the  job.  He  should  also 
combat  the  prejudice  and  discrimination  that 
exist  concerning  the  productivity  and  per- 
formance of  the  older  worker.  He  should  be 
familiar  with  the  existing  services  and  pro- 
grams designed  to  enable  older  persons  to 
find  employment.  He  should  help  his  older 
patients  to  prepare  realistically  for  retire- 
ment. 

The  physician  in  private  practice  can  make 
some  deductions  about  the  extent  to  which 
a worker  depends  on  his  work  long  before 
his  prospective  retirement.  If  he  recognizes 
a need  for  greater  breadth  of  interest  and 
activity  and  for  planning,  he  can  counsel  the 
patient  accordingly  and  possibly  help  him 
to  make  the  indicated  adjustments. 
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The  doctor  can  advise  his  patients  that  fi- 
nancial planning  should  start  many  years 
prior  to  retirement,  that  he  should  own  his 
home  and  be  free  from  debt,  and  establish  a 
separate  budget  for  retirement.  He  should 
point  out  that  good  health  is  all  important 
and  should  begin  with  good  health  habits 
early.  Effective  planning  for  retirement  must 
be  a joint  venture  of  husband  and  wife.  Goals 
must  be  flexible  and  realistic — adapted  to 
personal  and  family  needs  and  to  a changing 
economy. 

Human  progress  is  always  slow — always 
struggling  to  arrive.  First,  a period  of  de- 
velopment and  exchange  of  ideas,  second,  the 
ideas  are  experimentally  tested,  third,  one 
or  more  of  the  successful  experiments  are 
adopted  on  a large  scale,  and,  finally,  there 
is  the  general  acceptance  of  a successful  pat- 
tern with  minor  variations. 

As  far  as  the  pattern  of  retirement  of  older 
workers  is  concerned  we  are  still  largely  in 
the  first  and  second  stages.  I am  confident 
that  we  have  the  ingenuity  to  solve  this  as 
yet  unsolved  and  difficult  problem.  There 
cannot  be  one  simple  easy  answer  and  a va- 
riety of  devices  must  be  employed.  But 
American  intelligence  and  resourcefulness 
have  not  declined  with  time. 

Voluntary  health  insurance  now  covers 
about  39%  of  persons  in  this  country  aged  65 
and  over.  Only  26%  were  covered  in  1952 — 
certainly  an  encouraging  trend.  Health  in- 
surance is  generally  obtained  through  group 
plans  at  the  worker’s  place  of  employment. 
Average  cost  is  $4.00  per  month.  More  wide- 
spread enrollment  is  still  needed,  however. 
The  older  group  is  all  too  casual  about  prepa- 
rations to  meet  its  almost  inevitable  sickness 
costs.  Only  3%  of  the  aged  who  have  tried  to 
get  health  insurance  have  been  turned  down. 
Twenty  five  per  cent  of  those  over  65,  or 
50,000,  are  now  covered  by  Blue  Cross-Blue 
Shield  in  Alabama. 

On  the  credit  side,  persons  approaching  65 
are  today  receiving  increasing  opportunities 

to  extend  coverage  beyond  retirement  age. 
Efforts  are  being  made  to  keep  down  the  costs 
of  treating  the  aged  through  such  methods 


as  home-care  programs,  and  many  doctors 
will  treat  aged  persons  with  low  incomes  at 
reduced  fees. 

Blue  Cross  of  Alabama  has  begun  a pilot 
plan  for  insuring  the  aged  featuring  the  use 
of  home  care — that  is,  the  Visiting  Nurse  As- 
sociation. The  main  objective  is  to  decrease 
length  of  hospital  stay.  The  over-all  objec- 
tive will  be  to  benefit  the  patient  subscriber 
medically  and  economically.  The  plan  is  de- 
signed toward  an  over-all  reduction  in  the 
cost  of  hospital  and  medical  care  without  sac- 
rifice of  quality  of  the  service  to  the  patient. 

At  present,  Blue  Cross  and  Blue  Shield  are 
available  to  persons  up  to  the  age  of  70  and 
subscribers  are  not  dropped  after  reaching 
this  age.  During  the  past  year  Blue  Cross-Blue 
Shield  of  Alabama  moved  (1)  to  upgrade 
health  coverage  for  its  members,  and  (2)  to 
offer  coverage  to  senior  citizens  up  to  70 
years.  They  are  now  offering  their  compre- 
hensive coverage — the  $25.00  deductible  con- 
tract— to  individual  applicants  up  to  age  70. 
Already  more  than  50,000  persons  65  years 
and  older  have  Blue  Cross-Blue  Shield  cov- 
erage which  they  obtained  while  employed 
in  a group,  and  10,000  more  have  an  indi- 
vidual contract.  The  cost  for  an  unmarried 
man  up  to  70  years  of  age  is  $3.00  per  month. 
Mutual  of  Omaha  offers  a policy  at  any  age 
for  $8.50  per  month  per  person  with  fair 
coverage. 

It  must  be  remembered  that  in  Alabama 
the  largest  group  of  persons  over  the  age  of 
65  is  in  an  economic  bracket  which  cannot 
afford  any  voluntary  health  insurance  at  the 
present  rates.  It  would  seem  that  the  prev- 
alent trend  toward  total  medical  insurance 
should  be  reversed  so  that  the  cost  could 
be  lower.  This  could  be  accomplished  by 
use  of  more  deductible  and  catastrophe 
clauses  in  policies.  The  more  benefits  or  cov- 
erage a health  insurance  policy  has  the  great- 
er the  tendency  for  abuse,  and  consequently 
the  higher  the  cost.  Another  grave  danger 
in  the  trend  of  total  coverage  for  medical  ex- 
penses is  the  use  of  health  insurance  and  old 
age  benefits  as  a political  football. 


FEBRUARY  I960— VOL.  29,  NO.  8 


285 


HEALTH  PROGRAMS  FOR  THE  AGING 


BIBLIOGRAPHY 

1.  Burgess,  Ernest  W.,  Ph.D.:  Occupational 

Differences  in  Attitudes  Towards  Aging  and  Re- 
tirement, J.  Gerontology,  Vol.  13,  1958. 

2.  Criteria  for  Retirement.  Report  of  a Na- 
tional Conference  on  Retirement  of  Older  Work- 
ers, G.  P.  Putnam  Sons. 


3.  Odell,  Charles  E.:  Productivity  of  the  Older 
Worker,  Geriatrics,  July  1959. 

4.  Randall,  Helen,  M.  A.:  Physical  Therapy  Re- 
view, Vol.  37,  No.  12,  1957. 

5.  Roberts,  Norbert  J.,  M.  D.:  Problems  of  Re- 
tirement, J.  Am.  Geriatrics  Society,  March  1958. 


PUBLIC  HEALTH  PROGRAMS  FOR  THE  AGING 

IRA  L.  MYERS,  M.  D. 

Montgomery,  Alabama 


Public  health  in  Alabama  is  changing  to 
meet  the  needs  of  an  aging  population.  One 
factor  in  the  change  is  a shift  in  the  causes 
of  death  and  disability.  From  1900  to  1950 
the  population  of  Alabama  in  the  age  group 
65  and  over  increased  375  per  cent.  The  total 
population  increased  only  70  per  cent.  This 
change  in  composition  of  the  population  ap- 
pears to  be  a continuing  trend.  At  the  present 
time,  7.6  per  cent  of  the  State’s  total  popula- 
tion is  65  years  old  or  older. 

A recent  study  reveals  that  in  1956  diseases 
of  the  heart  and  vascular  system  caused  two- 
thirds  of  all  deaths  in  persons  over  65.  The 
second  leading  cause  of  death  was  cancer, 
which  caused  12.6  per  cent  of  the  deaths  in 
this  group.  Third  leading  cause  was  acci- 


PERCENTAGE  OF  TOTAL  POPULATION  65  YEARS 

AND  OVER 


dents  which  accounted  for  2.8  per  cent. 
Deaths  from  all  other  causes  comprised  only 
17.8  per  cent  of  the  total.  Chronic  diseases, 
then,  account  for  a majority  of  deaths  of 
persons  over  65. 

Current  reports  of  the  State  Department 
of  Pensions  and  Security  show  that  100,178 


POPULATION  65  YEARS  AND  OVER 

United  States 


Year  Per  Cent 


1880  3.4 

1890  3.9 

1900  4.1 

1910  4.3 

1920  4.7 

1930  5.4 

1940  - 6.8 

1950  8.2 

1960  8.7 

Alabama 

1880  2.7 

1890  2.8 

1900  3.0 

1910  3.1 

1920  3.6 

1930  3.8 

1940  4.8 

1950  6.5 

1960  7.6 


persons  in  the  subject  age  group  are  receiv- 
ing public  assistance.  This  is  about  41  per 
cent  of  the  State’s  65  and  over  population. 
The  large  number  of  older  persons  receiving 
public  assistance  is  materially  increased  by 
unexpected  illness  and  hospitalization  since 
many  older  persons  who  have  made  adequate 
provisions  for  themselves  in  time  of  health 
become  medically  indigent  when  the  unusual 
occurs.  This  is  a problem  of  constantly  in- 
creasing scope  to  a population  which  is  living 
longer,  which  is  experiencing  more  long-term 
illness  which  must  be  paid  for  at  ever-higher 
rates,  and  which  is  trying  to  live  on  fixed 
incomes  in  a period  of  progressive  devalua- 
tion of  the  dollar. 

These  are  some  of  the  considerations  which 
led  the  State  Department  of  Public  Health 
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two  years  ago  to  develop  a plan  to  strengthen 
its  program  in  chronic  diseases  and  health 
of  the  aged.  Among  the  purposes  of  the  pro- 
gram are  the  following:  (1)  to  initiate  a 

statewide  program  aimed  at  the  early  de- 
tection and  prevention  of  chronic  disease, 
(2)  to  study  the  needs  of  the  State  for  the 
control  of  chronic  disease  and  the  health  of 
the  aged,  (3)  to  work  toward  improvement 
in  the  quality  and  quantity  of  care  rendered 
in  nursing  homes  and  related  facilities 
throughout  the  State,  (4)  to  encourage  the 
utilization  of  local  facilities  and  health  per- 
sonnel to  improve  or  increase  the  amount 
and  quality  of  preventive  and  diagnostic 
services  in  chronic  diseases,  (5)  to  promote 
and  conduct  studies  and  demonstrations  in 
the  chronic  disease  field  on  a pilot  project 
basis,  (6)  to  recruit  and  train  personnel  for 
programs  relating  to  chronic  disease  control 
and  health  of  the  aged,  and  train  presently 
employed  health  personnel,  and  (7)  to  pre- 
pare and  distribute  informational  and  edu- 
cational materials  to  meet  this  specific  need. 

To  date,  major  efforts  in  this  program  have 
been  concentrated  on  improvement  of  nursing 
homes.  Through  the  services  of  a clinical 
nurse  consultant  and  a nutritionist  consult- 
ant, this  effort  has  been  directed  toward 
improving  personal  care  offered  in  nursing 
homes.  Their  services  are  available  on  an 
individual  or  group  basis  at  the  request  of 
the  nursing  home  administrators. 

These  consultants  have  worked  closely  with 
staff  members  of  the  State  Department  of 
Public  Health’s  Division  of  Hospital  Plan- 
ning who  carry  out  the  licensure  program 
for  nursing  homes.  This  program  has  been 
in  operation  since  1950.  When  the  State 
Board  of  Health  was  given  authority  to  pre- 
scribe and  enforce  standards  governing  nurs- 
ing homes,  the  program  was  conceived  as  an 
opportunity  to  help  operators  improve  their 
facilities  rather  than  as  a punitive  program. 
Having  been  administered  in  this  spirit,  the 
program  has  met  with  considerable  success, 
and  many  nursing  homes  had  complied  with 
the  current  rules  and  regulations  by  Novem- 
ber 1959,  the  deadline  for  such  compliance. 

The  need  for  more  nursing  homes  has  also 


been  a matter  of  concern  to  the  Health  De- 
partment. There  are  now  77  such  facilities 
with  approximately  2,458  beds,  20%  of 
which  are  skilled  nursing  homes.  It  is  es- 
timated that  we  need  about  4,000  more 
nursing  home  beds.  For  several  years  there 
was  little  progress  in  this  area.  Since  1954, 
however,  Hill-Burton  funds  have  been  avail- 
able for  the  construction  of  nursing  homes 
and  chronic  disease  hospitals.  Two  nursing 
homes  have  already  been  completed  under 
the  Hill-Burton  program,  two  are  under  con- 
struction, two  have  been  approved,  and  ap- 
plications are  on  file  for  eight.  Three  chronic 
disease  hospitals  have  been  completed,  one 
is  under  construction,  one  has  been  approved, 
and  applications  for  three  are  on  file.  Thus, 
it  appears  that  the  Hill-Burton  program  may 
be  of  considerable  aid  in  alleviating  the 
shortage  of  nursing  home  beds. 

As  part  of  the  program  in  chronic  diseases 
and  aging,  nursing  homes  in  Jefferson  Coun- 
ty are  being  served  through  the  local  health 
department.  Here,  public  health  nurses,  a 
nutritionist  and  sanitarians  are  available  to 
give  instruction  in  nursing  care,  to  give  in- 
struction in  the  selection  and  preparation  of 
food,  and  to  offer  suggestions  and  consulta- 
tion in  environmental  sanitation  and,  gen- 
erally, to  promote  better  operation  and  a 
broader  understanding  of  services  available 
through  the  county  health  department. 

A pilot  study  chronic  disease  program  op- 
erated by  the  Jefferson  County  Health  De- 
partment is  beginning  its  third  year  of  oper- 
ation. Its  principal  aim  is  to  conduct  a case 
finding  program  in  chronic  disease  and  dis- 
ability. Diagnostic  services,  supervision,  ob- 
servation and  care,  and  a home  nursing  and 
nursing  home  service  are  provided.  Only 
persons  who  are  medically  indigent  are 
served  in  this  program.  Among  its  specific 
objectives  are  (1)  to  determine  how  a health 
department  chronic  disease  program  can  be 
integrated  with  hospital,  out-patient,  nurs- 
ing home  and  home  care  of  the  chronically 
ill  to  the  best  advantage  of  the  community; 
to  conduct  research  on  administrative  pro- 
cedure, (2)  to  define  more  clearly  the  phy- 
sical and  mental  problems  of  the  chronically 
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ill;  to  conduct  medical  research,  and  (3)  to 
work  closely  with  other  agencies  in  develop- 
ing added  services  while  avoiding  duplication 
of  services  now  being  performed. 

In  a study  made  this  year  of  the  services 
of  this  clinic,  information  was  obtained  about 
211  patients.  Since  there  is  no  age  limit,  the 
range  was  from  16  through  89  years.  Sev- 
enty-one per  cent  were  over  50,  and  55  per 
cent  over  60  years  of  age.  Referrals  to  this 
clinic  are  primarily  from  public  health 
nurses.  Generally,  this  was  the  only  avail- 
able facility  for  such  care.  Experience  has 
shown  that  as  a referral  clinic  this  is  an  im- 
portant service  in  the  community  and  needs 
not  only  continuation  but  also  expansion. 

Only  persons  who  are  acutely  ill  or  injured 
and  who  are  unable  to  pay  the  cost  of  neces- 
sary hospitalization  are  eligible  to  receive 
aid  in  the  State’s  Hospital  Service  for  the 
Indigent  program  which  is  presently  enter- 
ing its  third  year  of  operation.  The  experi- 
ence of  other  states  in  similar  programs  has 
shown  that  one  third  of  persons  served  are 
over  50  and  one  fifth  over  65  years  of  age. 
The  first  year’s  experience  in  Alabama  re- 
vealed an  age  range  of  from  one  to  92  years 
with  23  per  cent  over  65.  The  selection  of 
recipients  is  by  a county  admissions  commit- 
tee. The  State  Health  Department  admin- 
isters the  funds  which  are  paid  directly  to 
the  hospital  rendering  the  service.  Physicians 
receive  no  public  funds  for  their  services  to 
these  individuals. 

Physicians  also  donate  their  services  to  the 
medically  indigent  in  the  cancer  control  pro- 
gram of  the  Health  Department.  Through  the 
Bureau  of  Preventable  Diseases  the  medically 
indigent  aged  cancer  victim  can  receive  x- 
ray,  radium  and/or  surgery  at  one  of  the  six 
state  cancer  clinics.  The  patient  must  be 
ambulatory  and  have  a reasonably  correcti- 
ble  cancer  if  he  is  to  be  accepted  for  this 
service.  Since  funds  for  this  program  are 
limited,  persons  in  the  incurable  stages  of 
the  disease  or  with  certain  types  of  cancer 
are  not  eligible. 

Elderly  heart  disease  patients  may  be  re- 
ferred to  the  Health  Department’s  Heart 
Clinic  for  diagnosis.  However,  surgery  and 


hospitalization  must  be  paid  from  other  funds 
such  as  Vocational  Rehabilitation  and  Hos- 
pital Service  for  the  Indigent.  Any  medically 
indigent  person,  regardless  of  age,  who  needs 
penicillin  prophylactic  therapy  for  rheumatic 
fever  or  rheumatic  heart  disease  may  receive 
this  medication  through  a county  health  de- 
partment or  directly  from  the  Bureau  of  Pre- 
ventable Diseases,  State  Health  Department. 

The  Division  of  Mental  Hygiene  offers 
mental  health  services  to  the  aging  popula- 
tion as  it  does  to  other  age  groups.  Included 
in  such  services  is  consultation  to  the  prac- 
ticing physician  regarding  problems  of  aging 
and  planning  for  aging  people.  Physicians 
have  been  utilizing  the  services  of  the  local 
mental  health  centers  for  diagnosis  and  treat- 
ment planning  for  elderly  patients. 

The  Division  of  Mental  Hygiene  is  cooper- 
ating with  the  State  Mental  Hospitals  and 
county  health  departments  in  a program  of 
follow-up  of  mentally  ill  patients  and  their 
families  from  the  time  of  the  patient’s  com- 
mitment to  a State  Mental  Hospital.  Many 
of  these  patients  are  in  the  upper  age  group. 
This  program  is  in  operation  in  Etowah,  Jef- 
ferson and  Tuscaloosa  counties.  It  will  be 
extended  to  other  counties  later. 

The  Division  of  Mental  Hygiene  is  plan- 
ning a program  of  activities  to  work  cooper- 
atively with  all  state  agencies  concerned  with 
the  problems  of  the  aging.  This  plan  will 
provide  for  cooperation  with  the  Health  De- 
partment’s Division  of  Chronic  Diseases  and 
Aging,  the  Department  of  Education’s  Divi- 
sion of  Vocational  Rehabilitation,  the  Depart- 
ment of  Pensions  and  Security,  Department 
of  Industrial  Relations  and  the  State  Mental 
Hospitals. 

The  services  described  above,  as  well  as 
consultation  regarding  specific  problems  of 
aging  patients,  are  available  from  the  local 
mental  health  centers  which  are  located  at 
Birmingham,  Auburn,  Gadsden,  Florence, 
Tuscumbia,  Mobile,  Montgomery,  Huntsville, 
Tuscaloosa  and  Tuskegee. 

The  major  programs  through  which  the 
Health  Department  serves  the  aging  have 
been  described  herein.  The  Health  Depart- 
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men!  would  be  better  able  to  serve  the  aging 
and  the  aged  if  the  following  needs  were  met: 

Funds  to  strengthen  county  health  depart- 
ments by  additional  nurses  for  home  visiting, 

Increased  financial  support  of  the  cancer 
program, 

Strengthened  support  of  nursing  homes, 
both  as  to  construction  and  supervision, 

Funds  for  expanded  geriatric  clinics, 

Increased  funds  for  the  Indigent  Hospitali- 
zation Program,  and 

Support  for  an  accident  prevention  pro- 
gram. 

Public  health  traditionally  emphasizes  pre- 
vention. Prevention  should  certainly  be  an 
effective  measure  against  chronic  diseases 
which,  today,  are  a concomitant  of  advancing 
age.  Prevention  of  chronic  disease  requires 
careful  consideration  of  the  etiology  and  pre- 
disposing factors,  including  acute  childhood 
diseases  and  environmental  factors.  As  more 
of  these  conditions  are  discovered,  preventive 
measures  on  a practical  basis  can  be  formu- 
lated and  put  to  use. 

Aging  is  a process  which  is  not  limited  to 
old  people  where  it  is  easily  recognized.  It 
begins  at  birth,  and  all  events  in  the  life- 
time of  an  individual  have  an  influence  on 
the  aging  process.  Public  health  serves  all 
people  regardless  of  age.  Thus,  specific  ef- 
forts in  the  field  of  aging  serve  to  complete 
the  public  health  effort  throughout  the  life 
of  the  individual.  The  Department  of  Public 
Health  is  vitally  interested  in  the  problems 
of  the  aged  and  chronically  ill  and  is  fully 
aware  of  its  responsibility  to  provide  services 
for  this  group.  As  the  individual  and  his 
needs  change,  so  must  the  programs  of  the 
health  department  serving  him. 


ANNUAL  SESSION 
OF  THE  ASSOCIATION 

ADMIRAL  SEMMES  HOTEL 
MOBILE 

APRIL  21,  22,  23 


Better  Care  Adds  Years  to  Paraplegics  and 
Quadriplegics — Modern  treatment  has  added  years 
to  the  lives  of  persons  suffering  disabling  paraly- 
sis, according  to  Veterans  Administration  re- 
searchers. 

A report  on  a study  of  paraplegics  and  quad- 
riplegics made  by  the  VA  Department  of  Medicine 
and  Surgery  was  published  in  the  January  9 Jour- 
nal of  the  American  Medical  Association. 

“While  many  problems  of  therapy  and  total  re- 
habilitation are  still  unresolved,  physicians  con- 
cerned with  the  care  of  patients  with  traumatic 
paraplegia  and  quadriplegia  have  had  ample  evi- 
dence of  the  increasing  effectiveness  of  their  treat- 
ment techniques,”  according  to  the  article.  “It 
has  also  been  generally  agreed  that  current  ther- 
apies have  added  years  to  the  lives  of  these  pa- 
tients.” 

The  researchers  analyzed  the  survival  rate  of 
575  patients  under  60  years  of  age  when  injured 
who  were  under  observation  in  VA  hospitals  at 
some  time  during  an  11 -year  period  after  the 
onset  of  their  paralysis. 

They  found  that  the  mortality  rate  among  pa- 
tients during  the  first  year  after  spinal  cord 
injury  was  “5  to  10  times  higher  than  the  average 
annual  mortality  among  survivors  during  the  sub- 
sequent 10-year  period.” 

“Patients  with  quadriplegia  have  a much  poorer 
prognosis  of  surviving  the  first  year  after  injury 
than  do  paraplegic  patients  of  the  same  age. 
Younger  patients  have  an  excellent  chance  of  re- 
covering from  the  immediate  effects  of  the  trauma 
and  resulting  paralysis. 

“About  92  per  cent  of  hospitalized  paraplegic 
patients  under  45  years  of  age  at  the  time  of  in- 
jury and  87  per  cent  of  hospitalized  quadriplegic 
patients  under  25  years  of  age  can  be  expected  to 
be  alive  one  year  after  injury. 

“More  than  80  per  cent  of  the  paraplegic  or 
quadriplegic  patients  under  35  years  of  age  at  the 
time  of  injury  are  likely  to  be  alive  10  years  later 
if  they  survive  the  high  mortality  risks  during 
the  first  year  after  injury.” 

This  latter  mortality  figure  is  “not  markedly 
in  excess  of  that  of  the  general  population  of 
similar  age,”  the  researchers  said. 

“Since  it  is  believed  that  therapeutic  methods 
have  improved  . . . the  survival  rate  of  patients 
with  traumatic  paraplegia  and  quadriplegia  cur- 
rently admitted  to  Veterans  Administration  hos- 
pitals is  expected  to  be  even  more  encouraging,” 
they  concluded. 

The  article  was  prepared  by  Mary  H.  Burke, 
M.  A.,  Annie  F.  Hicks,  Morton  Robins,  M.  S.  P.  H., 
and  Harry  Kessler,  M.  D.,  Washington,  D.  C. 
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INCREASED  INTEREST  IN  THE  AGED 


It  is  evident  that,  for  a variety  of  motives, 
increasing  attention  is  being  given  to  the 
older  population  and  to  aging;  and  this  is 
true  of  both  governmental  and  non-govern- 
mental activities. 

Congress  has  shown  its  interest  in  a va- 
riety of  ways.  The  number  of  bills  intro- 
duced with  special  provisions  for  older  per- 
sons has  grown  rapidly  in  recent  years  and 
may  be  expected  to  continue  to  rise.  Passage 
of  the  Fogarty  Bill  calling  for  a White  House 
Conference  in  1961,  and  appropriation  of 
funds  to  the  states  for  preconference  activi- 
ties, is  the  major  action  to  date.  Twice  in 
the  past  two  years  the  House  of  Representa- 
tives’ Ways  and  Means  Committee  has  held 
public  hearings  on  the  Forand  Bill,  a pro- 
posal which  provides  that  restricted  com- 
pulsory health  insurance  be  created  for  all 
Old  Age  and  Survivors  Insurance  benefici- 
aries under  Social  Security.  The  Senate 
Labor  and  Public  Welfare  Committee  has 
created  a subcommittee  on  Problems  of  the 
Aged  and  Aging  under  the  chairmanship  of 
Senator  Patric  V.  McNamara.  This  subcom- 
mittee has  held  hearings  both  in  Washing- 
ton and  in  other  major  cities  throughout  the 
nation.  The  chairman  of  the  A.  M.  A.  Com- 
mittee on  Aging  participated  in  the  initial 
hearings  of  this  subcommittee  held  in  Wash- 
ington, June  16-18,  1959. 

Every  executive  department  of  the  federal 
government  is  engaged  in  activities  carrying 
special  implications  for  the  older  person.  The 
Department  of  Health,  Education,  and  Wel- 


fare, in  particular,  is  deeply  involved. 

Numerous  other  national  organizations, 
with  widely  varied  interests,  have  entered  or 
are  entering  the  field  of  aging  with  new 
emphasis.  Typical  of  these  are  the  American 
Hospital  Association,  National  Social  Welfare 
Assembly,  the  American  Public  Health  and 
Welfare  Association,  National  Health  Coun- 
cil, many  national  church  organizations,  fed- 
erated women’s  groups,  the  American  Nurs- 
ing Home  Association,  the  National  Associa- 
tion of  Manufacturers,  National  Conference 
on  Homemaker  Services,  and  the  Council  of 
State  Governments,  to  mention  but  a few. 

State  governments  are  also  directing  in- 
creased attention  to  aging.  Thirty-nine  states 
now  have  official  commissions,  councils,  or 
committees  on  aging,  either  through  execu- 
tive or  legislative  action.  This  growth  has 
been  partly  stimulated  by  the  coming  White 
House  Conference,  but  over  30  states  had 
such  special  agencies  prior  to  passage  of  the 
authorizing  act. 

At  the  local  level,  an  increasing  number 
of  community  councils  on  aging  are  being 
created  and  special  projects,  both  study  and 
action,  are  being  undertaken. 

Because  health  receives  so  much  emphasis 
in  all  of  these  activities,  it  is  imperative  that 
the  medical  profession  provide  its  special 
knowledge  to  such  programs  and  vigorously 
make  its  leadership  felt  at  national,  state,  and 
local  levels.  This  it  is  doing. 

It  is  perhaps  significant,  and  hopefully  so, 
that  non-medical  groups  active  in  the  field 
of  aging  are  turning  to  medical  society  com- 
mittees for  guidance.  No  group,  professional 
or  non-professional,  has  surpassed  medicine 
in  its  display  of  interest  in  meeting  the  needs 
which  have  been  created,  rightly  or  wrongly, 
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for  individual  citizens  by  reason  of  their  age. 

The  American  Medical  Association’s  pro- 
gram on  behalf  of  older  persons  has  been 
repeatedly  pointed  to  by  non-medical  special- 
ists in  the  field  of  aging  as  a “model.”  This 
reputation  has  been  achieved  only  because 
of  outstanding  leadership  in  the  state  and 
county  medical  societies.  If  it  is  to  be  main- 
tained, such  leadership  must  continue  to 
grow. 

Forty-eight  state  medical  associations  now 
have  committees  on  aging.  These  committees 
can  and  will  provide  a springboard  from 
which  to  promote  study  into  the  needs  of 
older  citizens,  to  initiate  state  and  community 
programs  for  meeting  these  needs,  and  to 
stimulate  an  informed  interest  on  the  part  of 
the  profession  and  the  public-at-large. 

County  medical  societies  can  play  an  equal- 
ly valuable  role  in  implementing  such  edu- 
cational and  action  programs  in  their  own 
localities.  They,  as  no  other  group,  are  in 
a position  to  assume  leadership  where  it  is 
most  needed — at  that  level  closest  to  the  in- 
dividual, his  family  and  the  community 
where  he  lives  and  works.  They  are  in  direct 
touch  with  the  special  needs  of  their  own 
community  and  can  tailor  their  actions  ac- 
cordingly. 

Finally,  the  individual  physician  in  his  own 
practice  can  do  a vital  educational  as  well 
as  therapeutic  job.  He  can  play  a key  role 
in  promoting  continued  health,  by  encourag- 
ing his  patients  to  live  to  their  maximum 
capacity  and  to  develop  and  follow  health 
maintenance  programs  suited  to  their  indi- 
vidual needs.  He  can  encourage  his  older 
patients  to  establish  sustaining  interests  out- 
side of  their  work,  to  fill  the  gap  left  when 
they  are  no  longer  devoting  forty  hours  a 
week  to  a job.  He  can  call  their  attention  to 
the  availability  of  health  insurance  for  those 
who  do  not  have  it.  The  physician’s  con- 
tinuing counsel  on  dietary,  exercise  and  rest 
habits,  and  his  guidance  in  physical,  psycho- 
logic and  economic  preparation  for  later 
years  can  insure  that  his  patients  arrive  at 
the  age  of  sixty-five  or  seventy  with  a firm 
foundation  for  continued  full  living. 


MEDICAL  AND  SOCIAL  PROBLEMS  OF 
THE  AGED  IN  ALABAMA 

Contributed  by 
Jack  Kirschenfeld,  M.  D. 

Chairman,  Committee  on  Aging 
State  Medical  Association 

It  has  long  been  obvious  that  sooner  or 
later  contemporary  society  would  have  to 
“come  to  grips”  with  the  problem  of  aging 
and  the  aged.  Primitive  society  solved  this 
problem  ruthlessly  by  abandoning  the  old 
and  the  sick  as  the  tribe  moved  on  to  “green- 
er pastures.”  Civilized  society,  on  the  other 
hand,  has  always  required  that  each  family 
unit  in  each  community  take  care  of  its  old 
people  just  as  it  did  its  young.  No  distinction 
was  made  between  the  aged  and  the  other 
segments  of  the  population.  This  was  ideal 
and  worked  very  nicely  in  the  rural  areas 
and  as  long  as  the  society  was  primarily 
agrarian  and  the  aged  population  small. 

However,  with  the  rapid  advance  in  in- 
dustrialization and  the  urbanization  of  much 
of  the  population,  it  became  more  difficult 
for  the  individual  families  to  look  after  their 
old  people.  The  elderly  person  became  just 
one  more  mouth  to  feed  and  a source  of  con- 
siderable friction  in  cramped  quarters.  En- 
forced retirement,  idleness  and  illness  com- 
pounded the  problem.  Moreover,  with  the 
tremendous  advances  in  medical  care  in  the 
past  decades,  more  individuals  lived  through 
infancy  and  middle  age  and  went  on  to 
swell  the  ranks  of  the  aged.  Whereas,  early 
in  the  20th  century,  5%  of  the  population  of 
the  United  States  was  over  the  age  of  65, 
the  percentage  in  1958  rose  to  11%,  and  it 
is  calculated  that  by  1975  this  will  reach  20%. 
We,  in  the  state  of  Alabama,  are  especially 
concerned  since  it  has  been  recently  esti- 
mated that  50%  of  the  nation’s  old  age  as- 
sistance recipients  are  now  residing  in  the 
South.  Life  expectancy  for  the  65  year-old 
male  is  now  13  years  and  for  the  female 
15V2  years.  A married  female  can  expect  to 
be  a widow  for  10  years.  Approximately 
l/3rd  of  the  population  over  age  65  is  colored. 

In  addition  to  the  explosive  increase  in  the 
old  age  population,  there  has  been  a decided 
change  in  modern  man’s  philosophy  towards 
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aging.  In  a society,  which  places  its  greatest 
emphasis  on  material  accomplishment,  gad- 
gets, speed  and  strength,  the  elderly  citizen 
has  become  an  anachronism.  He  soon  realizes 
that  he  is  not  needed  and  furthermore,  very 
often,  not  wanted.  This  feeling  of  useless- 
ness and  “not  belonging,”  plus  the  enforced 
idleness  of  retirement  and  the  frequent  in- 
firmity due  to  chronic  illness,  makes  him  a 
very  fractious  person. 

The  family  unit  has  tended  increasingly  to 
look  towards  government  for  relief.  There 
has  been  a remarkable  increase  in  the  con- 
finement of  the  aged  in  state  mental  institu- 
tions, chronic  disease  hospitals  and  nursing 
homes.  In  short,  modern  society  has  tended 
to  lose  its  reverence  and  pride  in  its  older 
members  and  to  solve  the  problem  by  putting 
it  out  of  sight. 

Recently  various  agencies  have  begun  to 
“tackle”  this  very  complex  problem.  The 
American  Medical  Association  has  been  very 
active  through  its  Committee  on  Aging.  The 
latter  encouraged  each  State  Medical  Asso- 
ciation to  appoint  similar  committees  and 
to  attack  the  problem  from  a medical  view- 
point at  a state  level. 

The  Committee  on  Aging  of  the  Medical 
Association  of  the  State  of  Alabama  was  or- 
ganized in  the  summer  of  1958;  its  first  step 
was  to  ascertain  the  extent  of  the  problem 
in  Alabama.  The  situation  appeared  to  be 
as  follows:  (1)  Approximately  45%  of  the 
250,000  Alabamians  over  age  65  were  receiv- 
ing old  age  assistance  payments.  These  pay- 
ments averaged  about  $45.00  per  month.  Some 
50%  of  the  individuals  over  age  65  received 
some  social  security  payments;  however, 
since  many  had  been  farmers  and  just  re- 
cently covered,  the  payments  were  small 
(average  $56.00  per  month) . It  was  estimated, 
therefore,  that  approximately  %ths  of  the 
aged  in  Alabama  were  probably  medically 
indigent.  (2)  Most  of  the  nursing  homes  in 
the  state  were,  in  general,  obsolete,  over- 
crowded and  in  rather  poor  condition.  There 
was  a lack  of  trained  personnel  and  facilities. 
It  was  obvious  that  many  patients  in  these 
homes  could  probably  be  cared  for  at  home 
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if  proper  home  care  could  be  provided.  (3) 
Blue  Cross-Blue  Shield  and  other  insurance 
companies  were  beginning  to  extend  cover- 
age to  those  over  65,  and  some  industries 
were  permitting  their  retired  employees  to 
continue  their  coverage;  however,  many  were 
still  not  covered  by  voluntary  insurance. 
Premiums  for  the  group  joining  after  age 
65  are  higher. 

The  Committee  on  Aging,  therefore,  for- 
mulated the  following  goals:  (1)  to  acquaint 
the  physicians  in  the  State  with  the  problem 
through  an  educational  program,  and  to  en- 
courage the  participation  of  each  physician 
in  community  programs  for  the  aged;  (2)  to 
work  closely  with  the  State  Health  Depart- 
ment in  its  efforts  to  improve  nursing  homes 
and  the  chronic  disease  hospitals  in  the  State. 
It  was  felt  that  at  least  one  good  nursing  home 
should  be  established  in  each  county,  pref- 
erably associated  with  the  county  hospital 
or  a general  hospital;  (3)  to  encourage  wide- 
spread extension  of  voluntary  hospital  in- 
surance for  the  aged,  which  now  covers  25% 
over  65.  Nationwide  surveys  indicated  that 
the  aged  could  always  obtain  needed  physi- 
cian care,  either  by  self-payment  or  through 
agencies,  clinic  or  free  physician  services  but 
that  unexpected  hospitalization  was  the  chief 
problem.  Approximately  60  to  70%  of  the 
medical  expense  in  this  group  was  incurred 
for  hospitalization,  15%  for  drugs,  and  10% 
for  professional  services;  (4)  to  act  in  an 
advisory  capacity  to  the  various  social  and 
state  agencies  working  with  the  aged.  The 
Committee  is  now  represented  on  the  Gov- 
ernor’s Advisory  Committee  on  Aging,  which 
is  formulating  plans  for  participation  in  the 
White  House  Conference  on  Aging  to  be  held 
in  Washington,  D.  C.,  in  January  1961;  (5) 
to  work  with  the  Legislature,  the  Governor 
and  other  interested  parties  in  evolving  a 
realistic  program  of  medical  aid  to  the  aged 
on  the  welfare  rolls.  Federal  funds  are  avail- 
able. However,  because  of  a lack  of  state 
matching  funds,  Alabama  has  made  little  use 
of  these  funds.  It  is  hoped  that  a satisfactory 
program  can  be  worked  out  whereby  the  old 
age  pensioner  will  be  able  to  avail  himself 
of  the  doctor  and  hospital  of  his  choosing 
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without  undue  political  domination;  (6)  to 
help  organize  a Joint  Council  to  Improve  the 
Health  Care  of  the  Aged  which  will  include 
representatives  of  the  medical,  dental,  hos- 
pital, nursing  home  and  nursing  associations. 
This  was  achieved  on  August  27,  1959.  This 
organization  will  act  as  a clearing  house  for 
the  various  medical  activities  in  this  field. 

It  is  hoped  that  the  above  program  of  the 
medical  and  allied  professions,  in  conjunc- 
tion with  the  efforts  of  the  numerous  social, 
religious  and  governmental  agencies,  will  go 
far  towards  alleviating  the  problems  of  the 
aged  population  in  Alabama. 

It  is  the  feeling  of  the  committee,  and  of 
many  people  working  in  this  field,  that  the 
problem  of  the  aged  and  aging  cannot  be 
divorced  from  that  of  the  remainder  of  the 
population.  It  is  hoped  that  the  public  can 
be  made  to  realize  that  the  elderly  person 
has  much  to  contribute  and  can  continue  to 
contribute  for  the  duration  of  his  life;  that 
industry  and  government  must  realize  that 
it  is  unrealistic  to  retire  a man  at  a fixed 
age  regardless  of  his  ability.  Many  of  these 
older  people  can  continue  to  work  productive- 
ly for  many  years.  It  is  hoped  that  we  can 
drive  home  the  vital  thought  that  the  care 
of  the  aged  is  basically  a family  and  com- 
munity problem,  best  handled  at  local  levels, 
with  the  coordination  and  help  of  the  various 
state  and  national  agencies. 

We  feel  that  it  is  the  duty  of  the  medical 
profession  to  see  that  our  magnificent  medi- 
cal services  are  readily  available  and  within 
the  means  of  our  senior  citizens.  Finally, 
we,  as  doctors,  can  educate  our  patients  of 
all  ages  to  lead  clean  and  healthy  lives  and 
develop  their  innate  intellectual  and  emotion- 
al resources  to  the  utmost,  so  that  with  aging 
and  with  the  inevitable  loss  of  some  of  their 
physical  powers  they  will  not  be  deprived 
of  the  continued  enjoyment  of  life. 


CORRECTION 

The  following  paragraph  should  have  preceded 
Example:  J.  B.  on  the  first  page  of  Dr.  Bruce 

Logue’s  article  in  the  January  Journal.  It  was 
a manuscript  omission. 

Not  infrequently,  a chronic  cough  is  the 


presenting  complaint  in  congestive  heart  fail- 
ure. There  may  be  no  dyspnea  or  edema.  The 
problem  is  made  more  difficult  by  the  fact 
that  a respiratory  infection  may  have  induced 
failure  and  the  cough  may  be  wrongly  at- 
tributed to  bronchial  infection.  Such  a se- 
quence is  common  in  children  with  congeni- 
tal heart  disease  with  left  to  right  shunts,  and 
the  true  nature  of  a hacking  cough  in  this 
setting  may  be  overlooked.  One  should  have 
a high  index  of  suspicion  when  evaluating  the 
complaint  of  cough  in  the  person  with  known 
heart  disease. 


Heart  Ailments  Top  Killer  of  Aged — Diseases  of 
the  heart  and  blood  vessels  are  the  major  cause 
of  death  among  persons  over  80,  according  to  a 
study  conducted  at  the  University  of  Colorado. 

Dr.  R.  M.  Mulligan  of  the  department  of  pathol- 
ogy, University  of  Colorado  School  of  Medicine, 
Denver,  reported  on  his  study  of  more  than  300 
deaths  in  the  January  American  Medical  Associa- 
tion Archives  of  Pathology. 

He  said  an  evaluation  of  fatal  disease  of  old  age 
should  help  doctors  anticipate  and  treat  ailments 
among  elderly  patients  at  an  earlier  and  more 
amenable  stage. 

Autopsies  performed  on  336  persons  who  died 
at  Colorado  General  Hospital  between  1940  and 
1955  showed  37  per  cent  died  of  cardiovascular 
disease,  16.3  per  cent  of  cancer,  12.4  per  cent  of 
infectious  diseases,  and  12.1  per  cent  of  accidental 
injuries. 

High  blood  pressure  was  the  leading  killer 
among  cardiovascular  disorders  followed  by 
hardening  of  the  arteries.  The  most  prevalent 
type  of  cancer  was  that  of  the  prostate  gland. 
The  most  frequently  fatal  infectious  disease  was 
bronchopneumonia. 

Heart  disease  and  cancer  are  the  number  one 
and  two  causes  of  death  among  the  general  pop- 
ulation. Cancer  of  the  skin  is  the  most  prevalent 
type  among  persons  of  all  ages. 

The  study  indicated  a higher  ratio  of  heart 
disease,  cancer,  and  infectious  disease  among  men 
than  women. 

The  336  persons  included  239  men  and  97  women, 
a ratio  of  2.45.  The  incidence  of  heart  ailments 
showed  a ratio  of  3.67,  of  cancer  3.14,  and  of  in- 
fectious disease  3.9. 

However,  more  women  than  men  died  of  acci- 
dental injuries.  Of  43  accidental  deaths,  24  were 
women  and  19  men.  The  most  frequent  locale 
of  the  accident  was  the  home  (37  cases)  and  the 
most  frequent  type  was  a fracture  (36  cases). 

The  figures  also  showed  that  there  was  at  least 
a 50  per  cent  chance  that  the  primary  cause  of 
death  would  be  many  of  the  cardiovascular  dis- 
eases, cancer,  an  accidental  injury,  appendicitis, 
or  diabetes  mellitus. 
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FORTY  YEARS  AGO 

HEN  the  Association  met  in  Anniston 
in  1920,  with  Dr.  James  S.  McLester 
of  Birmingham  occupying  the  president’s 
chair,  welcome  was  extended  by  Dr.  Jerre 
Watson,  representing  the  Medical  Society  of 
Calhoun  County.  “Thirty-four  years  ago,” 
said  Dr.  Watson,  “this  society  and  this  city 
were  honored  with  the  presence  of  this  great 
organization.  We  are  pleased  to  have  you 
with  us  again.” 

Three  years  before  this  meeting  (on  Jan- 
uary 9,  1917),  Dr.  Samuel  Wallace  Welch  had 
been  elected  State  Health  Officer,  succeed- 
ing Dr.  William  H.  Sanders.  Dr.  Welch,  in 
his  report  to  the  Association  at  this  meeting, 
referred  to  the  1919  session  of  the  Legisla- 
ture, stating  that  it  had  “passed,  without 
amendment,  the  bill  proposed  by  the  State 
Board  of  Health  for  the  enlargement  and 
expansion  of  its  work.  Besides  making  such 
changes  in  the  old  law  as  were  recommended 
by  the  Board,  an  appropriation  of  $90,000  was 
made  for  the  year  1919-1920,  $125,000  for  1920- 
1921,  and  $150,000  annually  thereafter.”  This 
was  significant  in  the  light  of  what  the  Board 
had  had  at  its  disposal  for  the  protection  of 
the  health  of  the  people.  The  Legislature  of 
1879  had  made  the  initial  appropriation  of 
$3,000  per  year,  and  the  amount  was  increased 
to  $15,000  in  1907.  The  next  increase  was  to 
$25,000  in  1911,  and  there  the  appropriation 
stood  until  1919,  when,  in  the  administration 
of  Governor  Thomas  E.  Kilby  of  Anniston, 
the  larger  amounts  set  forth  above  were  made 
available. 


Christian  of  Harvard  University  on  “Bright’s 
Disease — With  Special  Reference  to  Its  Treat- 
ment.” In  his  preamble,  Dr.  Christian  said: 
“I  accepted  your  invitation  in  anticipation 
of  a hearty  welcome.  My  expectations  have 
been  far  surpassed  in  the  welcome  that  I 
have  had  since  I have  been  among  you.  I 
like  this  part  of  the  country.  I was  born  in 
Virginia,  educated  in  Virginia,  and  lived  my 
life  in  Virginia  until  I was  transplanted  into 
the  New  England  country.” 

In  concluding  the  Lecture,  Dr.  Christian 
said:  “In  the  time  available,  I have  been  able 
to  present  the  subject  in  but  a sketchy  way, 
with  many  omissions,  but  I hope  I may  have 
brought  you  a few  suggestions  of  value.  If 
nothing  more  has  been  accomplised,  I have 
at  least  stirred  up  some  doubts  in  your  minds 
as  to  the  value  of  the  removal  of  tonsils  and 
teeth,  and  the  use  of  diuretic  drugs  in  ne- 
phritis. Indiscriminate  tonsillectomy  and 
tooth  extraction  are  useless  and  may  be  harm- 
ful. It  is  better  not  to  have  theories  as  to  diu- 
retics, but  to  know  actually  what  they  are 
causing  in  the  patient  you  are  treating.  It 
is  absolutely  wrong  to  diagnose  nephritis 
on  the  basis  of  finding  albumin  and  casts  in 
the  urine,  or  because  of  any  single  symptom 
or  sign.  Some  people  treat  a patient  on  the 
basis  of  a diagnosis,  not  on  the  basis  of  a 
knowledge  of  actual  conditions  in  that  indi- 
vidual patient.  On  the  other  hand,  intelligent 
individual  management  of  the  nephritic  pa- 
tient can  accomplish  much.  If  this  is  your 
goal,  then  you  need  to  study  your  patients 
thoroughly;  simple  means,  such  as  are  avail- 
able to  all  of  you,  are  sufficient.” 


A feature  of  the  1920  meeting  was  the 
Jerome  Cochran  Lecture  (established  in  1898 
on  the  recommendation  of  Dr.  L.  L.  Hill  of 
Montgomery)  delivered  by  Dr.  Henry  A. 
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APRIL  21,  22,  23,  1960 
ADMIRAL  SEMMES  HOTEL 


GENERAL  INFORMATION 

All  sessions  of  the  Association  and  exhibits  will 
be  at  the  Admiral  Semmes  Hotel,  convention  head- 
quarters. 

The  maximum  time  consumed  by  essayists 
should  not  exceed  twenty  minutes.  This  time 
limit,  however,  does  not  apply  to  invited  guests. 
It  is  suggested  that  the  salient  features  of  papers 
be  presented  within  this  time,  reserving  the  com- 
plete elaboration  for  publication  in  the  Journal 
of  the  Association. 

All  papers  read  before  the  Association  should 
be  deposited  with  the  Secretary  when  read;  other- 
wise, their  publication  may  be  delayed. 

Papers  will  be  called  in  the  order  in  which 
they  appear  on  the  program.  Should  the  reader 
be  absent  when  called,  his  paper  will  be  passed, 
and  called  again  when  the  program  is  concluded. 

REGISTRATION 

The  registration  desk  will  be  on  the  lobby  floor 
of  the  hotel.  Be  sure  to  register. 

THE  FIFTY  YEAR  CLUB 

According  to  custom,  physicians  who  graduated 
fifty  years  ago  will  be  honored  by  the  Association 
at  this  meeting.  Their  names  appear  in  the  pro- 
gram. 

HOST  TO  THE  ASSOCIATION 

The  Mobile  County  Medical  Society 

OFFICERS 
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Arthur  A.  Wood 1957 

Joe  H.  Little 1958 

Howard  S.  J.  Walker,  Jr 1959 


Secretary -Treasurer 

Douglas  L.  Cannon Montgomery 

Executive  Secretary 

W.  A.  Dozier,  Jr. Montgomery 

Executive  Assistant 

W.  V.  Wallace Montgomery 

The  State  Board  of  Censors 

E.  V.  Caldwell,  Chm. Huntsville 

J.  G.  Daves Cullman 

John  W.  Simpson Birmingham 

J.  Paul  Jones Camden 

Robert  Parker Montgomery 

J.  P.  Collier Tuscaloosa 

J.  O.  Finney Gadsden 

J.  Mac  Barnes Montgomery 

W.  S.  Littlejohn Birmingham 

G.  O.  Segrest Mobile 


State  Health  Officer 

D.  G.  Gill Montgomery 

Delegates  and  Alternates  to  the  American 
Medical  Association 

Delegate — E.  Bryce  Robinson Fairfield 

Alternate — B.  W.  McNease Fayette 

(Term:  January  1,  1959-December  31,  1960) 

Delegate — M.  Vaun  Adams Mobile 

Alternate — Luther  L.  Hill Montgomery 


(Term:  January  1,  1960-December  31,  1961) 


£ £ .3? 

PROGRAM 

First  Day,  Thursday,  April  21 

Ball  Room  A 
Admiral  Semmes  Hotel 

Morning  Session 

9:00  A.  M. 


Call  to  order  by  the  President — 
William  R.  Carter,  Repton 


£ £ £ 

OFFICERS  OF  THE  ASSOCIATION 


President 

William  R.  Carter Repton 

President-Elect 

Hugh  E.  Gray  Anniston 


Invocation — 

The  Reverend  David  H.  Edington,  Pastor, 
Spring  Hill  Presbyterian  Church,  Mobile. 

Addresses  of  Welcome — 

Honorable  Joseph  N.  Langan,  Mayor,  City  of 
Mobile. 

Charles  M.  Walsh  III,  President , Mobile  County 
Medical  Society. 
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PART  I 

REPORTS  OF  STANDING  COMMITTEES 

1.  Public  Relations — 

Julius  Michaelson,  Chairman. 

2.  Medical  Education  and  Hospitals — 

John  W.  Donald,  Chairman. 

3.  Medical  Care  For  Industrial  Workers — 

E.  Bryce  Robinson,  Chairman. 

4.  Insurance — 

J.  O.  Morgan,  Chairman. 

5.  Finance — 

William  D.  Anderson,  Chairman. 

6.  Constitution  and  By-Laws — 

John  W.  Davis,  Jr.,  Chairman. 

7.  Indigent  Care — 

Robert  C.  Berson,  Chairman. 

8.  Legislation — 

M.  Vaun  Adams,  Chairman. 

9.  Rural  Health — 

Paul  Nickerson,  Chairman. 

10.  Disaster — 

Arthur  I.  Chenoweth,  Chairman. 

11.  Veterans  Affairs — 

O.  Emfinger,  Chairman. 

12.  Maternal  and  Child  Health — 

James  H.  French,  Chairman. 

13.  Aging- 

Jack  J.  Kirschenfeld,  Chairman. 

14.  Cancer  Control — 

W.  Nicholson  Jones,  Chairman 

15.  Mental  Hygiene — 

Frank  A.  Kay,  Chairman. 

16.  Tuberculosis  and  Chronic  Pulmonary  Dis- 
eases— 

Otis  Jordan,  Chairman. 

17.  Space  Medicine — 

Burton  S.  Shook,  Sr.,  Chairman. 

SPECIAL  COMMITTEES 

1.  American  Medical  Education  Foundation — 
David  E.  Owensby,  Chairman. 

2.  Blue  Cross-Blue  Shield — 

Haywood  S.  Bartlett,  Chairman. 

3.  A.  M.  A.  Program  Evaluation — 

Ernest  M.  Moore,  Chairman. 

REPORTS  OF  OFFICERS 

Secretary-Treasurer — 

Douglas  L.  Cannon,  Montgomery. 

Executive  Secretary — 

W.  A.  Dozier,  Jr.,  Montgomery. 

Vice-Presidents — 

(1)  Northwestern  Division 

W.  D.  Anderson,  Tuscaloosa. 

(2)  Southwestern  Division 

E.  L.  Strandell,  Brewton. 

(3)  Northeastern  Division 

W.  E.  White,  Anniston. 

(4)  Southeastern  Division 

J.  A.  Brantley,  Troy. 

The  President’s  Message — 

William  R.  Carter,  Repton. 


PART  II 

SCIENTIFIC  PROGRAM 

1.  The  New  Role  of  the  Generalist  in  the  Treat- 
ment of  Mental  Cases  with  the  New  Tran- 
quilizing  Drugs — 

CLYDE  BROOKS, 

Psychiatrist,  Neurologist, 

Tuscaloosa,  Alabama. 

2.  Carcinoma  of  the  Lung — 

ORVILLE  w.  CLAYTON 
Surgeon, 

Birmingham,  Alabama. 

3.  Sources  of  Error  in  the  Diagnosis  of  Pulmonary 
Disease — 

JOHN  E.  MOSS, 

Internist, 

Mobile,  Alabama. 

4.  RECOGNITION  OF  ESSAY  CONTEST  WINNER 

5.  Hypothermia  in  the  Management  of  Brain  In- 
juries— 

GARBER  GALBRAITH, 

Surgeon, 

Birmingham,  Alabama. 

6.  Physicians  for  Growing  Alabama — 

ROBERT  C.  BERSON, 

Internist, 

Birmingham,  Alabama. 

£ £ £ 

Afternoon  Session 
Thursday,  April  21 

2:00  P.  M. 

1.  Rehabilitation  Adds  Life  to  Years — 

FRANK  H.  KRUSEN, 

Chairman,  Committee  on  Rehabilitation, 
American  Medical  Association, 

Washington,  D.  C. 

2.  Vulvar  Lesions — 

W.  NICHOLSON  JONES, 
Obstetrician-Gynecologist, 

Birmingham,  Alabama. 

3.  RECOGNITION  OF  FRATERNAL  DELEGATES. 

4.  The  Surgeon  Takes  a Look  at  Traumatic  In- 
juries of  the  Face — 

NEAL  OWENS, 

Professor  of  Clinical  Surgery, 

Tulane  University  School  of  Medicine, 

New  Orleans,  Louisiana. 

5.  The  Use  and  Abuse  of  Hormones  in  Children — 

ALVIN  B.  HAYLES, 

Section  of  Pediatrics, 

Mayo  Clinic, 

Rochester,  Minnesota 

£ dt  £ 

Second  Day,  Friday,  April  22 
Morning  Session 

Ball  Room  A 
9:00  A.  M. 

1.  Danger  Signals  Pointing  to  Depressive  Illness — 

FRANK  A.  KAY, 

Psychiatrist, 

Birmingham,  Alabama. 
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2.  Angio- Aortography — 

CHAMP  LYONS, 

Surgeon, 

Birmingham,  Alabama. 

3.  WILLIAM  CRAWFORD  GORGAS  AWARD. 

4.  Leadership  and  Legislation — 

F.  J.  L.  BLASINGAME, 

Executive  Vice  President, 

American  Medical  Association, 

Chicago,  Illinois. 

5.  RECOGNITION  OF  THE  FIFTY  YEAR  CLUB. 

6.  THE  JEROME  COCHRAN  LECTURE: 

Changing  Concepts  in  the  Treatment  of  Cancer 
of  the  Cervix — 

JOE  VINCENT  MEIGS, 

Clinical  Professor  of  Gynecology, 

Harvard  Medical  School, 

Boston,  Massachusetts. 

£ £ 

Afternoon  Session 
Friday,  April  22 

2:00  P.  M. 

1.  Polycystic  Ovary  Syndrome — 

ROBERT  B.  GREENBLATT, 

Professor  of  Endocrinology, 

Medical  College  of  Georgia, 

Augusta,  Georgia. 

2.  Immunohematology — 

EARL  B.  WERT, 

Pathologist, 

Mobile,  Alabama. 

3.  Spleens,  Amines  and  Proteins : A Sketch  of  the 
Globulin  Disorders — 

WALTER  B.  FROMMEYER,  JR., 

Internist, 

Birmingham,  Alabama. 

4.  MEDICAL  REPORTERS  AWARD. 

5.  Gallstones,  Hiatus  Hernia,  et  al. — 

T.  BRANNON  HUBBARD,  JR., 

Surgeon, 

Montgomery,  Alabama. 

6.  Radiation:  Physician  and  Patient — 

DAVID  S.  CARROLL, 

Associate  Professor  of  Radiology, 

University  of  Tennessee  College  of  Medicine, 
Memphis,  Tennessee. 

j*  £ 

Last  Day,  Saturday,  April  23 

Ball  Room  A 
9:00  A.  M. 

Business  Meeting  of  the  Association  sitting  as 
the  Board  of  Health  of  the  State  of  Alabama: 

(1)  Report  of  the  Board  of  Censors; 

(2)  Revision  of  the  Rolls: 

(a)  County  Societies, 

(b)  Counsellors, 

(c)  Correspondents; 

(3)  Election  and  Installation  of  Officers. 

Adjournment 


OTHER  ITEMS 
THE  FIFTY  YEAR  CLUB 


Class  of  1960 


(To  whom  Certificates  of  Distinction  will  be 
awarded  on  Friday  morning  immediately  before 
the  Jerome  Cochran  Lecture.) 


Sidney  D.  Armistead 

William  J.  Blount 

Robert  E.  Cloud 

Harris  P.  Dawson 

Gilbert  F.  Douglas,  Sr— 

Joseph  H.  Durrett— 

Oscar  N.  Edge 

Hugh  D.  Greer 

C.  P.  Hausman 

T.  Brannon  Hubbard,  Sr. 

Robert  P.  Irwin 

Thomas  V.  Magruder 

Mayer  A.  Newhauser 

Martin  L.  Shaddix 

Richard  V.  Taylor,  Jr 

Woodie  R.  Taylor 

James  Williams 

Ollie  E.  Wilson 


Robertsdale 

.Millry 

Ensley,  Birmingham 

— Montgomery 

Birmingham 

Tuscaloosa 

Troy 

Decatur 

Coaling 

Montgomery 

Moulton 

Birmingham 

Mt.  Vernon 

Alabama  City 

..Mobile 

Town  Creek 

Jacksonville 

Birmingham 


VACANCIES  IN  THE  COLLEGE  OF  COUNSELLORS 

The  following  vacancies  in  the  College  of  Coun- 
sellors will  present  at  this  meeting  of  the  As- 
sociation: 

1st  Congressional  District — 2.  Gayle  T.  Johnson 
has  completed  his  first  term  of  seven  years.  Under 
reapportionment  of  Counsellors  by  the  State  Board 
of  Censors,  the  district  is  allotted  a counsellorship 
to  which  it  is  entitled. 

2nd  Congressional  District — 2.  L.  L.  Parker  and 
A.  J.  Treherne  have  completed  their  first  terms 
of  seven  years. 

4th  Congressional  District — 2.  G.  E.  Newton  has 
completed  his  first  term  of  seven  years.  G.  G. 
Woodruff  is  to  be  elevated  to  Life  Counsellor. 

5th  Congressional  District — 2.  R.  J.  Guest,  Jr. 
has  completed  his  first  term  of  seven  years.  A.  L. 
Isbell  is  to  be  elevated  to  Life  Counsellor. 

6th  Congressional  District — 1.  J.  Donald  Smith 
has  completed  his  first  term  of  seven  years. 

7th  Congressional  District — 1.  W.  E.  Wilson  has 
completed  his  first  term  of  seven  years. 

9th  Congressional  District — 5.  D.  C.  Donald  is 
deceased.  J.  M.  Donald  and  E.  G.  Givhan,  Jr.  have 
completed  their  second  terms  of  seven  years. 
Under  reapportionment  by  the  State  Board  of 
Censors,  the  district  is  allotted  2 counsellorships 
to  which  it  is  entitled. 


SCIENTIFIC  EXHIBITS 

Anyone  who  desires  space  for  a scientific  ex- 
hibit for  the  annual  session  of  The  Medical  As- 
sociation of  The  State  of  Alabama,  Mobile,  April 
21-23,  is  invited  to  write  for  information  to  Dr. 
Edwin  L.  Scott,  P.  O.  Box  4097,  Mobile,  Alabama. 
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OTHER  EVENTS 
April  20,  1960 

Alabama  Orthopaedic  Society 

The  Alabama  Orthopaedic  Society  will  meet  at 
9:00  A.  M.  The  place  of  meeting  and  the  pro- 
gram will  be  announced. 

Alabama  Chapter 

American  College  of  Chest  Physicians 

The  meeting  will  be  held  at  2:30  P.  M.  at  the 
Admiral  Semmes  Hotel.  The  speakers  will  be  Dr. 
Ben  V.  Branscomb,  Assistant  Professor  of  Medi- 
cine, Medical  College  of  Alabama,  Birmingham; 
Dr.  Martin  J.  Sokoloff,  Professor  of  Medicine,  Jef- 
ferson Medical  College,  Philadelphia,  Pennsyl- 
vania; Dr.  Charles  Rice,  Professor  of  Radiology, 
Tulane  University  School  of  Medicine,  New  Or- 
leans, Louisiana;  Dr.  Louis  Raider,  Radiologist, 
Providence  Hospital,  Mobile,  Alabama;  and  Dr. 
Neal  Flowers,  Radiologist,  Mobile  Infirmary,  Mo- 
bile, Alabama. 

April  22,  1960 

Alabama  Division 
International  College  of  Surgeons 

There  will  be  a breakfast  and  business  meeting 
of  the  International  College  of  Surgeons  at  7:30 
A.  M.  at  the  Admiral  Semmes  Hotel. 

Alabama  Radiological  Society 

A luncheon  will  be  held  at  12:30  P.  M.  at  the 
Admiral  Semmes  Hotel.  The  speaker  will  be  Dr. 
David  S.  Carroll,  Professor  of  Radiology,  Uni- 
versity of  Tennessee  College  of  Medicine,  Mem- 
phis, Tennessee,  and  his  subject  will  be  “Practical 
Aspects  of  the  Practice  of  Radiology.” 

Alumni  Association 
Medical  Department 
University  of  Alabama 

The  annual  business  meeting  and  election  of 
officers  will  be  held  at  6: 30  P.  M.  The  speaker  will 
be  Major  General  Ralph  C.  Williams,  USPHS  (Re- 
tired), Atlanta,  Georgia.  The  place  of  meeting 
will  be  announced. 

SOCIAL  EVENTS 

Wednesday,  April  20,  1960 

The  Pfizer  Golf  Tournament  will  be  held  at  the 
Mobile  Country  Club. 

Thursday,  April  21,  1960 

Members  of  the  Association  and  their  guests  will 
be  entertained  at  a reception  and  buffet  dinner  at 
6:30  P.  M.  at  the  Mobile  Country  Club. 

Friday,  April  22,  1960 

Members  of  the  Association  and  their  guests  will 
be  entertained  at  the  Presidential  Ball  at  8:00  P. 
M.  at  the  Skyline  Country  Club. 


PROGRAM 
OF  THE 

WOMAN'S  AUXILIARY 
TO  THE 

MEDICAL  ASSOCIATION 
OF  THE 

STATE  OF  ALABAMA 

Battle  House  Hotel 

April  21-22,  1960 

OFFICERS 


President 

Mrs.  George  W.  Newburn,  Jr ____  Mobile 

President-Elect 

Mrs.  John  T.  Morris Cullman 

Vice-Presidents 

Mrs.  W.  L.  Smith Montgomery 

Mrs.  T.  M.  Owens Attaila 

Mrs.  P.  H.  Warren Jackson 

Mrs.  J.  O.  Brooks Hamilton 

Recording  Secretary 

Mrs.  Joe  Cromeans Scottsboro 

Corresponding  Secretary 

Mrs.  Howard  S.  J.  Walker,  Jr.  ______  Mobile 

Treasurer 

Mrs.  Chester  Beck Troy 

Finance  Officer 

Mrs.  J.  O.  Colley,  Jr Troy 

Auditor 

Mrs.  John  Kimmey Elba 

Historian 

Mrs.  Jack  Clayton Birmingham 

Parliamentarian 

Mrs.  William  G.  Thuss Birmingham 

Directors 

Mrs.  H.  L.  Rosen Montgomery 

Mrs.  J.  R.  Horn Bessemer 

Mrs.  William  Noble Fort  Payne 


COMMITTEE  CHAIRMEN 

A.  Sponsored  by  Woman’s  Auxiliary , American 
Medical  Association : 

American  Medical  Education  Foundation — 
Mrs.  Seaburt  Goodman,  Birmingham. 
Bulletin — Mrs.  E.  D.  Morton,  Mobile. 

Civil  Defense — Mrs.  E.  V.  Caldwell,  Huntsville. 
Legislation — Mrs.  R.  Nelson  Long,  Selma. 
Mental  Health — Mrs.  John  Foster,  Foley. 
Membership — Mrs.  John  T.  Morris,  Cullman. 
Members-at-large — Mrs.  Joe  Sherrod,  Hayne- 
ville. 

Paramedical  Careers  Recruitment — Mrs.  L.  H. 
Clemmons,  Cullman. 

Program — Mrs.  W.  O.  Romine,  Birmingham. 
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Community  Service— Mrs.  F.  M.  Phillippi,  Jr., 
Brewton. 

Safety — Mrs.  William  Noble,  Fort  Payne. 
SAMA — Mrs.  Gray  C.  Buck,  Jr.,  Birmingham. 

B.  Sponsored,  by  Woman’s  Auxiliary,  Southern 
Medical  Association : 

Councilor  to  Southern — Mrs.  H.  L.  Rosen, 
Montgomery. 

Doctor’s  Day  and  Research  and  Romance  of 
Medicine— Mrs.  C.  E.  Price,  Evergreen. 

C.  Sponsored  by  Woman’s  Auxiliary,  Medical 
Association  of  the  State  of  Alabama : 

Archives  and  Exhibits — Mrs.  William  Fonde', 

Mobile. 

Lettie  Daffin  Perdue  Scholarship — Mrs.  A.  D. 
Henderson,  Mobile. 

Memorial— Mrs.  G.  G.  Woodruff,  Anniston. 
Newsletter— Mrs.  William  Brock,  Montgomery. 
Circulation  Editor— Mrs.  John  Kent,  Birming- 
ham. 

Press  and  Publicity— Mrs.  Claude  M.  Warren, 
Jr.,  Mobile. 

Co-chairman — Mrs.  C.  D.  Terry,  Mobile. 
Revisions— Mrs.  William  G.  Thuss,  Birming- 
ham. 

Rural  Health— Mrs.  J.  F.  Holley,  Florala. 
Yearbook — Mrs.  John  Vanhoof,  Mobile. 
Nominating— Mrs.  H.  L.  Rosen,  Montgomery. 
Essay  Contest— Mrs.  W.  J.  Rosser,  Birming- 
ham. 

Handbook— Mrs.  John  Chenault,  Decatur. 

D.  For  Convention : 

Chairman— Mrs.  B.  B.  Kimbrough,  Mobile. 
Archives  and  Exhibits — Mrs.  William  Fonde', 
Mobile. 

Press  and  Publicity— Mrs.  Claude  M.  Warren, 
Jr.,  Mobile. 

Mrs.  C.  D.  Terry,  Mobile. 

Thursday,  April  21 

8:30  A.  M.-3:  00  P.  M.— Registration,  Battle  House 
Hotel  Lobby. 

8:30  A.  M. — Preconvention  Executive  Board  Meet- 
ing, Mrs.  George  W.  Newburn,  Jr.,  President, 
Presiding,  Dutch  Breakfast,  Battle  House  Hotel. 

10:00  A.  M. — First  General  Session,  Battle  House 
Hotel. 

Call  to  Order— Mrs.  George  W.  Newburn,  Jr., 
President,  Mobile. 

Invocation — 

Membership  Pledge — “I  pledge  my  loyalty  and  de- 
votion to  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association.  I will  support  its 
activities,  protect  its  reputation,  and  ever 
sustain  its  high  ideals.” 

Welcome — Mrs.  George  W.  Newburn,  Jr.,  Mobile. 
Introduction  of  Guests — Mrs.  George  W.  Newburn, 
Jr.,  Mobile. 

Convention  Rules  of  Order — Mrs.  B.  B.  Kim- 
brough, Mobile. 

First  Report  of  Credentials  Committee — Mrs. 
Frank  England,  Mobile. 


Report  of  Reading  Committee — Mrs.  Joe  Cromeans, 
Scottsboro. 

Annual  Report  of  Officers. 

Annual  Report  of  State  Chairman  on  Display  in 
Meeting  Room. 

Annual  Report  of  County  Presidents: 

Northeastern  District — Mrs.  T.  M.  Owens,  At- 
talla. 

Blount — Mrs.  W.  R.  Sutton,  Blountsville. 
Calhoun — Mrs.  John  A.  Edwards,  Anniston. 
DeKalb — Mrs.  John  Hanford,  Collinsville. 
Etowah — Mrs.  Joe  Ford,  Gadsden. 

Jackson — Mrs.  E.  Julian  Hodges,  Scottsboro. 
Madison — Mrs.  H.  G.  Bramm,  Huntsville. 
Marshall — Mrs.  Jim  Reeder,  Arab. 

Talladega — Mrs.  Arthur  Toole,  Talladega. 
Northwestern  District — Mrs.  J.  O.  Brooks,  Ham- 
ilton. 

Colbert — Mrs.  Howard  Johnson,  Sheffield. 
Cullman — Mrs.  Frank  Stitt,  Sr.,  Cullman. 
Jefferson-Birmingham — Mrs.  John  Slaughter, 
Birmingham. 

Jefferson-Bessemer — Mrs.  Robert  T.  Cale, 
Bessemer. 

Lauderdale — Mrs.  James  G.  Middleton,  Flor- 
ence. 

Marion — Mrs.  J.  E.  Gaba,  Winfield. 

Morgan — Mrs.  David  Chandler,  Hartselle. 
Pickens — Mrs.  Robert  K.  Wilson,  Aliceville. 
Tuscaloosa — Mrs.  James  C.  Guin,  Jr.,  Tusca- 
loosa. 

Walker — Mrs.  H.  B.  Watkins,  Oakman. 

Southeastern  District — Mrs.  W.  L.  Smith,  Mont- 
gomery. 

Coffee — Mrs.  J.  E.  Pittman,  Jr.,  Enterprise. 
Covington — Mrs.  C.  N.  Matthews,  Florala. 
Elmore — Mrs.  Winston  Edwards,  Wetumpka. 
Geneva — Mrs.  H.  A.  Childs,  Samson. 

Houston — Mrs.  Norman  C.  Veale,  Dothan. 
Montgomery — Mrs.  Paul  D.  Everest,  Montgom- 
ery. 

Pike — Mrs.  J.  O.  Colley,  Jr.,  Troy. 

Southwestern  District — Mrs.  Palmer  H.  Warren, 
Jackson. 

Baldwin — Mrs.  Charles  W.  Gaston,  Bay  Min- 
ette. 

Clarke — Mrs.  Palmer  H.  Warren,  Jackson. 
Conecuh-Monroe — Mrs.  William  R.  Carter, 
Repton. 

Dallas — Mrs.  G.  C.  Blanton,  Selma. 

Escambia — Mrs.  F.  M.  Phillippi,  Jr.,  Brewton. 
Mobile — Mrs.  Dixon  Meyers,  Mobile. 

Memorial  Service — Mrs.  G.  G.  Woodruff,  Anniston. 
1:00  P.  M. — Dutch  Luncheon,  Skyline  Country 
Club,  Mrs.  George  W.  Newburn,  Jr.,  Presiding. 
Honoring  Mrs.  John  Chenault,  President,  Wom- 
an’s Auxiliary  to  the  Southern  Medical  Associa- 
tion, and  Mrs.  Frank  Gastineau,  President,  Wom- 
an’s Auxiliary  to  the  American  Medical  Associa- 
tion. 

Invocation. 

Welcome. 

Response. 


300 


J.  M.  A.  ALABAMA 


PROGRAM  OF  THE  ANNUAL  SESSION 


Address — Mrs.  John  Chenault,  Decatur. 
Entertainment — Accessory  Style  Show. 

Thursday  Evening 

See  Doctor’s  Program 

Friday,  April  22 

8:30  A.  M.-12:00  Noon — Registration,  Battle  House 
Hotel  Lobby. 

9:30  A.  M. — Second  General  Session,  Battle  House 
Hotel. 

Call  to  Order — Mrs.  George  W.  Newburn,  Jr., 
Mobile. 

Invocation. 

Introduction  of  Guests. 

Second  Report  of  Credentials  Committee. 
Minutes — Mrs.  Joe  Cromeans,  Recording  Secre- 
tary, Scottsboro. 

Recommendation  from  the  Executive  Board. 
Presentation  of  Budget  for  1960-61 — Mrs.  J.  O. 
Colley,  Jr.,  Troy. 

New  Business. 

Announcements. 

Report  of  Nominating  Committee — Mrs.  H.  L. 
Rosen,  Montgomery. 

Election  of  Officers. 

Election  of  Nominating  Committee. 

Election  of  Delegates  to  National  Convention. 
Final  Report  of  Credentials  Committee. 
Installation  of  Officers — Mrs.  Frank  Gastineau, 
President,  Woman’s  Auxiliary  to  the  American 
Medical  Association,  Indianapolis,  Indiana. 
Presentation  of  President’s  Pin  and  Gavel. 
Presentation  of  Past-President’s  Pin. 

Introduction  of  Committee  Chairmen  for  1960-61 — 
Mrs.  John  T.  Morris,  Cullman. 

1:00  P.  M. — Luncheon  at  Battle  House  Hotel. 
Honoring  Mrs.  Frank  Gastineau,  President, 
Woman’s  Auxiliary  to  the  American  Medical 
Association.  Host,  Mobile  County  Medical 
Auxiliary,  Mrs.  Dixon  Meyers,  Presiding. 

Invocation. 

Achievements  Awards. 

Introduction  of  Guests  and  New  Officers. 
Address — Mrs.  Frank  Gastineau. 

Fashion  Show. 

Adjournment — 

Following  immediately,  Postconvention  Exec- 
utive Board  Meeting,  Battle  House  Hotel. 

CONVENTION  RULES  OF  ORDER 

1.  There  will  be  a registration  fee  to  include 
Friday  luncheon. 

2.  All  persons  appearing  on  the  program  shall 
be  seated  in  a reserved  section  at  front  of  room. 

3.  Members  of  the  voting  body  shall  wear 
badges  at  all  sessions  of  the  convention. 

4.  When  addressing  the  chair,  the  member  shall 
rise,  give  her  name,  and  the  name  of  her  county 
Auxiliary. 


5.  Unless  notified  to  the  contrary,  each  speaker 
shall  be  limited  to  two  minutes  and  may  not 
speak  more  than  twice  on  any  one  question. 

6.  A timekeeper  will  notify  each  speaker  when 
her  two  minutes  are  up. 

MOBILE  CHAIRMEN  FOR  CONVENTION 

General  Convention  Chairman — Mrs.  B.  B.  Kim- 
brough. 

Co-Chairman — Mrs.  Dixon  Meyers. 

Registration — Mrs.  Frank  England. 

Hospitality — Mrs.  Marshall  Eskridge. 

Decorations — Mrs.  Claude  Brown. 

Transportation — Mrs.  A.  D.  Henderson. 

Courtesy — Mrs.  William  Baston. 

Favors — Mrs.  W.  J.  Neeley. 

Publicity — Mrs.  Claude  Warren. 

Mrs.  C.  D.  Terry. 

Mrs.  Dan  Burke. 

Entertainment — Mrs.  Samuel  P.  Marshall. 
Credentials — Mrs.  Frank  England. 

Registration — Mrs.  Frank  England. 

Exhibits — Mrs.  William  Fonde'. 


Bed  Rest  Suggested  for  Heart  Victims — Pro- 
longed bed  rest  has  been  revived  as  a means  of 
treating  persons  suffering  persistently  enlarged 
hearts. 

Drs.  George  E.  Burch  and  John  J.  Walsh  of  New 
Orleans  wrote  in  the  January  16  Journal  of  the 
American  Medical  Association  that  new  drugs 
have  been  so  successful  in  treating  many  heart 
ailments  that  “continued  bed  rest  is  greatly  neg- 
lected, even  in  patients  with  rheumatic  heart  dis- 
ease.” 

They  said  preliminary  findings  showed  that 
strict  bed  rest  for  periods  up  to  one  year  produced 
“extremely  promising  results”  among  patients  suf- 
fering nonrheumatic  degeneration  of  the  heart’s 
muscle  tissue  and  enlargement  of  the  heart. 

“Our  concern  has  been  principally  directed  to 
those  typically  young  patients  with  severe,  seem- 
ingly, irreversible  cardiomegaly,  who  follow  a pro- 
gressively downhill  course,  dying  . . . usually 
within  2 to  12  months  after  the  onset  of  illness,” 
the  doctors  said. 

“As  the  patient  progresses  along  the  spectrum 
of  decreasing  cardiac  reserve  to  the  stage  of  irre- 
versible cardiac  dilatation  and  insufficiency,  he 
reaches  a point  at  which  he  becomes  unresponsive 
to  any  and  all  forms  of  therapy.  It  is  our  con- 
tention that  the  application  of  long-term  bed  rest 
not  only  delays  in  time  the  attainment  of  the 
point  of  no  return  but  may,  in  selected  cases,  post- 
pone this  catastrophe  indefinitely.” 

The  authors  based  their  report  on  five  patients. 
Three  patients’  hearts  returned  to  normal  size  and 
the  other  two  showed  remarkable  improvement 
after  prolonged  bed  rest. 

The  doctors  admitted  that  their  approach  pre- 
sents many  problems,  such  as  finding  an  adequate 
number  of  hospital  beds.  However,  they  suggested 
that  facilities  available  for  the  treatment  of  tuber- 
culosis might  be  used. 
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The  Cruelest  Tax 

By 

Thurman  Sensing 
Southern  States  Industrial  Council 

The  cruelest  tax  in  the  United  States  falls 
most  heavily  upon  Americans  in  the  low  in- 
come brackets.  This  tax  is  inflation.  And 
boosted  federal  spending,  which  “liberals” 
insist  has  the  purpose  of  aiding  people  of 
limited  means,  actually  makes  daily  living 
much  harder  for  these  citizens. 

If  all  the  companies  in  the  country  were 
suddenly  to  jack  up  their  prices  without 
cause,  the  effect  of  it  would  not  begin  to 
compare  with  the  effect  of  inflation  created 
by  federal  spending. 

The  loss  by  inflation  to  the  thrifty  people 
of  this  nation  is  no  less  serious  just  because 
it  is  not  directly  felt  and  seen.  During  the 
dozen  years  up  to  1933,  depositors  in  the 
banks  lost  $1.9  billion  due  to  bank  failures, 
and  they  complained  bitterly.  Due  to  the  de- 
preciating purchasing  power  of  our  currency, 
however,  savers  in  six  major  groups — repre- 
sented by  United  States  saving  bonds,  time 
deposits  in  all  banks,  savings  capital  of  sav- 
ings and  loan  associations,  life  insurance  in 
force,  annuities  in  force,  and  social  security 
trust  and  employment  funds — have  lost  more 
than  $184  billion  during  the  past  twenty 
years.  This  was  97  times  the  loss  in  the  banks, 
but  the  people  involved,  relatively  few  of 
them  perhaps  understanding  it,  seem  to  be 
highly  complacent  and  apathetic  about  it. 

For  the  man-in-the-street,  inflation  repre- 
sents a kind  of  creeping  paralysis.  He  can’t 
juggle  his  investments  to  compensate  for  the 
higher  cost  of  living;  he  hasn’t  got  any  in- 


vestments except,  possibly,  a home  and  life 
insurance  policy.  And  inflation  makes  main- 
tenance of  his  home  increasingly  difficult 
and  steadily  cuts  the  value  of  his  life  in- 
surance. 

The  high  cost  of  living  affects  entire  com- 
munities as  well  as  individuals.  Rea]  estate 
taxes  are  rising  as  cities  seek  funds  to  carry 
on  municipal  housekeeping.  Every  item  a 
municipality  purchases  is  boosted  in  price 
by  the  pressure  of  inflation.  The  cost  in- 
crease is  passed  on  to  the  taxpayers.  And 
so  homeowners  find  it  more  and  more  ex- 
pensive to  maintain  their  homes  and  to  get 
free  of  whatever  indebtedness  they  may  face. 
Money  that  a homeowner  would  use  to  dis- 
charge a mortgage  must  be  turned  over  to 
the  federal  government. 

As  for  the  effect  of  inflation  on  insurance, 
Senator  Willis  Robertson  (D-Va.),  Chair- 
man of  the  Senate  Banking  Committee,  cited 
that  only  recently.  “If  a man  35  years  of 
age  is  paying  for  an  insurance  policy,”  said 
Senator  Robertson,  “and  he  suffers  3 per 
cent  inflation  a year,  by  the  time  he  is  70 
years  of  age,  the  insurance  has  been  used  up. 
At  3 per  cent  a year,  in  33  1/3  years,  the  in- 
surance is  gone.”  This  is  the  way  in  which 
inflation  wipes  out  individual  savings. 

Halting  federal  spending  that  gives  rise  to 
inflation  requires  down-the-line  cooperation 
from  individuals  and  communities  aware  of 
the  danger  in  a devalued  currency.  The 
colossal  spending  isn’t  on  a few  selected  items 
but  on  dozens  of  programs  that  many  Ameri- 
cans take  for  granted. 

Americans  have  come  to  expect  federal 
handouts  for  urban  renewal,  city  planning, 
farm  subsidies,  forest  conservation,  school 
construction,  sewers,  hospital  buildings,  vo- 
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cational  rehabilitation,  unemployment  com- 
pensation. There  is  almost  no  end  to  the  list 
of  fields  in  which  the  federal  government  is 
handing  out  funds!  Twenty-five  years  ago 
the  total  federal  budget  was  $4.6  billion.  In 
fiscal  1960  the  federal  government  will  spend 
almost  $8  billion  for  interest  alone  on  money 
borrowed  by  the  government.  It’s  incredible 
but  true  that  out  of  every  dollar  the  United 
States  spends  10  cents  goes  toward  paying 
interest  on  the  national  debt. 

And  the  staggering  debt  is  by  no  means  a 
completely  accurate  indicator  of  the  full  ex- 
tent of  American  indebtedness.  The  indirect 
obligations  of  the  U.  S.  government  amount 
to  something  like  $50  billion.  These  are  obli- 
gations that  result  from  back-door  methods 
of  federal  financing  and  are  not  provided 
through  appropriations. 

As  Senator  Robertson  has  noted,  “We  have 
been  quite  free  in  underwriting  obligations, 
as  though  lending  our  name  were  an  easy 
way  to  put  money  in  circulation  without 
creating  any  real  liability.”  The  powerful 
political  demands  for  easy  housing  loans  will 
cause  this  sort  of  liability  to  mushroom. 

Americans  have  refused  to  play  the  eco- 
nomic game  by  the  rules.  They  are  being 
penalized  for  thinking  they  can  live  high  on 
the  hog  and  never  have  to  pay  a bill.  The 
way  they  are  paying  is  through  inflation — 
and  history  tells  us  that  inflation  has  caused 
more  human  misery  and  suffering  than  any- 
thing short  of  war,  famine  and  pestilence. 
We  must  once  more  return  to  a sound  econ- 
omy or  suffer  the  consequences. 

Write  your  Congressman! 


Some  Economic  And  Political 
Aspects  of  Aging 

America  is  faced  with  a revolution  in 
aging.  Unlike  most,  this  revolution  has  not 
taken  place  overnight,  but  has  evolved  grad- 
ually over  the  last  half-century.  The  social, 
cultural  and  economic  implications  it  poses, 
however,  are  equally  as  pressing. 

In  the  year  1900,  a little  over  four  per 
cent  of  our  population  was  over  65  years  of 


age.  The  average  life  span  was  49.  Today, 
thanks  to  advances  in  medical  science  and 
living  standards,  the  average  individual  can 
expect  70  years  of  full  and  useful  activity. 
We  now  have  15  million  citizens,  nearly  one- 
tenth  of  our  population,  over  the  age  of  65. 

Taken  numerically  alone,  this  upward 
shift,  or  redistribution  of  our  population,  is 
sufficient  cause  for  thoughtful  consideration. 
This  new  era  of  aging,  however,  has,  in  ad- 
dition, ushered  in  new  needs — needs  which 
have  demanded  and  received  unprecedented 
attention  in  recent  years.  As  never  before, 
increased  interest,  activity  and  programs  are 
being  directed  toward  the  health,  social,  vo- 
cational and  economic  needs  of  the  aging 
and  the  aged  by  a wide  variety  of  groups. 

The  growth  in  the  number  of  our  senior 
citizens  has  also  been  marked  by  a wide- 
spread quickening  of  interest  on  the  political 
front.  It  is  obvious  and  understandable  that 
elected  officials  should  shape  their  actions 
to  the  direct,  personal  interest  of  all  persons 
45  or  over  in  programs  for  the  aged.  Too, 
the  potential  of  15  million  voters  already  past 
65  has  a natural  political  appeal  to  any  poli- 
tician. The  danger  here  is  that  a program 
for  the  aging  may  be  dictated  on  the  basis 
of  political  expediency  rather  than  intrinsic 
merit. 

An  excellent  case  in  point  is  the  proposed 
H.  R.  4700.  The  Forand  Bill,  originally  intro- 
duced in  1958,  essentially  would  provide  for 
the  purchase  of  hospital,  medical  and  surgical 
services  for  persons  over  65,  to  be  paid  for  by 
increased  Social  Security  deductions  from  the 
paychecks  of  all  workers.  H.  R.  4700  rests  on 
the  basic  premise  that  the  aged,  as  a group, 
have  such  a special  financial  position  that 
special  provision  is  required  to  meet  their 
health  and  other  needs.  It  also  assumes  an 
inability  on  the  part  of  voluntary  mechan- 
isms, state  level  approaches,  and  community 
resources  to  meet  these  needs. 

Although  there  are  many  reasons  why  the 
Forand  proposal  could  be  labeled  “bad  medi- 
cine,” it  nevertheless  suggests  a closer  ex- 
amination of  just  how  “special”  the  aging 
are  in  regard  to  their  ability  to  purchase 
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health  care,  or  any  other  commodity,  for  that 
matter. 

Without  laboring  the  point,  it  should  be 
emphasized  at  the  outset  that  the  great  ma- 
jority of  people  65  and  over  are  well,  and 
that  activities  designed  to  help  them  preserve 
this  health  status  should,  therefore,  be  the 
real  priority  in  any  “program”  for  the  aging. 
This  does  not,  however,  deemphasize  the  im- 
portance of  adequate  health  care,  or  the  older 
person’s  ability  to  pay  for  such  care  when  it 
is  needed. 

It  should  also  be  remembered  that  in  a 
true  picture  of  financial  status,  income  and 
assets  should  be  related  to  all  needs,  not 
just  health  needs,  as  far  as  they  can  be  de- 
fined. A young  married  man  with  three  chil- 
dren has  different  financial  needs  and  far 
greater  ones  in  some  areas  than  would  an 
elderly,  retired  couple  with  no  dependents. 
Given  the  same  income,  the  young  man  might 
be  unable  to  add  to  his  assets,  while  the 
elderly  couple  might  not  only  add  to  their 
assets  but  even  achieve  a higher  standard  of 
living. 

A fact  often  quoted  by  those  who  advo- 
cate government  intervention,  is  that  some 
60  per  cent  of  the  aged,  as  a total  group,  have 
a yearly  income  of  less  than  $1,000.  It  might 
be  pointed  out  in  passing  that  nearly  50  per 
cent  of  the  total  population  from  14  to  65 
years  also  falls  into  this  category.  Such 
comparisons  do  not,  however,  give  a clear 
picture  of  the  true  financial  status  of  those 
65  and  over. 

There  are  15.4  million  Americans  65  years 
of  age  or  older.  Of  this  group,  some  four 
million  are  in  full-time  employment  or  the 
wives  of  employed  persons.  Census  Bureau 
data  state  that  year-round,  full-time  male 
workers  of  65  and  over  earn  an  average  of 
$3,427  per  year.  This  is  interesting  to  com- 
pare with  the  similar  figure  for  workers  in 
the  20-24  age  bracket  of  $3,563.  It  would  seem 
that  the  four  million  employed  aged  males 
and  their  wives  are  basically  paid  no  more 
poorly  than  the  full-time  younger  male  work- 
er just  starting  out.  Yet  in  terms  of  family 
size,  assets  and  the  like,  the  younger  worker 


generally  has  greater  needs  than  his  older 
counterpart. 

To  these  four  million  of  our  aged  group, 
then,  the  term  “special  financial  position”  in 
no  way  applies. 

At  the  other  end  of  the  scale  are  some 
2.5  million  persons  over  65  who  are  receiv- 
ing public  assistance.  This  group  likely  has 
very  little,  if  any,  private  income,  and  little 
in  the  way  of  assets.  The  costs  of  their 
health  care,  food,  shelter  and  other  basic 
needs  are  met  more  or  less  satisfactorily  by 
organized  state  and  local  welfare  programs, 
with  specified  financial  assistance  from  the 
Federal  Bureau  of  Public  Assistance. 

It  becomes  increasingly  clear  that  the  group 
we  need  to  take  a closer  look  at,  in  terms  of 
needs  vs.  financial  resources,  are  the  re- 
tired aged  who  are  not  receiving  public  as- 
sistance. As  a matter  of  fact,  it  is  just  this 
group  which  the  proponents  of  Forand  legis- 
lation claim  are  caught  in  a so-called  “no- 
man’s land”  between  the  ultra-poor,  who  are 
provided  for  by  charity,  and  the  wealthy, 
who  are  able  to  pay  for  anything  they  may 
need. 

Is  this  claim  of  present  and  future  crisis 
valid? 

Exact  figures  on  the  average  or  median 
income  of  retired  aged  not  receiving  public 
assistance  are  apparently  unavailable.  There 
are,  however,  certain  data  which  provide  a 
fair  indication  of  the  financial  situation  in 
this  group.  The  recent  national  income  sur- 
vey of  Old  Age  and  Survivor’s  Insurance 
beneficiaries,  conducted  by  the  Department 
of  Health,  Education  and  Welfare,  excluded 
by  definition  all  those  aged  earning  more 
than  $1,200  per  year,  and  thus  virtually  all 
of  the  relatively  high-income  aged  workers 
in  full-time  employment.  The  OASI  data 
yield  an  annual  median  income  of  $2,190  for 
aged  beneficiary  couples,  and  of  $1,145  for 
single  retired  workers. 

The  difference  between  the  reported  in- 
come of  some  OASI  beneficiaries  and  the 
eligibility  limit  of  $1,200  per  year  in  earnings 
is  partly  made  up  for  by  the  fact  that  some 
two  million  aged  are  receiving  veteran’s  sur- 
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vivor’s  or  other  government  pensions  and 
over  one  million,  some  type  of  private  pen- 
sion. It  is  also  a partial  reflection  of  the 
relatively  favorable  asset  position  of  this 
group.  (Forty  per  cent  of  all  aged  have  at 
least  $2,000  worth  of  liquid  assets — savings 
bonds,  savings  accounts  and  checking  ac- 
counts— compared  with  21  per  cent  of  the 
total  population.  Seventy  per  cent  of  the  aged 
beneficiary  couples  own  homes,  and  the  great 
majority  of  these  are  mortgage-free.) 

To  what  extent,  then,  is  this  present  group 
of  retired  aged  able  to  pay  for  its  needs,  par- 
ticularly its  health  needs?  About  43  per  cent 
of  all  persons  over  65  have  some  type  of 
private  health  insurance,  which  they  pay  for 
out  of  current  income.  Reliable  estimates 
have  predicted  that  80  per  cent  of  persons 
over  65  who  need  and  want  voluntary  health 
insurance  will  have  such  coverage  by  1965. 
Complete  data  on  what  portion  of  these  in- 
sured persons  are  retired  are  not  available. 
There  are,  however,  several  grounds  for  be- 
lieving that  the  larger  percentage  of  persons 
with  $2,000  or  less  annual  income  who  have 
health  insurance  are  over  65. 

The  Bureau  of  Labor  Statistics’  minimum 
budget  for  elderly  couples  was  updated  in 
1956  to  $2,050  for  New  York  City,  and  to 
$1,950  for  Buffalo,  New  York.  This  budget 
includes  an  allowance  for  the  paying  of 
health  insurance  premiums.  The  current 
median  incomes  of  retired  OASI  couples  are 
somewhat  above  that  figure. 

The  words  “median  income,”  of  course,  in- 
dicate that  there  are  as  many  above  as  be- 
low the  figures  quoted.  These  income  figures 
do  emphasize,  however,  that  the  retired  aged 
do  not  occupy  a unique  financial  position  in 
our  society  any  more  than  say,  the  Negro, 
or  women — two  groups  which  also  have  a 
consistently  lower-than-average  income  pat- 
tern. 

The  aged  represent  a special  case  only  in 
that  all  individuals,  if  they  live  long  enough, 
will  themselves  become  old . 

This  accounts  for  the  enormous  political 
appeal  of  proposals  such  as  H.  R.  4700,  and 
for  much  of  the  urgency  being  brought  to 
bear  toward  its  passage. 


If  this  urgency  holds  sway,  it  would  mean 
adopting  a permanent  and  rigid  program  to 
solve  what  is  essentially  a temporary  prob- 
lem. The  continuing  expansion  of  voluntary 
health  insurance  coverage  among  all  age 
groups  by  both  Blue  Cross-Blue  Shield  and 
commercial  carriers,  the  anticipated  growth 
in  assets  of  private  pension  plans  from  $33 
billion  to  $77  billion  by  1965,  the  almost  uni- 
versal coverage  of  OASI  and  the  continually 
growing  real  national  income  all  point  to  a 
time  in  the  near  future  when  the  overwhelm- 
ing majority  of  our  senior  citizens  will  be,  if 
they  are  not  already,  out  of  the  category  of 
those  unable  to  pay  for  their  needs,  and  will 
arrive  at  the  age  of  65  with  a sound  financial 
footing  for  continued  full  living. 

Heart  Month  And  Your  Heart  Association 

By 

Walter  B.  Frommeyer,  Jr.,  M.  D. 

President,  Alabama  Heart  Assn.,  Inc. 

Throughout  this  month  you  will  frequently 
see  the  phrase  “Heart  Disease — Your  % 1 
Enemy;  Heart  Fund — Your  # 1 Defense.” 
This  is  the  slogan  of  the  1960  Heart  Fund 
conducted  by  the  American  Heart  Associa- 
tion, and  its  affiliates  such  as  the  Alabama 
Heart  Association.  You  are  all  familiar  with 
the  broad,  over-all  program  of  the  Heart  As- 
sociation— the  treatment,  prevention,  and — 
whenever  possible — cure  of  heart  and  circu- 
latory diseases.  But,  perhaps,  you  would  be 
interested  in  a closer  look  at  the  workings 
of  the  Heart  Association;  and  the  wavs  in 
which  you  as  a physician  are  affected. 

The  American  Heart  Association  is  the  only 
voluntary  health  agency  in  the  United  States 
devoting  all  its  energies  to  the  reduction  of 
premature  death  and  disability  caused  by  the 
many  forms  of  heart  and  blood  vessel  disease. 
It  is  “voluntary”  because  its  members  are 
private  citizens — both  lay  and  professional — 
in  many  walks  of  life  who  have  dedicated 
themselves  to  the  fight  against  heart  disease. 

The  American  Heart  Association  was  orig- 
inally formed  as  a professional  society  by  a 
group  of  cardiologists  and  research  scientists 
in  1924.  In  1948  it  had  grown  to  the  point 
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that  it  was  reorganized  and  incorporated  as 
a national  non-profit  voluntary  health 
agency.  Under  its  new  set-up,  the  American 
Heart  Association  offered  charters  to  affil- 
iated state  or  regional  associations  in  the 
United  States.  Its  membership  now  totals 
55  affiliates,  including  the  two  new  states  of 
Hawaii  and  Alaska,  and  Puerto  Rico. 

The  Alabama  charter  was  granted  in  1949, 
the  year  in  which  Alabama  Heart  Association 
was  incorporated  under  Alabama  laws  as  a 
“non-profit”  health  agency.  It  was  formed 
by  a group  of  30  doctors  from  various  sec- 
tions of  Alabama,  all  interested  in  the  prob- 
lems of  the  cardiac,  led  by  Dr.  Roger  D. 
Baker,  now  of  Duke  University.  At  that  time 
he  was  Chairman  of  the  Department  of  Path- 
ology at  the  Medical  College  of  Alabama. 
From  this  group  of  30,  the  membership  has 
grown  to  a present  total  of  233,  two-thirds 
of  whom  are  physicians.  Being  a voting 
member  of  the  Alabama  Heart  Association, 
one  automatically  becomes  a voting  member 
of  the  American  Heart  Association,  and  is 
entitled  to  hold  office  in  either  or  both 
groups.  One  becomes  a member  by  apply- 
ing to  the  Alabama  Heart  Association  at  its 
state  office  in  Birmingham.  There  are  no 
dues,  and  membership  is  open  to  both  lay 
and  professional  persons.  However,  by  ap- 
plying for  membership  in  the  Alabama  Heart 
Association  the  applicant  indicates  his  in- 
terest in  cardiovascular  problems  and  his  wil- 
lingness to  serve  on  committees  and  the  Board 
when  asked.  The  physician  members  of  the 
Alabama  Heart  Association  receive  free, 
these  publications  from  the  Association: 
Modern  Concepts  of  Cardiovascular  Disease, 
The  Heart  Bulletin,  Heart  Research  News- 
letter, and  the  American  Heart  Quarterly. 
In  addition,  his  membership  entitles  him  to 
admittance  to  all  scientific  meetings  of  both 
state  and  national  Heart  Associations  with- 
out registration  fee. 

The  Board  of  Trustees  of  the  Alabama 
Heart  Association  is  the  policy  making  body. 
It  functions  either  directly  or  through  its 
Executive  Committee — the  arm  of  the  Board 
for  conducting  the  business  and  general  af- 
fairs of  the  Association.  The  Board  is  com- 


posed of  24  regular  members  elected  each 
year  in  rotation  for  three  year  terms  by  the 
general  membership.  In  addition  there  are 
two  representatives  from  each  council  in  the 
state,  elected  by  the  council  for  a one-year 
term.  The  Executive  Committee  is  comprised 
of  officers  of  the  Board,  plus  two  additional 
Board  members  elected  annually  by  the 
Board. 

The  national  association  is  governed  by 
an  assembly  which  is  composed  of  represen- 
tatives from  all  affiliates,  the  number  being 
based  on  population,  and  representatives  from 
the  Scientific  Councils.  This  assembly  elects 
the  officers  and  the  Board,  and,  through  the 
Board,  establishes  policies  for  the  Associa- 
tion, and  carries  on  its  business.  Each  of  the 
Scientific  Councils  of  the  national  association 
concerns  itself  with  a special  aspect  of  car- 
diovascular disease  and  knowledge,  for  ex- 
ample: the  Councils  on  High  Blood  Pres- 
sure, Clinical  Cardiology,  Circulation,  Cardio- 
vascular Surgery,  Basic  Science,  etc.  Then 
there’s  the  Council  on  Community  Service 
and  Education  and  the  Council  on  Rheumatic 
Fever  and  Congenital  Heart  Disease. 

Heart  Associations  are  “voluntary”  organi- 
zations also  in  the  fact  that  they  are  sup- 
ported completely  from  the  freely  given  co- 
operation and  financial  support  of  the  gen- 
eral public.  Their  income  comes  primarily 
from  the  Heart  Fund  Campaign  held  in  Feb- 
ruary of  each  year,  and  from  bequests,  me- 
morials, and  other  similar  methods  of  dona- 
tion. Heart  Associations  do  not  join  United 
Funds  and  in  Alabama  no  unit  of  Alabama 
Heart  is  a member  of  or  supported  by  any 
United  Fund.  Each  affiliate  sends  25%  of 
its  divisible  annual  receipts  to  the  national 
association.  It  is  important  to  note  that  not 
less  than  one  half  of  this  sum  paid  to  national 
must  be  invested  in  cardiovascular  research 
throughout  the  nation.  It  often  happens,  and 
Alabama  serves  as  a good  example,  that  a 
sum  larger  than  the  25%  sent  from  the  af- 
filiate returns  to  the  state  in  cardiovascular 
research  from  the  national  organization. 

Quite  naturally,  the  primary  interest  of 
the  Heart  Association  is  on  cardiovascular 
research.  This  is  supplemented  by  programs 
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of  education — both  to  lay  people  and  the 
medical  and  paramedical  professions,  and 
community  service  in  the  cardiovascular 
field. 

Since  its  foundation  in  1949,  and  including 
the  current  1959-60  awards,  the  Alabama 
Heart  Association  has  contributed  more  than 
$320,680  to  cardiovascular  research.  In  1959 
the  Association  contributed  $80,849.  Of  this 
amount,  $22,901  went  to  national  research. 
A total  of  $57,948  was  made  available  to  re- 
searchers here  in  Alabama.  A breakdown 
of  that  amount  would  read  as  follows: 

A $5,000  Cardiovascular  Fellowship  was 
awarded  to  Robert  H.  Dudley,  M.  D.,  of  the 
Medical  College  of  Alabama  for  “Studies  in 
Renal  Physiology — Quantitation  of  Renal 
Work.” 

Cardiovascular  Grants-in-Aid  currently 
supported  are — 

To  W.  Sterling  Edwards,  III,  M.  D., 
Medical  College  of  Alabama — 
for  “Further  Development  of 
Vascular  Prosthesis,  1 — Arterial 
Grafts,  2 — Aortic  Valve  Re- 
placement, 3 — Intra-C  a r d i a c 


Patches”  $10,800 

To  Leland  C.  Clark,  M.  D.,  Medical 
College  of  Alabama — for  “De- 
velopment of  an  Extra-Corporal 
Pump  for  Infants” 9,000 


To  Lloyd  L.  Hefner,  M.  D.,  Medical 
College  of  Alabama — for  “Fur- 
ther Study  of  Vibratory  Char- 
acteristics of  the  Human  Body, 
of  Movements,  Size  and  Mural 
Thickness  of  the  Human  Heart, 
Utilizing  the  Principle  of  Sonar”  8,550 

To  Rex  Perkins,  M.  D.,  Medical 
College  of  Alabama — for  “Al- 
tered Dynamics  of  Acute  Mitral 
Insufficiency”  4,500 

To  H.  V.  Murdaugh,  Jr.,  M.  D., 
Medical  College  of  Alabama — 
for  “Studies  of  Renal  Tubular 

Function”  7,236 

and 

“Study  of  Volume  Receptors  in 


the  Harbor  Seal  (Phocavitu- 
lina)  ” 2,322 

A special  grant  to  T.  R.  Harrison, 

M.  D.,  Medical  College  of  Ala- 
bama, for  Cardiovascular  Re- 
search, made  possible  by  “Claude 
Dorsey”  Memorial  Funds _ . 640 

Also,  a total  of  $9,900  was  appropriated  to 
the  Association’s  Research  Reserve  Fund. 
The  American  Heart  Association  and  its  af- 
filiates supported  cardiovascular  research  in 
the  fiscal  year  1958-59  to  the  tune  of  $8,- 
500,000.  These  allocations  and  the  sum  total 
channelled  into  scientific  research  by  the 
Association  and  its  affiliates  since  1949  now 
stand  at  well  over  $40,000,000. 

It  would  be  an  ideal  situation  to  use  funds 
for  research  in  the  locality  in  which  they 
were  raised.  But,  as  we  physicians  know, 
not  every  community  or  region  is  equipped 
with  the  personnel,  physical  plant  and  facili- 
ties for  carrying  on  research  activities.  It 
is  therefore  obvious  that  these  funds  must 
be  diverted  to  other  local  regions  by  the 
national  association  for  the  research  pro- 
gram. These  funds  are  used  to  recruit  more 
investigators  and  train  them.  It  pays  the 
salaries  of  the  investigators  so  they  will  not 
be  detracted  or  drawn  away  to  other  fields 
of  endeavor.  It  is  used  to  maintain  labora- 
tories that  are  demonstrating  their  ability 
to  produce  new  information.  Expensive 
equipment  so  necessary  to  the  study  of  these 
disorders  must  be  bought.  And  the  funds 
are  used  to  facilitate  the  development  of 
newly  acquired  knowledge  for  the  earliest 
possible  translation  to  benefit  more  patients. 

While  research  is  the  primary  aim  of  the 
Heart  Associations,  other  activities  must  not 
be  neglected.  What  is  the  benefit  of  new 
knowledge  from  research  if  it  is  not  dissemi- 
nated to  physicians  and  patients?  This  brings 
into  focus  the  Heart  Association’s  programs 
of  education  and  community  service. 

To  keep  them  abreast  of  the  extensive  de- 
velopments in  cardiovascular  medicine,  the 
Associations  foster  a broad  program  directed 
toward  the  physician.  Already  mentioned 
are  three  of  the  scientific  publications  from 
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the  Association.  Physicians  may  also  sub- 
scribe to  Circulation , a monthly  journal  deal- 
ing with  the  heart  and  circulatory  system, 
for  an  annual  subscription  rate  of  $14.00. 
Also,  there  is  Circulation  Research,  a bi- 
monthly journal  which  deals  with  the  realm 
of  research  available  at  an  annual  subscrip- 
tion rate  of  $9.00.  A major  aspect  of  this 
program  is  the  annual  scientific  session  of 
both  national  and  state  Heart  Associations. 
The  Alabama  Heart  Association  holds  annual 
sessions  in  both  North  and  South  Alabama, 
and  the  American  Heart  Association  also  con- 
ducts a four-day  national  scientific  session 
once  a year.  These  sessions  have  long  been 
recognized  as  most  important  forums  for  the 
presentation  of  new  developments  in  the 
cardiovascular  field.  (Alabama  Heart  meet- 
ings this  year  are:  February  2,  1960  in  De- 
catur, Alabama  and  June  25,  1960  at  Point 
Clear,  Alabama.  The  1960  American  Heart 
meeting  is  scheduled  for  October  21-24,  1960 
in  St.  Louis,  Mo.) 

While  the  physician  plays  the  central  role 
in  the  struggle  to  save  lives,  his  efforts  are 
greatly  aided  by  the  skills  of  dedicated  work- 
ers in  allied  fields,  such  as  nurses,  medical 
social  workers,  dietitians,  vocational  coun- 
sellors, teachers  and  others.  For  these 
groups,  also,  the  Heart  Associations — pri- 
marily the  state  organizations — develop  ac- 
tivities that  will  link  them  more  closely  to 
the  fight  against  cardiovascular  disease. 

The  program  of  education  for  the  lay  pub- 
lic is  conducted  through  many  different  chan- 
nels, using  a variety  of  media  to  reach  all 
sections  of  population.  One  of  these  chan- 
nels is  the  American  Heart,  a quarterly  prog- 
ress report  to  the  general  public  on  signifi- 
cant advances  in  all  phases  of  the  heart  pro- 
gram. Another  is  The  Heart  Research  News- 
letter, also  issued  quarterly  and  directed  to 
persons  especially  interested  in  cardiovas- 
cular research. 

The  Alabama  Heart  Association  has  avail- 
able, free,  a wide  variety  of  publications, 
covering  almost  any  aspect  of  cardiovascular 
disease,  for  professional  as  well  as  lay  use. 
During  the  year  thousands  of  these  publi- 
cations are  distributed  to  interested  parties. 


The  Alabama  Heart  Association  is  now  an- 
swering annually  over  15,000  inquiries  for 
material  and  information.  The  Association 
also  has  a film  library  which  is  available  to 
organizations  such  as  schools,  clubs,  societies, 
television  stations  and  others  concerned  with 
the  varied  aspects  of  cardiovascular  disease. 
Last,  but  certainly  not  least,  is  the  dissemi- 
nation of  knowledge  in  the  various  media 
such  as  newspapers,  radio,  television,  maga- 
zines, etc.  This  program  of  education  has 
contributed  greatly  to  the  dispelling  of  the 
fears  once  associated  with  problems  of  the 
heart  and  circulatory  system. 

The  program  of  community  service  has  two 
major  objectives:  (1)  to  develop  and  im- 

prove facilities  that  will  assist  the  physician 
in  the  total  management  of  the  cardiac  pa- 
tient; (2)  to  help  the  patient  and  his  family, 
through  organized  community  effort,  to  cope 
with  the  many  personal,  social  and  economic 
problems  caused  by  cardiac  disease.  A wide 
program  of  service — primarily  through  the 
work  evaluation  unit — has  helped  thousands 
of  cardiacs  in  industry  and  agriculture,  as 
well  as  home  makers,  young  people  and  the 
aged.  The  work  evaluation  unit  is  made  up 
of  a team  of  specialists  usually  comprised  of 
a cardiologist,  vocational  counsellor  and  so- 
cial worker,  who  assess  the  heart  patient’s 
suitability  for  gainful  employment  or  reem- 
ployment in  terms  of  his  vocational,  physical, 
mental  and  emotional  fitness.  Although 
such  a work  evaluation  unit  does  not  now 
exist  in  Alabama,  they  have  been  most  suc- 
cessful in  other  parts  of  the  country. 

In  the  preceding  discussion  I have  tried  to 
explain  the  workings  of  the  Alabama  Heart 
Association,  what  it  is  doing  and  what  it  is 
attempting  to  do,  and  how  its  operation  af- 
fects the  physician  in  Alabama.  If  I may, 
I would  like  to  inject  a personal  note  in  my 
capacity  as  President  of  the  Alabama  Heart 
Association. 

The  Heart  Association — both  nationally  and 
here  in  Alabama — is  fairly  young.  Yet  in 
the  few  short  years  of  existence  a great  deal 
of  good  has  been  done.  Great  strides  have 
been  made  in  the  study  of  cardiovascular 
disease.  Great  strides  have  been  made  in 
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the  education  of  the  general  public  on  the 
subject  of  cardiovascular  disease.  And,  it 
is  pleasant  to  contemplate,  the  future  holds 
promise  of  even  greater  progress.  I am 
pleased  to  be  a part  of  the  Alabama  Heart 
Association — to  have  seen  it  grow  through 
the  years  and  to  look  forward  to  its  further 
growth. 

As  stated  before,  the  heart  of  the  Heart 
Association  is  the  physician.  Through  his 
active  participation  in  such  a health  agency 
he  exerts  an  influence  not  only  locally  but 
on  the  course  of  medicine  in  the  nation  as  a 
whole.  It’s  a simple  fact  that  the  Alabama 
Heart  Association  is  primarily  a group  of 
physicians.  And  the  national  organization 
is  nothing  more  than  a composite  of  several 
similar  organizations.  Thus,  if  the  great 
strides  mentioned  above  are  to  be  realized, 
we  must  depend  on  the  physician  and  his 
active  participation.  We  invite  you  to  con- 
sider what  the  Alabama  Heart  Association 
can  do  for  you  and  what  you  can  contribute 
to  it.  We  invite  your  membership  and  seek 
your  support. 

(Editor’s  note:  The  address  of  the  Alabama 

Heart  Association  is  2912  7th  Avenue  South,  Bir- 
mingham 5,  Alabama.) 


Both  the  incidence  and  the  death  rate  from 
rheumatic  fever,  a major  cause  of  heart  damage  in 
youngsters,  have  dropped  steadily  in  the  past  few 
decades,  according  to  Patterns  of  Disease,  a Parke, 
Davis  & Company  publication  for  the  medical  pro- 
fession. 

Statistics  cited  in  the  report  show  that  the  death 
rate  from  the  disease  has  decreased  from  7 per 

100.000  Americans  in  1910  to  only  1 in  every 

200.000  in  1957. 

However,  rheumatic  fever  is  still  a widespread 
and  frequently  serious  problem.  An  estimated 
2,000,000  persons  in  this  country  have  had  or  will 
develop  during  their  life  span  an  attack  of  rheu- 
matic fever — and  probably  half  of  these  will  have 
residual  heart  damage  as  a result  of  the  disease 

When  is  rheumatic  fever  most  likely  to  strike? 
Between  the  ages  of  5 and  12. 

More  than  50  per  cent  of  all  initial  attacks  oc- 
cur before  the  age  of  15,  the  report  states.  Essen- 
tially a childhood  illness,  rheumatic  fever  and  re- 
sultant heart  disease  is  the  fifth  leading  cause  of 
death  among  children  of  5 to  14.  About  1 in  every 
100  children  between  the  ages  of  5 and  19  has  had 
rheumatic  fever. 


Need  for  Rehabilitation  Facilities  to  Increase — A 

young  hospital  administrator  suffered  a spinal  in- 


jury resulting  in  paralysis  of  his  arms  and  legs. 

At  first,  he  was  completely  dependent  on  others. 
But  through  an  intensive  course  of  rehabilitation, 
he  learned  to  feed  himself,  shave,  write,  use  a 
dictaphone  and  perform  other  hand  activities  with 
the  aid  of  simple  mechanical  devices.  He  now  is 
able  to  operate  an  electric  wheel  chair  which  pro- 
vides him  a large  measure  of  independence  and 
mobility.  And,  even  though  his  disability  remains, 
he  will  return  to  his  former  type  of  work. 

A 42-year-old  mechanic,  whose  legs  were  ampu- 
tated following  an  accident,  also  has  returned  to 
a bench-type  mechanic’s  job.  Through  rehabilita- 
tion, he  learned  to  walk  on  artificial  legs.  He 
lives  at  home,  drives  a hand-controlled  car  to 
and  from  work,  and  is  completely  independent. 

These  cases,  described  in  the  January  16  Journal 
of  the  American  Medical  Association,  are  but  2 
of  the  30  million  persons  who  require  long-term 
care,  according  to  Dr.  Louis  B.  Newman,  Chicago, 
president  of  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation.  They  demonstrate 
how  rehabilitation  procedures  can  return  the  sick 
and  injured  to  productive  lives. 

“The  problem  of  the  rehabilitation  and  care  of 
the  long-term  patient  is  of  tremendous  magni- 
tude,” Dr.  Newman  said.  “Both  the  increase  in 
population  and  the  increase  in  the  human  life 
span  bring  us  face  to  face  with  the  realization  that 
the  number  of  persons  with  illness  and  injury 
will  parallel  these  increases.” 

“We  must  be  fully  aware  of  and  quickly  correct 
an  old  and,  at  times,  persistent  notion  that  long- 
term or  chronically  ill  persons  are  all  in  the  older 
age  bracket.  As  a matter  of  fact,  about  16  per 
cent  of  persons  with  chronic  disease  are  under  35 
years  of  age. 

“The  increased  incidence  of  heart  disease,  the 
yearly  increase  in  the  number  of  cancer  deaths, 
the  rising  number  of  severe  disabilities  from 
accidents  . . . the  alarming  rise  in  the  incidence 
of  mental  disorders,  the  steadily  rising  number 
of  disabilities  resulting  from  degenerative  diseases, 
and  blindness  and  impaired  or  loss  of  hearing  as- 
sociated with  the  aging  and  the  aged — all  con- 
tribute toward  the  large  segment  of  the  popula- 
tion that  needs  prolonged  care. 

“It  is  not  a one-man  job  and  must  be  squarely 
faced  by  all  federal,  state,  and  community  institu- 
tions and  agencies  whose  programs  should  be 
actively  coordinated  and  integrated  ...  to  achieve 
the  greatest  measure  of  success. 

“There  must  be  sufficient  hospitals,  rehabilita- 
tion services  and  centers,  nursing  and  convales- 
cent homes,  sheltered  workshops,  homes  for  the 
aged,  and  adequate  numbers  of  properly  trained 
professional  personnel  to  handle  this  tremendous 
patient  load.” 

Nursing  homes  should  be  equipped  for  continued 
maintenance  activities  to  prevent  the  partially 
disabled  patient  from  deteriorating  eventually  to 
total  dependence,  Dr.  Newman  said. 

“Life  is  being  prolonged,  but  it  should  also  be 
enriched,”  he  said. 


FEBRUARY  I960— VOL.  29,  NO.  8 


309 


WINS  CITATION — Miss  Julia  Holley,  Birmingham  News 
reporter,  was  awarded  the  Jefferson  County  Medical  So- 


ELEVATED  TO  PRESIDENT— 
Dr.  Winston  A.  Edwards  took  the 
gavel  as  the  12th  president  of  the 
Alabama  Academy  of  General 
Practice  on  Jan.  21  at  the  Acad- 
emy’s 20th  postgraduate  seminar 
in  Birmingham. 


ciety  Citation  for  Public  Service  in  recognition  of  her 
medical  news  reporting.  Shown  above  with  Miss  Holley 
are  (left  to  right)  Drs.  Garber  Galbraith,  Hughes  Ken- 
nedy Jr.  and  Joe  Campbell. 


HEART  MONTH— Dr.  Wal- 
ter B.  Frommeyer,  Jr.,  pres- 
ident of  the  Alabama  Heart 
Association,  requests  the 
support  of  the  profession  in 
the  current  Heart  Fund 
Drive. 


AGING  COUNCIL— Working  closely  with  MASA’s  Com- 
mittee on  Aging  is  the  newly  organized  Joint  Council  To 
Improve  The  Health  Care  Of  The  Aged.  Pictured  below 
are  Dr.  Max  Brantley  and  Dr.  Leo  P.  Geary  of  the  Ala- 
bama Dental  Association;  Council  Chairman  J.  J.  Kirschen- 
feld,  MASA:  Dr.  Thomas  W.  Jones,  ADA;  and  Miss  Cather- 
ine Corley,  Alabama  Nurses’  Association. 


STATE  SURGEONS  TO  MEET  ——The  Alabama  Chapter  of  the  American 
College  of  Surgeons  will  hold  its  ninth  annual  scientific  meeting  at  the  Grand 
Hotel  in  Point  Clear,  Alabama,  on  Feb.  19-20.  Associated  Press’  Pulitzer  Prize 
winning  reporter,  Eddie  Gilmore  of  Selma,  will  be  guest  banquet  speaker.  Scien- 
tific speakers  will  include  (left  to  right)  Drs.  S.  Samuel  Marshall,  Mobile;  Francis 


Murphey,  Memphis;  Eugene  Celano,  Mobile;  Jack  Wool,  Montgomery;  and  Col. 


Francis  E.  Foley,  Maxwell  Air  Force  Base. 


SANDERS  LEWIS 


O & O SPEAKERS  — ^Meeting  concurrently  with 
the  American  College  of  Surgeons  the  Alabama 
Academy  of  Ophthalmology  and  Otolaryngology  will 
hear  Dr.  Sam  Sanders  and  Dr.  Phillip  M.  Lewis,  both 
of  Memphis,  discuss  glaucoma  surgery  and  septal 
surgical  problems. 


Drs.  Don  Olson  And  Robert  Roach  To 

Head  Handicapped  Children  Conference 

The  second  annual  Alabama  Conference 
on  Handicapped  Children,  sponsored  by  The 
Nemours  Foundation  and  the  Alabama  State 
Department  of  Education,  was  held  at  the 
Medical  Center  on  February  11  and  12. 

The  purpose  of  last  year’s  conference  was 
to  survey  the  present  facilities  and  services 
available  to  the  handicapped  in  Alabama, 
to  recommend  ways  and  means  of  coordi- 
nating existing  services  in  order  to  serve  the 
handicapped  more  efficiently  and  effective- 
ly, to  determine  the  elements  that  constitute 
an  adequate  program  of  education  and  treat- 
ment of  the  handicapped,  and  to  list  the  ad- 
ditional services  and  facilities  needed  to 
serve  the  handicapped  more  adequately.  This 
year’s  conference  stressed  the  problems  of 
speech  and  hearing  disorders. 

Among  the  roster  of  outstanding  speakers 
for  the  conference  were  Dr.  Dominick  Bar- 
bara, New  York,  psychoanalyst  and  author 
of  Stuttering ; Dr.  Duane  Spriestersbach,  pro- 
fessor of  speech  pathology  and  audiology, 
State  University  of  Iowa,  and  director  of 
NIH  research  project  on  cleft  palate  speech; 
Dr.  Richard  Silverman,  director  of  the  Cen- 
tral Institute  for  the  Deaf  and  professor  of 
audiology,  Washington  University  Graduate 
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School  and  Medical  School;  Miss  Arlette  Har- 
wood, executive  director  of  United  Cerebral 
Palsy;  Miss  Janet  Smaltz,  director  of  special 
education,  North  Dakota  Department  of  Pub- 
lic Instruction;  and  Dr.  Stanley  Ainsworth, 
president-elect  of  the  American  Speech  and 
Hearing  Association  and  chairman  of  the 
University  of  Georgia  department  of  speech 
correction. 


New  Research  Grants 

Research  grants  totaling  over  158  thousand 
dollars  were  awarded  to  the  Medical  Center 
recently. 

The  National  Institutes  of  Health  granted 
Dr.  Sidney  Page  Kent  the  sum  of  $29,544 
($10,538  the  first  year,  with  commitment  for 
$9,503  each  year  for  two  additional  years)  for 
research  in  fluorescent  antibody  demonstra- 
tion of  tissue  mucins;  and  gave  Dr.  Robert 
W.  Longley  a grant  of  $15,180  ($7,590  the 

first  year,  with  commitment  for  an  equal 
amount  the  second  year)  for  research  in  cor- 
relation of  SH  groups  with  glycolytic  activ- 
ity; Dr.  Basil  I.  Hirschowitz  received  $105,- 
000  ($25,000  the  first  year,  with  commitment 
for  $20,000  each . year  for  four  additional 
years)  for  study  of  secretory  mechanisms 
in  normal  and  cancerous  stomachs;  and  Dr. 
John  B.  Boyette  was  granted  a postdoctoral 
heart  research  fellowship  for  study  of  iron 
metabolism. 

For  hepatitis  research,  Dr.  Basil  I.  Hirscho- 
witz received  a Merck,  Sharp  and  Dohme 
grant  of  $3,500. 


Surgery  Department  Gets 
Four  New  Faculty  Members 

Four  men  have  joined  the  voluntary  staff 
of  the  department  of  surgery  with  the  rank 
of  instructor,  according  to  Dr.  Champ  Lyons, 
chairman. 

Dr.  Bluitt  Landers,  a 1954  graduate  of  this 
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LANDERS 


WALLER 


SMITH 


WINGO 


Medical  College,  interned  at  Lloyd  Noland 
and  did  residencies  at  Newell  Hospital  in 
Chattanooga  (surgery),  Philadelphia  Gen- 
eral Hospital  (neurology  and  neuropathol- 
ogy), and  here  in  neurosurgery.  He  has  just 
begun  an  assignment  on  neurosurgery  serv- 
ice at  the  Veterans  Administration  Hospital. 

A graduate  of  Tulane  University  School 
of  Medicine,  Dr.  Lamar  M.  C.  Smith,  Jr., 
was  appointed  to  teach  general  surgery.  Dr. 
Smith  did  his  internship  and  a three-year 
residency  in  general  surgery  at  Southern 
Pacific  General  Hospital,  San  Francisco.  He 
served  another  three-year  surgical  residency 
at  the  VA  Hospital  in  Columbia,  S.  C.  In 
practice  in  Birmingham,  Dr.  Smith  is  a diplo- 
mate  of  the  American  Board  of  Surgery. 

Dr.  William  Chambers  Waller  and  Dr. 
Douglass  H.  Wingo  will  teach  urology.  Dr. 
Waller,  who  lives  in  Montgomery,  received 
his  M.  D.  degree  at  Columbia  University.  He 
interned  and  served  a residency  at  the  Roose- 
velt Hospital  in  New  York  City. 

Dr.  Wingo,  a 1950  graduate  of  this  Medical 
College,  interned  here  and  did  residencies 
here  and  at  Carraway  Methodist  Hospital. 


Recent  Academic  Promotions 
Academic  promotions  given  during  recent 
months  elevated  18  members  of  the  Medical 


College.  Names  of  those  promoted,  by  de- 
partment, and  their  new  ranks  are:  Medi- 
cine— Dr.  Howard  L.  Holley,  professor;  Dr. 
Charles  E.  Butterworth,  Jr.,  assistant  pro- 
fessor; Dr.  James  A.  Pittman,  Jr.,  assistant 
professor;  Dr.  William  B.  Jones,  assistant  pro- 
fessor; and  Dr.  H.  Duke  Thomas,  assistant 
professor.  Obstetrics  and  Gynecology — Dr. 
Robert  V.  Barnett,  assistant  professor;  and 
Dr.  Eugene  H.  Howe,  assistant  professor. 
Ophthalmology — Dr.  Stephen  Kelly,  assist- 
ant professor.  Pediatrics — Dr.  Sarah  F. 
Davis,  professor.  Psychiatry — Dr.  Frank 
Joseph  Nuckols,  assistant  professor.  Radiol- 
ogy— Dr.  Edgar  Branyon,  associate  professor; 
and  Dr.  Alvaro  Ronderos,  assistant  professor. 
Surgery — Dr.  Samuel  Upchurch,  associate 
professor  and  chief  of  maxillofacial  and  plas- 
tic surgery;  Dr.  T.  Brannon  Hubbard,  Jr.,  as- 
sociate professor;  Dr.  Stanley  Graham,  as- 
sociate professor;  Dr.  Francis  Marzoni,  assist- 
ant professor;  Dr.  Paul  Salter,  Jr.,  associate 
professor;  and  Dr.  Donald  Sweeney,  associate 
professor. 


Newcomers  In  Research 

Four  new  research  assistants  have  joined 
the  Medical  Center  staff  recently.  They  are 
Donald  Baugh  and  Heinz  Kollig  of  the  arth- 
ritis and  rheumatism  research  laboratory, 
Dr.  Heriberto  Cueto  of  the  biochemistry  de- 
partment, and  Robert  Denney  of  the  pul- 
monary research  laboratory. 

A local  man,  Mr.  Baugh  received  a degree 
in  biology  at  Birmingham-Southern  College. 
He  taught  high  school  science  before  enter- 
ing research. 

Mr.  Kollig,  recently  arrived  from  Germany, 
received  his  degree  as  laborant  in  microchem- 
istry at  the  Chemical  Institute  of  Bonn,  Ger- 
many. 

Dr.  Cueto,  a graduate  dentist  from  Argen- 
tina, has  been  in  the  United  States  for  more 
than  a year.  He  formerly  worked  at  the 
Eastman  Dental  Dispensatory  in  Rochester, 
N.  Y.  Now  doing  dental  research  in  bio- 
chemistry, he  plans  to  enter  the  School  of 
Dentistry  in  the  fall  to  complete  American 
requirements  for  the  D.  M.  D. 

Mr.  Denney,  a graduate  in  zoology  from 
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Wheaton  College  of  Illinois,  has  studied 
physics  at  Howard  College  here.  He  came 
to  the  Center  this  winter  to  work  on  a re- 
search project  directed  toward  testing  the 
mechanical  properties  of  the  lungs. 


Dr.  Hill  Gets  Scholarship 

Dr.  Samuel  Richardson  Hill,  Jr.,  has  been 
awarded  the  Willard  O.  Thompson  Memorial 
Traveling  Scholarship  in  Endocrinology  for 
1960. 

As  associate  professor  of  medicine  and  head 
of  the  department’s  division  of  endocrinology 
and  metabolism,  Dr.  Hill  will  use  the  scholar- 
ship to  help  meet  expenses  of  a proposed  trip 
to  Europe  next  summer.  He  plans  to  attend 
the  International  Goiter  and  Endocrine  As- 
sociation meeting,  visiting  medical  institu- 
tions in  London,  Leiden,  and  Stockholm. 

The  Willard  O.  Thompson  scholarship  is 
given  annually  to  an  outstanding  scientist  in 
the  field  of  endocrinology  and  metabolism 
by  the  American  College  of  Physicians. 


New  Hospital  Equipment 
Speeds  X-Ray  Processing 

Improved  service  to  patients  requiring  x- 
rays  has  been  effected  through  the  installa- 
tion of  an  automatic  x-ray  processing  sys- 
tem at  University  Hospital. 

Earlier  interpretation  and  diagnosis  are 
possible  with  this  equipment,  which  delivers 
top-quality  radiographs  in  approximately  six 
minutes — dry  and  ready  for  interpretation  by 
the  radiologist.  Film  processing  takes  close 
to  an  hour  when  done  by  hand. 

The  new  equipment,  a Kodak  X-Omat  Pro- 
cessor, was  installed  at  a cost  of  $30,000. 


Dr.  William  Dameshek 
Kracke  Lecturer 

Dr.  William  Dameshek,  director  of  the 
Blood  Research  Laboratories  at  the  New  Eng- 
land Center  Hospital  and  Professor  of  Medi- 
cine at  Tufts  University  School  of  Medicine, 
was  guest  of  the  Medical  Center  the  week  of 
February  1. 

Dr.  Dameshek,  an  internationally  renowned 
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hematologist  and  Editor-in-Chief  of  Blood , 
the  Journal  of  Hematology,  visited  the  Med- 
ical Center  for  the  primary  purpose  of  de- 
livering the  8th  annual  Roy  Rachford  Kracke 
Memorial  Lecture  on  February  4.  This  lec- 
ture is  given  before  the  faculty,  student  body 
and  interested  public  in  honor  of  Dr.  Kracke, 
who  was  the  first  Dean  of  the  four-year  Med- 
ical College  of  Alabama  in  Birmingham. 
Previous  distinguished  lecturers  have  includ- 
ed Dr.  Hans  Selye,  Dr.  Maxwell  M.  Win- 
trobe,  and  Dr.  George  Thorn,  to  mention  but 
a few  such  lecturers.  The  Kracke  Memorial 
Lecture  is  sponsored  by  the  Phi  Beta  Pi 
Medical  Fraternity. 

In  addition,  Dr.  Dameshek  spoke  before  the 
Jefferson  County  Medical  Society  on  Feb- 
ruary 1 on  “Polycythemia  and  Related  Dis- 
orders.” 

The  visitor  participated  in  the  department 
of  medicine’s  grand  rounds  the  morning  of 
February  2 and  that  afternoon  he  conducted 
a clinical  seminar  on  patients  with  hema- 
tologic disorders.  On  February  4 he  spoke 
on  “Recent  Advances  in  the  Field  of  Hema- 
tology.” 


Thyroid  Symposium 
Held  Jan.  15-16 

A number  of  visiting  speakers,  including 
an  internationally-known  British  scientist, 
took  part  in  a thyroid  symposium  here  on 
January  15-16. 

Dr.  Rosalind  Pitt-Rivers,  a fellow  of  the 
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Royal  Society  and  member  of  the  National 
Institute  for  Medical  Research,  London,  gave 
the  keynote  address.  Dr.  Pitt-Rivers  is  one 
of  the  discoverers  of  a highly  active  form  of 
thyroid  hormone — triiodothyronine,  identi- 
fied in  1952.  She  has  also  conducted  investi- 
gations in  production  of  derivatives  and 
analogues  of  thyroxin  and  their  biological 
activity  and  in  the  biochemical  effects  of 
certain  thyroid-blocking  drugs. 

Papers  were  also  given  by  Dr.  J.  H.  U. 
Brown,  Emory  University  School  of  Medi- 
cine; Dr.  Melvin  J.  Fregly,  University  of 
Florida  College  of  Medicine;  Dr.  Earl  Frie- 
den,  Florida  State  University  department  of 
chemistry;  Dr.  Chalmers  L.  Gemmill,  Uni- 
versity of  Virginia  Medical  School;  Dr.  Nich- 
olas S.  Halmi,  State  University  of  Iowa;  Dr. 
Harry  J.  Lipner,  Florida  State  University 
division  of  physiology;  Dr.  Lester  Van  Mid- 
dlesworth,  University  of  Tennessee  College 
of  Medicine;  Dr.  Jane  H.  Park,  Vanderbilt 
University  School  of  Medicine;  and  Dr.  Jan 
Wolff,  National  Institutes  of  Health,  accord- 
ing to  Dr.  Samuel  B.  Barker,  chairman  of 
the  symposium. 


Alabama  AGP 
Annual  Meeting 
Held  Jan.  20-21 

Talks  on  alcoholism  and  on  the  diagnostic 
and  therapeutic  use  of  radioisotopes  high- 
lighted the  Alabama  Academy  of  General 
Practice  meeting  last  month. 

The  two-day  program  was  held  January 
20-21,  with  scientific  sessions  in  the  Uni- 
versity Hospital  Auditorium  and  a banquet 
at  the  Tutwiler  Hotel.  Senior  medical  stu- 
dents and  their  wives  were  guests  of  honor 
at  the  banquet.  Industrialist  Hugh  Comer 
of  Sylacauga  and  Chairman  of  the  Board  of 
Avondale  Mills  was  the  dinner  speaker. 

Several  Medical  Center  faculty  members 
were  on  the  program.  They  included  Drs. 
Thomas  M.  Boulware,  professor  of  clinical 
obstetrics;  Arthur  I.  Chenoweth,  associate 
professor  of  surgery;  Arthur  Freeman,  as- 
sociate professor  of  clinical  medicine;  Ray- 
mond Sherer,  assistant  professor  of  derma- 
tology and  syphilology;  John  W.  Simpson, 


associate  professor  of  pediatrics;  James  Sus- 
sex, professor  and  chairman  of  psychiatry; 
James  Alto  Ward,  instructor  in  surgery;  and 
William  Warrick,  assistant  professor  of  urol- 
ogy- 

Radioisotopes  in  medicine  were  discussed 
by  Dr.  George  Hammill,  chief  of  radiology  at 
Maxwell  Air  Force  Base.  The  talk  on  alco- 
holism was  given  by  Dr.  Vernelle  Fox,  na- 
tionally recognized  authority  in  the  field  and 
Medical  Director  of  the  Georgia  Commission 
on  Alcoholism’s  Rehabilitation  Center  in  At- 
lanta, Georgia. 

Heart  Fund  Drive 
Launched  Feb.  1 

The  Alabama  Heart  Association  launched 
its  annual  fund  raising  campaign  on  Feb- 
ruary 1 when  Governor  John  Patterson 
lighted  the  Association’s  Flaming  Heart 
Torch  on  the  steps  of  the  State  Capitol  in 
Montgomery.  Among  those  present  at  the 
ceremony  was  Dr.  Walter  B.  Frommeyer,  Jr., 
professor  and  chairman  of  the  department 
of  medicine  here  and  current  president  of 
the  Alabama  Heart  Association.  Richard 
Brooks,  Montgomery  attorney,  and  Bob  Mor- 
row of  Alabama  football  fame  are  chairman 
and  co-chairman,  respectively,  of  the  1960 
Heart  Fund  Drive. 

In  the  past  ten  years  the  Alabama  Heart 
Association  has  supported  Medical  Center  in- 
vestigators carrying  on  research  on  the  heart 
and  vascular  system  with  grants  totaling 
more  than  $150,000. 

Heart  Sunday,  February  28,  will  culminate 
activities  of  the  fund  drive,  according  to 
Dr.  Frommeyer. 

Acute  tonsillitis  and  other  streptococcal  infec- 
tions play  a major  role  in  the  onset  of  rheumatic 
fever,  according  to  Patterns  of  Disease,  a Parke, 
Davis  and  Company  publication  for  the  medical 
profession. 

In  one  study  quoted  by  Patterns  of  563  service- 
men with  rheumatic  fever,  85%  had  previous  ill- 
ness. Of  these  two-thirds  were  “highly  suggestive 
of  streptococcal  etiology”  just  before  the  onset  of 
the  disease. 

The  report  also  points  out  that  rheumatic  fever 
appears  to  run  in  families.  “If  1 child  has  rheu- 
matic fever,”  Patterns  states,  “the  probability  of 
his  siblings  developing  the  disease  is  1 in  4;  if  1 
parent  also  has  the  disease,  probability  may  in- 
crease to  1 in  2.” 
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ACCIDENTAL  POISONING  FROM  IRON 
MEDICATION 

A recent  bulletin  from  the  National  Clear- 
inghouse for  Poison  Control  Centers  deals 
with  the  hazards  of  iron  medication  as  re- 
lated to  accidental  poisoning  in  young  chil- 
dren. Three  deaths  attributed  to  accidental 
ingestion  of  iron  medication  were  reported 
to  the  Clearinghouse  during  the  period  Oc- 
tober 1958-October  1959  inclusive.  During 
the  same  period  there  were  four  deaths  due 
to  ingestion  of  acetylsalicylic  acid.  Less  than 
one  per  cent  of  non-fatal  poisoning  accidents 
reported  to  the  Clearinghouse  are  due  to 
iron  ingestion  while  20  per  cent  are  due  to 
aspirin. 

As  physicians,  we  have  come  to  accept  iron 
medication  as  routine  therapy,  seldom  con- 
sidering the  possibility  that  such  medication 
may  be  toxic  if  taken  improperly.  It  is  felt, 
therefore,  that  this  possibility  should  be 
brought  to  your  attention.  Most  of  the  dis- 
cussion which  follows  was  taken  directly 
from  the  bulletin  from  the  Clearinghouse  for 
Poison  Control  Centers. 

In  the  fatal  poisoning  cases  involving  iron 
medication,  all  three  of  the  victims  were 
under  two  years  of  age.  Death  occurred  ap- 
proximately 5 hours,  13  hours,  and  72  hours 
after  these  children  had  ingested  unknown 
amounts  of  iron  tablets  (believed  to  be  fer- 
rous sulfate  in  all  three  cases) . Convulsions 
and  coma  were  reported  as  manifestations 
occurring  in  addition  to  spontaneous  vomit- 
ing in  the  child  who  lived  for  72  hours.  Symp- 
toms noted  in  the  child  who  died  within  13 
hours  were  spontaneous  vomiting  and  diar- 
rhea. In  the  third  case,  lavage  was  per- 
formed one  hour  following  ingestion  of  the 
medication.  More  than  an  hour  later,  after 
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the  child  had  been  returned  to  his  home,  he 
began  to  breathe  with  difficulty  and  became 
cyanotic.  Death  followed  shortly. 

Clinically,  three  phases  of  iron  poisoning 
are  discernible.  Symptoms  may  begin  from 
30  minutes  to  several  hours  following  in- 
gestion. In  the  initial  phase,  the  direct  cor- 
rosive action  of  iron  salts  on  the  gastric 
mucosa  and  later  upon  the  intestinal  mucosa 
is  manifested  by  the  occurrence  of  vomiting, 
hematemesis,  abdominal  pain  and  diarrhea 
associated  with  black  stools.  Dehydration  and 
acidosis  may  occur  depending  upon  the  se- 
verity of  the  vomiting  and  diarrhea.  Excess 
blood  loss  is  not  usually  a problem.  Never- 
theless, shock,  thought  to  be  due  to  the  cor- 
rosive effect  on  the  gastrointestinal  mucosa, 
or  to  the  resultant  excess  absorption  of  iron 
into  the  circulation  and  formation  of  ferri- 
tin, which  is  probably  identical  with  vaso- 
depressor material,  may  occur  and  terminate 
fatally. 

The  second  phase  is  one  of  apparent  re- 
covery and  well  being.  This  phase  may  be 
short.  The  third  phase,  occurring  one  to 
two  days  after  ingestion,  is  delayed  collapse, 
manifested  by  coma,  convulsions,  shock  and 
death.  The  mechanism  for  this  recurrent 
phase  has  been  ascribed  to  the  metabolic  ef- 
fects of  an  increased  serum  iron  concentra- 
tion or  to  the  presence  of  liver  damage. 
(Postmortem  examination  may  reveal  hem- 
orrhagic periportal  zonal  necrosis  of  the 
liver.) 

The  principal  cause  for  the  coagulation  de- 
fect sometimes  seen  in  acute  iron  intoxication 
has  been  suggested  to  be  the  result  of  a chem- 
ical change  in  fibrinogen  causing  a defective 
fibrin  clot,  as  well  as  a prolongation  of  the 
coagulation  time.  Thrombocytopenia  and 
hypoprothrombinemia  are  thought  to  play 
minor  roles  in  the  genesis  of  the  coagulation 
defect. 

Sequelae  of  acute  iron  poisoning  may  be 
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stenosis  of  the  pylorus  resulting  from  the 
corrosive  action  on  and  scarring  of  the  gas- 
tric mucosa,  and  hepatic  cirrhosis  following 
necrosis  of  liver  cells. 

Since  there  is  no  physiologic  excretion 
mechanism  for  iron,  it  is  especially  important 
to  remove  as  much  of  the  ingested  iron  as 
possible  from  the  gastro-intestinal  tract,  and 
any  iron  complexes  which  may  be  circulating 
in  the  blood.  Therefore,  the  stomach  must 
be  emptied  following  the  ingestion  of  larger 
than  therapeutic  amounts  of  iron  medication. 
This  is  probably  best  accomplished  by  the 
induction  of  emesis.  A recent  study  sug- 
gests that  induced  emesis  is  more  effective 
than  gastric  lavage  in  emptying  the  stomach. 
Furthermore,  gastric  lavage  may  be  rela- 
tively ineffective  in  removing  enteric-coated 
ferrous  sulfate  tablets  from  the  stomach; 
many  brands  of  these  tablets  are  enteric- 
coated  and  do  not  dissolve  in  the  stomach. 
In  the  third  fatal  case  presented,  enteric- 
coated  tablets  were  found  in  the  stomach  at 
postmortem  examination  although  gastric 
lavage  had  been  performed  one  hour  follow- 
ing ingestion  of  ferrous  sulfate. 

Prior  to  or  concomitant  with  attempts  to 
rid  the  stomach  of  iron  medication,  it  is 
probably  beneficial  to  administer  phosphate- 
containing  substances,  or  sodium  bicarbon- 
ate. Phosphates  and  bicarbonate  presumably 
exert  a protective  action  by  reacting  with 
iron  in  the  gastro-intestinal  tract  to  form 
insoluble  iron  compounds.  Administration  of 
milk  is  recommended  prior  to  induction  of 
emesis.  If  performed,  gastric  lavage  is  prob- 
ably useful  for  introducing  mono-  or  disodium 
phosphate  solution  or  sodium  bicarbonate 
solution  into  the  stomach.  Some  authors  rec- 
ommend both  the  induction  of  emesis  and  the 
institution  of  gastric  lavage  following  in- 
gestion of  iron  medication. 

Removal  of  circulating  iron  or  iron  com- 
plexes from  the  bloodstream  by  British  anti- 
lewisite (bal)  has  proved  disappointing.  It 
is  thought  that  the  BAL-iron  complex  is  more 
toxic  than  iron  salts.  The  use  of  edathamil 
calcium-disodium  (ca  edta)  seems  more 
promising  since  iron  is  bound  more  strongly 
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to  edta  than  is  calcium.  At  present,  it  is 
impossible  to  assess  the  value  of  ca  edta 
in  the  treatment  of  iron  intoxication.  This 
agent  has  been  used  too  infrequently  in  the 
laboratory  and  at  the  bedside  in  iron  poison- 
ing to  permit  an  evaluation.  Some  studies 
suggest  that  further  trial  therapy  with  ca 
edta  is  worth  while. 

Exchange  transfusion  is  another  method 
whereby  circulating  serum  iron  or  iron  com- 
plexes can  be  removed  from  the  body.  This 
procedure  is  relatively  simple  to  perform 
and  has  been  used  in  treatment  of  various 
types  of  poisoning,  including  iron  poisoning. 
Unfortunately,  again,  it  is  difficult  to  evalu- 
ate the  effectiveness  of  exchange  transfusion 
because  of  lack  of  adequate  data.  The  pro- 
cedure seems  to  be  effective  in  lowering 
serum  iron  concentrations. 

Even  if  ca  edta  and  exchange  transfu- 
sions are  effective  in  lowering  serum  iron 
concentrations,  thus  ameliorating  the  sys- 
temic effects  of  iron  intoxication,  the  cor- 
rosive action  on  the  gastro-intestinal  tract 
must  still  be  dealt  with.  Supportive  and 
symptomatic  treatment,  including  intraven- 
ous fluids  and  electrolytes  for  dehydration 
and  acidosis,  blood  and  plasma  expanders  for 
shock,  and  demulcents,  such  as  milk  or  bis- 
muth subcarbonate,  is  recommended.  Phy- 
sicians should  not  be  lulled  into  a false  sense 
of  security  because  of  low  serum  iron  con- 
centrations. These  values  give  little  infor- 
mation concerning  the  corrosive  effect  on  the 
gastric  mucous  membranes. 

How  can  accidental  iron  poisoning  in  chil- 
dren be  prevented?  Certainly  the  use  of 
iron  as  a therapeutic  agent  is  not  to  be 
questioned.  Thus,  parents  using  iron  medi- 
cation should  be  advised  by  the  prescribing 
physician  to  make  the  medication  as  inac- 
cessible to  children  as  is  possible.  In  one  of 
the  fatal  cases,  presumably  the  mother  of 
the  victim  thought  that  the  iron  medication 
was  inaccessible  to  him;  the  medication  was 
on  a high  shelf  in  a cabinet.  Yet  the  ferrous 
sulfate  was  not  inaccessible  to  the  victim’s 
older  brother  who  was  able  to  climb  and  so 
obtained  the  tablets.  If  the  medication  had 
been  stored  in  a locked  cabinet  or  chest,  this 
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fatality  might  have  been  prevented. 

Physicians  and  pharmacists  can  cooperate 
by  labeling  every  iron  prescription  with  the 
words:  “Keep  Out  Of  The  Reach  of  Children.” 
The  use  of  safety  closures  in  the  prevention 
of  poisoning  accidents  involving  medications 
has  been  commented  upon  by  Arena.  An 
effective  safety  closure  should  be  instru- 
mental in  preventing  some  of  these  accidents. 
If  the  proper  precautions  had  been  taken,  it 
is  more  than  likely  that  this  communication 
would  have  been  a review  of  the  literature 
rather  than  a presentation  of  case  reports. 

The  bulletin  from  the  Clearinghouse  lists 
23  references.  Physicians  who  wish  to  re- 
ceive a copy  of  this  list  may  write  to  the 
Division  of  Health  Education,  State  Health 
Department. 

New  Antibiotic  Proves  Effective  for  Minor  Infec- 
tions— Griseofulvin  has  been  termed  an  effective 
means  of  treating  superficial  fungus  infections  of 
the  skin. 

Dr.  C.  H.  McCuistion,  Jr.,  Austin,  Texas,  derma- 
tologist, writing  in  the  December  19  issue  of  the 
Journal  of  the  American  Medical  Association,  said 
“griseofulvin  is  an  effective  antibiotic  for  super- 
ficial fungus  infections  and  is  safe  in  therapeutic 
doses.” 

Dr.  McCuistion,  assistant  clinical  professor  of 
dermatology,  Baylor  University  Postgraduate 
School  of  Medicine,  reported  on  the  use  of  griseo- 
fulvin in  the  control  of  ringworm  infection  of 
28  children  at  the  Austin  State  School  for  the 
mentally  retarded  and  4 private  patients. 

Treatment  of  the  29  patients  suffering  either 
ringworm  of  the  scalp  or  ringworm  of  the  body  re- 
sulted in  a cure  in  all  but  one  case,  he  said. 

The  three  patients  with  an  infection  of  the 
finger  nails  and  toe  nails  are  still  under  treatment, 
he  said,  and  the  use  of  griseofulvin  failed  to  cure 
one  patient  with  an  infection  of  the  feet. 

“No  instance  of  intolerance  to  griseofulvin  re- 
quiring reduction  of  the  dosage  or  cessation  of  ad- 
ministration of  the  drug  was  encountered,”  Dr. 
McCuistion  said. 

Griseofulvin  is  a fermentation  product  of  three 
species  of  penicillium,  he  said,  and  was  isolated 
in  1939,  the  same  year  that  the  antibiotic  effect 
of  penicillin  was  discovered. 

“Penicillium,  the  source  of  griseofulvin,  emerged 
in  1959  as  a still  further  boon  to  man,”  he  said. 
“Of  course,  unheralded  and  unrecognized,  this 
lowly  mold  has  worked  for  man  all  along.” 

“.  . . like  the  sulfonamides  and  penicillin, 
griseofulvin  was  known  many  years  before  its 
value  to  man  himself  was  appreciated.  One  won- 
ders if  perhaps  a cure  for  cancer,  tuberculosis, 
diabetes  or  mental  illnes  is  not  now  on  the  chem- 
ist’s shelf.” 


BUREAU  OF  LABORATORIES 

Thomas  S.  Hosty.  Ph.D.,  Director 

SPECIMENS  EXAMINED 
November  1959 


Examinations  for  malaria  _____  _____  21 

Examinations  for  diphtheria  bacilli  and 

Vincent’s  530 

Agglutination  tests 439 

Typhoid  cultures  (blood,  feces  and  urine)  583 

Brucella  cultures 0 

Examinations  for  intestinal  parasites  ....  2,514 

Darkfield  examinations __  2 

Serologic  tests  for  syphilis  (blood  and 

spinal  fluid) 20,530 

Examinations  for  gonococci 1,582 

Examinations  for  tubercle  bacilli _.  3,077 

Examinations  for  Negri  bodies  (smears  & 

animal  inoculations) 227 

Water  examinations 1,938 

Milk  and  dairy  products  examinations  3,939 

Miscellaneous  examinations 3,982 


Total  39,368 


BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  Smith.  M.  D..  Director 

CURRENT  MORBIDITY  STATISTICS 


Oct. 

Nov. 

*E.  E. 
Nov. 

Typhoid  and  paratyphoid 

10 

4 

2 

Undulant  fever 

1 

1 

0 

Meningitis  

4 

3 

10 

Scarlet  fever 

69 

37 

77 

Whooping  cough 

23 

35 

54 

Diphtheria  

6 

23 

44 

Tetanus  ... 

1 

3 

3 

Tuberculosis  

172 

116 

166 

Tularemia  

1 

1 

0 

Amebic  dysentery 

3 

1 

1 

Malaria  

0 

0 

1 

Influenza  

15 

136 

111 

Smallpox  

0 

0 

0 

Measles  

31 

44 

73 

Poliomyelitis  

21 

8 

16 

Encephalitis  

6 

3 

1 

Chickenpox  ... 

4 

11 

58 

Typhus  fever 

0 

1 

1 

Mumps  

31 

32 

57 

Cancer  

665 

493 

441 

Pellagra  

0 

0 

0 

Pneumonia  _ . 

143 

198 

159 

Syphilis  

143 

127 

139 

Chancroid  

6 

1 

4 

Gonorrhea  

274 

275 

287 

Rabies — Human  cases 

0 

0 

0 

Positive  animal  heads 

19 

11 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

*E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 
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BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S.,  Director 

PROVISIONAL  BIRTH  AND  DEATH  STATIS- 
TICS AND  COMPARATIVE  DATA,  SEPTEMBER, 

1959 


Live  Births 
Deaths 

Causes  of  Death 

Number 

Registered 

During 

September,  1959 

Rates* 

(Annual  Basis) 

1959 

1958 

t- 

iO 

<7> 

r-H 

Total 

White 

Non- 

White 

Live  births 

7706 

4797 

2909 

29.1 

29.9 

30.3 

Deaths  

2123 

1334 

789 

8.0 

8.2 

8.7 

Fetal  deaths 

179 

84 

95 

22.7 

18.8 

20.0 

Infant  deaths — 

under  one  month- 

155 

71 

84 

20.1 

19.0 

22.5 

under  one  year 

197 

86 

111 

25.6 

26.2 

29.0 

Maternal  deaths 

7 

2 

5 

8.9 

8.8 

7.5 

Cause  of  death 

Tuberculosis,  001-019 

23 

11 

12 

8.7 

14.9 

9.6 

Syphilis,  020-029 

5 

1 

4 

1.9 

1.1 

1.9 

Dysentery  045-048 

1.2 

Diphtheria  055 

0.4 

Whooping  cough,  056 

1 

1 

0.4 

— 

— 

Meningococcal  infec- 

tions,  057 

2 

1 

1 

0.8 

1.2 

Poliomyelitis,  080,  081 

1 

1 

0.4 

0.8 

Measles  085 

Malignant  neoplasms, 

140-205  

302 

218 

84 

113.9 

114.7 

123.2 

Diabetes  mellitus,  260  .. 

29 

18 

11 

10.9 

13.3 

8.9 

Pellagra  281 



0.8 

1.2 

Vascular  lesions  of 

central  nervous 

system,  330-334 

307 

179 

128 

115.8 

108.6 

113.2 

Rheumatic  fever, 

400-402  

3 

1 

2 

1.1 

0.4 

0.4 

Diseases  of  the 

heart,  410-443  

696 

476 

220 

262.6 

262.2 

277.2 

Hypertension  with 

heart  disease,  440-443 

126 

58 

68 

47.5 

48.0 

50.1 

Diseases  of  the 

arteries,  450-456  

45 

31 

14 

17.0 

16.0 

12.7 

Influenza,  480-483  

1 

1 

0.4 

1.1 

2.7 

Pneumonia,  all  forms, 

490-493  

40 

22 

18 

15.1 

16.0 

20.8 

Bronchitis,  500-502 

4 

4 

1.5 

1.1 

1.2 

Appendicitis,  550-553 — 

2 

1 

1 

0.8 

0.4 

1.9 

Intestinal  obstruction 

and  hernia,  560, 

561,  570 

7 

1 

6 

2.6 

5.7 

6.9 

Gastro-enteritis  and 

colitis,  under  2, 

571.0  764 

9 

2 

7 

3.4 

3.4 

6.5 

Cirrhosis  of  liver,  581  ... 

16 

12 

4 

6.0 

7.2 

3.8 

Diseases  of  pregnancy 

and  childbirth, 

640-689  

7 

2 

5 

8.9 

8.8 

7.5 

Congenital  malforma- 

tions,  750-759 

28 

19 

9 

| 3.6 

4.2 

3.7 

Immaturity  at  birth, 

774-776  

54 

18 

36 

7.0 

6.5 

6.0 

Accidents,  total, 

800-962  

118 

84 

34 

44.5 

57.9 

59.7 

Motor  vehicle  acci- 

dents,  810-835,  960 

64 

48 

16 

24.1 

30.5 

32.3 

All  other  defined 

causes  

325 

187 

138 

122.6 

135.7 

144.4 

Ill-defined  and 

unknown  causes, 

780-793,  795  

98 

45 

53 

37.0 

29.0 

| 37.7 

Rates:  birth  and  death— per  1,000  population 
infant  deaths— per  1,000  live  births 
fetal  deaths — per  1,000  deliveries 
maternal  deaths — per  10,000  deliveries 
deaths  from  specified  causes — per  100,000  population 
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PROGRESS  OF  MEDICAL  SCIENCE 
FORCES  HIGH  LABORATORY  COST 

How  the  progress  of  medical  science  forces 
the  cost  of  certain  laboratory  procedures  to 
reach  almost  unrealistic  levels  over  which 
neither  patient  nor  physician  has  control  is 
seen  from  an  article  appearing  in  the  Novem- 
ber 21  issue  of  the  Journal  of  the  American 
Medical  Association. 

Heart  catheterization,  a valuable  diagnos- 
tic tool  to  the  physician,  has  grown  exceed- 
ingly complex  and  costly,  especially  in  re- 
lation to  the  equipment  and  personnel  re- 
quired. This  cost,  however,  is  only  the  be- 
ginning. Heart  catheterization  is  one  of  many 
procedures  terminating  in  cardiac  surgery 
which  is  carried  out  by  a large  team  using 
a costly  heart  pump. 

Cost  analysis  of  heart  catheterization  is 
covered  in  a Journal  article  written  by  Dr. 
Max  H.  Weil,  formerly  chief  of  cardiology 
at  the  City  of  Hope  Medical  Center,  Duarte, 
Calif.,  and  presently  assistant  professor  of 
medicine  at  the  University  of  Southern  Cali- 
fornia School  of  Medicine,  Los  Angeles. 

Heart  catheterization,  first  described  by 
Dr.  Werner  Forssmann  of  West  Germany  in 
1929,  is  used  as  a diagnostic  procedure  in  cer- 
tain types  of  heart  conditions,  especially  in 
children  born  with  heart  defects.  In  1956, 
Dr.  Forssmann,  along  with  Drs.  Andre  F. 
Cournand  and  Dickinson  W.  Richards  of  Co- 
lumbia University,  were  jointly  awarded  the 
Nobel  prize  in  medicine  for  perfecting  a 
method  of  charting  the  human  heart  by 
catheterization. 

The  technique,  for  example,  can  yield  val- 
uable data  on  the  pressure  and  oxygen  con- 
tent of  the  blood  and  the  way  in  which  the 
blood  flows  through  the  pulmonary  artery 
system,  and  the  contributing  systemic  circuit. 
Since  definitive  treatment  of  congenital 
heart  lesions  is  surgical,  the  information  ob- 
tained by  cardiac  catheterization  is  sometimes 
needed  in  order  to  reduce  the  number  of 
patients  undergoing  surgery  for  inoperable 
defects  or  denied  operation  for  defects  that 
could  be  corrected. 
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Dr.  Weil  stated  that,  while  the  procedure 
is  valuable  in  many  respects,  “the  financial 
burden  of  development  and  maintenance  of 
a proficient  cardiac  catheterization  labora- 
tory is  such  that  the  unit  can  hardly  be  self- 
sufficient.” 

“In  addition  to  the  need  of  costly  physical 
space  in  a hospital  area,  the  expense  of  special 
installation  in  a properly  equipped  labora- 
tory may  be  in  excess  of  $100,000,”  he  said. 
He  provided  a detailed  summary  of  actual 
costs  involved  in  the  establishment  of  one 
such  unit.  It  ran  to  $104,113.88. 

How  the  advancement  of  medical  science 
has  forced  the  cost  of  certain  diagnostic  pro- 
cedures, such  as  heart  catheterization,  to  sky- 
rocket is  seen  from  a breakdown  of  Dr.  Weil’s 
figures. 

He  said  that  with  so  many  remarkable  re- 
finements taking  place  constantly  in  cardiac 
catheterization,  the  equipment  requires  al- 
most constant  replacement. 

“For  this  reason,”  he  said,  “purchase  of 
equipment  becomes  a continuing  necessity  if 
standards  are  to  be  maintained.  It  is  esti- 
mated that  the  basic  expenditure  will  be  re- 
peated at  the  end  of  five  years.” 

“Further,”  Dr.  Weil  said,  “successful  con- 
duct of  the  laboratory  requires  a competent 
medical  staff  on  at  least  a half-time  basis.” 
Each  procedure  requires  participation  of  a 
minimum  of  two  physicians,  a nurse  and 
three  additional  trained  persons.  In  small 
children,  the  services  of  a highly  skilled 
anesthesiologist  are  required. 

If  three  cardiac  catheterizations  are  done 
weekly,  the  cost  of  technical  and  nursing 
personnel  alone  for  each  procedure  is  $130. 
This  does  not  include  the  fee  for  the  cardi- 
ologist’s services  or  for  anesthesia. 

“Then  expendable  items  such  as  catheters, 
x-ray  film,  radiopaque  mediums  and  record- 
ing paper  add  about  $65  for  each  procedure,” 
he  said. 

Dr.  Weil  also  pointed  out  that  the  paper 
work  and  study  of  data  in  connection  with 
each  procedure  are  enormous.  A typical  case 
involving  the  procedure — interpretation  of 
data,  calculations  and  compilation  of  the  re- 
port— requires  a minimum  of  eight  hours  of 


a heart  specialist’s  time  alone. 

Dr.  Weil  offered  a solution  to  the  complex 
cost  problem. 

“Would  it  not  be  far  better,”  he  asked,  “to 
pool  professional  and  financial  resources  and 
thereby  provide  generous  support  of  a cen- 
tralized laboratory?  Cardiac  clinics  through- 
out a geographical  area,  each  of  which  has 
but  a limited  number  of  patients  requiring 
detailed  studies,  would  share  the  advantages 
provided  by  a laboratory  which  is  more  ade- 
quately staffed  and  equipped.” 

“Generous  support,”  Dr.  Weil  added, 
“should  be  given  to  development  of  a central- 
ized diagnostic  laboratory  serving  several 
hospitals  and  clinics.” 

Simpler  Method  Described  for  Emergency  Trans- 
fusions— A simplified  method  of  giving  blood 
transfusions  in  certain  emergency  cases  has  been 
disclosed  by  two  Chicago  doctors. 

Writing  in  the  January  2 issue  of  the  Journal 
of  the  American  Medical  Association,  Drs.  John 
R.  Tobin,  Jr.,  and  Irving  A.  Friedman  described 
a new  way  to  process  transfusions  which  must  be 
enriched  with  platelets,  a blood  component  in- 
volved in  coagulation.  Such  transfusions  are  used 
in  emergencies  to  control  bleeding  and  clotting. 

“.  . . the  usual  methods  for  the  preparation  of 
platelet  concentrates,  platelet-rich  plasma,  or 
platelet-enriched  whole  blood  incorporate  tech- 
niques which  are  not  available  to  the  usual  hos- 
pital blood  bank,  i.e.,  low-temperature  processing, 
special  anticoagulants,  and  the  immediate  avail- 
ability of  compatible  blood  donors,”  they  said. 
“The  inference  that  these  latter  techniques  are  es- 
sential . . . has  deprived  many  hospitals  of  a 
valuable  therapeutic  tool.” 

“It  is  our  contention  that  platelet  transfusion 
. . . can  be  made  readily  available  if  the  ‘bank 
blood’  ...  is  used.” 

The  doctors  studied  13  patients  given  processed 
whole  blood  from  normal  donors,  compatible  with 
the  recipient  and  in  storage  less  than  48  hours. 

They  reported  that  bleeding  “was  dramatically 
controlled  in  five,  partially  controlled  in  five,  and 
poorly  controlled  in  three  patients.” 

The  doctors  concluded  that  human  platelets  can 
be  prepared  for  transfusion  “without  special  pro- 
cedures or  immediately  available  compatible  blood 
donors”  and  this  should  make  such  transfusions 
possible  in  most  hospitals. 

Dr.  Tobin  is  associated  with  the  departments  of 
medical  education  and  hematology  of  the  Hektoen 
Institute  for  Medical  Research  of  the  Cook  County 
Hospital  and  the  departments  of  Medicine  of  the 
Stritch  School  of  Medicine,  Loyola  University. 
Dr.  Friedman  is  associated  with  the  Chicago  Medi- 
cal School. 


3 20 


J.  M.  A.  ALABAMA 


THE  JOURNAL 

of 

THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 

Published  Under  the  Auspices  of  the  Board  of  Censors 
Vol.  29  March  1960  No.  9 


A CHALLENGE  OF  OPEN  HEART  SURGERY 
CHAMP  LYONS.  M.  D. 

Birmingham,  Alabama 


It  was  30  years  ago  when,  as  a sophomore 
medical  student,  I was  invited  by  my  faculty 
advisor,  Dr.  Edward  Churchill,  to  visit  his 
surgical  laboratories  in  the  Boston  City  Hos- 
pital and  observe  an  early  experiment  on 
extra-corporeal  perfusion  by  Dr.  John  Gib- 
bon. As  a result  of  Dr.  Gibbon’s  persistence, 
a satisfactory  heart-lung  machine  was  de- 
signed. During  the  last  5 years  open  heart 
surgery  has  been  developed  to  a point  of 
clinical  acceptance  in  a number  of  centers. 
A contemporary  surgeon,  after  observing  an 
operation  within  the  interior  of  a by-passed 
and  motionless  heart,  has  remarked  that  “the 
egg-head  rides  again.”  The  laboratory  sur- 
geon stands  vindicated  at  last  after  penu- 
rious years  of  clinical  derision  for  attempting 
the  impossible.  However,  numerous  prob- 
lems remain  and  their  solution  is  essential 
and  inevitable.  As  members  of  the  Heart 
Association,  you  have  accepted  certain  re- 
sponsibilities in  seeing  that  these  challenges 
are  met.  More  specifically,  you  are  obligated 
to  see  that  the  funds  you  collect  are  wisely 
expended  for  research  and  training  and  that 
the  citizens  of  your  communities  receive  a 
reward  for  their  philanthropy  in  terms  of 
improved  medical  care.  We  at  the  Medical 
College  of  Alabama  have  spent  9 years  and 
about  a half  million  dollars  to  bring  together 
a cardiovascular  team  with  diagnostic  and 
surgical  facilities  that  compare  quite  favor- 
ably with  those  to  be  found  anywhere.  It 
is  from  this  vantage  point  that  I am  em- 
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boldened  to  orient  your  thinking  as  regards 
the  twin  challenges  of  research  and  service 
in  this  area. 

Let  us  consider  first  the  challenge  in  re- 
search. The  Heart  Association  and  the  Na- 
tional Heart  Institute  are  currently  besieged 
with  requests  for  grant-in-aid  to  permit  the 
purchase  of  heart-lung  machines  by  inter- 
ested groups  engaged  primarily  in  community 
practice.  The  decision  has  been  made  at  the 
national  level  that  such  requests  should  be 
denied.  Actually,  an  acceptable  and  dispos- 
able disc  oxygenator  is  currently  available 
on  the  open  market  for  $30.00.  More  im- 
portantly, however,  it  is  becoming  increas- 
ingly apparent  that  the  technics  of  perfusion 
are  already  highly  developed  and  that  re- 
sponsibility for  perfusion  should  be  assumed 
by  someone  other  than  the  surgeon.  More 
usually,  this  “other  person”  is  a clinical  phys- 
iologist, but  he  may  be  an  anesthesiologist. 
It  is  essential  that  he  have  considerable  lab- 
oratory competence,  an  understanding  of 
electronics,  and  considerable  ingenuity  to 
stay  abreast  of  developments  in  his  field  and 
to  assist  in  the  diagramming  of  special  tech- 
nics to  meet  specific  problems  as  they  arise. 
In  the  present  stage  of  development  of  open 
heart  surgery,  it  seems  extremely  unlikely 
that  a local  group  could  acquire  a heart-lung 
machine,  do  a few  experiments,  and  then 
operate  on  humans  with  an  acceptable  mor- 
tality. In  our  own  experience,  we  demanded 
that  our  pump  team  perfuse  10  dogs  suc- 
cessively for  45  minutes  and  have  them  sur- 
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vive  for  two  weeks  without  apparent  com- 
plication. We  have  since  learned  that  this 
was  an  extraordinarily  rigorous  requirement 
because  of  perfusion  problems  peculiar  to  the 
dog,  but  our  success  in  this  mission  is  one 
basis  for  our  confidence  in  the  oxygenator 
developed  and  operated  by  Dr.  Leland  Clark 
of  our  team.  A number  of  controls  of  the 
adequacy  of  perfusion  are  generally  a part  of 
the  operation.  These  include  constant  electro- 
cardiographic and  electroencephalographic 
records;  running  records  of  pH  and  oxygen 
tension  of  the  arterial  outflow  from  the 
pump;  direct  measurement  of  mean  arterial, 
inferior  caval  and  superior  caval  pressures; 
and  concomitant  measurements  of  the  tem- 
perature of  the  patient  and  of  the  blood  in 
the  pump.  In  only  two  centers  with  an  ex- 
perience of  over  200  perfusions  has  it  been 
found  possible  or  practical  to  reduce  these 
monitoring  devices  in  any  degree.  Others 
with  equal  experience  decry  this  attempt  to 
reduce  the  controls. 

The  mortality  rates  for  open  heart  surgery 
are  now  predictable  within  several  categories. 
In  the  congenital  group  of  uncomplicated  sep- 
tal defects  the  risk  of  life  is  about  5 per  cent, 
with  most  of  this  mortality  occurring  in  the 
ventricular  septal  defects.  It  is  felt  that  this 
incidence  reflects  the  overall  opportunity  for 
errors  in  diagnosis,  surgical  technics  and  per- 
fusion. On  the  other  hand,  there  are  certain 
congenital  defects  wherein  the  operative  mor- 
tality is  prohibitively  high  at  80  per  cent  or 
more.  These  include  transposition  of  the 
great  vessels,  cyanotic  tetralogy  of  Fallot,  and 
defects  previously  treated  by  any  variety  of 
aortico-pulmonary  anastomosis.  The  widely 
heralded  successful  direct  repairs  of  tetralogy 
of  Fallot  are  limited  almost  entirely  to  the 
“pink  tetrads,”  those  with  persistently  patent 
ductus  arteriosus. 

Earlier  in  our  experience,  postoperative 
deaths  occurred  from  a variety  of  causes. 
Shock  due  to  metabolic  acidosis  has  been 
overcome  by  insistence  upon  high  flow  rates 
during  perfusion.  Hemorrhagic  diatheses,  in- 
cident to  suction  removal  of  large  quantities 
of  coronary  venous  return  or  bronchial  col- 


lateral flow,  have  been  largely  correctable 
by  the  administration  of  fibrinogen  and  by 
meticulous  avoidance  of  blood  loss  during  the 
period  of  heparinization.  It  has  been  learned 
that  potassium  arrest  damages  the  heart  and 
may  result  in  irreversible  ventricular  fibril- 
lation in  the  operating  room  or  later  in  the 
postoperative  period.  Hypoxic  arrest  of  the 
heart  is  somewhat  better  tolerated,  but  is 
contraindicated  in  the  presence  of  left  ven- 
tricular enlargement.  Direct  perfusion  of 
the  coronary  arteries  is  generally  practiced 
during  repair  of  the  aortic  valves. 

These  mortality  rates  of  the  present  era 
are  due  almost  entirely  to  heart  failure.  The 
dominant  cause  of  right  heart  failure  is  in- 
creased resistance  in  the  lungs.  Earlier  at- 
tempts to  identify  this  increased  resistance  in 
terms  of  elevated  mean  pulmonary  artery 
pressure  failed  because  high  flow  rates  and 
vasospasm  also  raise  pulmonary  artery  pres- 
sure. When  there  is  truly  increased  pul- 
monary vascular  resistance,  as  determined  by 
measurements  of  pulmonary  artery  pressure, 
wedge  pressure  and  cardiac  index,  the  mor- 
tality rate  approaches  70  per  cent  due  to  right 
heart  failure  in  the  postoperative  period.  Al- 
though intermittent  positive  pressure  breath- 
ing has  been  useful  in  the  treatment  of  this 
complication,  it  has  severe  limitations. 

Left  heart  failure  also  occurs  as  a post- 
operative complication.  The  main  problem 
here  is  primarily  related  to  volume  rather 
than  resistance.  If,  after  closure  of  a septal 
defect  an  under-developed  left  ventricle  can- 
not accept  an  increased  volume,  the  myocar- 
dium fails.  Similarly,  if  myocardial  tone  is 
diminished  in  the  immediate  post-perfusion 
period,  the  left  heart  distends  and  dilates  to 
initiate  failure.  It  is  customary  now  to  pro- 
vide for  decompression  of  the  left  heart  by 
a catheter  in  the  left  atrium  or,  as  we  prefer, 
by  a cannula  through  the  apex  of  the  left 
ventricle  until  it  is  apparent  that  the  left 
ventricle  can  handle  the  inflow  load.  Calcium 
is  useful  in  the  restoration  of  myocardial  tone. 

Ventricular  fibrillation  is  also  a mechanism 
of  heart  failure.  It  has  already  been  noted 
that  cardioplegic  technics  carry  an  especial 
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hazard  in  this  regard.  Another  hazard  is  that 
of  coronary  air  embolism.  An  established 
fibrillation  may  require  increased  coronary 
perfusion,  electric  shock,  Isuprel,  or  combina- 
tions of  these  for  effective  restoration  of  a 
normal  beat.  Other  rhythm  disturbances, 
such  as  heart  block,  may  complicate  intra- 
cardiac suture  and  require  the  use  of  pace- 
makers and  direct  myocardial  electrodes. 

These  technical  details  are  presented  to 
justify  an  earlier  opinion  that  the  surgeon 
has  plenty  to  concern  him  without  being  at 
the  same  time  primarily  responsible  for  the 
adequacy  of  the  perfusion.  They  also  point 
up  the  dependence  of  the  surgeon  upon  an 
accurate  preoperative  evaluation  and  diag- 
nosis of  the  cardiac  problem.  A few  years 
ago  there  was  much  loose  talk  about  “ex- 
ploratory cardiotomy”  whereby  the  surgeon 
would  open  the  heart,  make  the  diagnosis,  and 
proceed  with  his  reparative  operation.  Al- 
though a similar  philosophy  has  some  merit 
in  abdominal  surgery,  I know  of  no  competent 
cardiac  surgeon  today  who  would  endorse 
the  concept  of  an  exploratory  cardiotomy. 
Disorders  of  the  heart  are  primarily  under- 
stood in  terms  of  physiologic  dysfunction  and 
only  rarely  does  the  anatomic  picture  give 
total  comprehension  in  a given  patient.  Until 
very  recently,  the  physiologic  evidence  for  an 
intracardiac  shunt  was  dependent  upon  dif- 
ferences in  oxygen  content  of  blood  aspirated 
from  the  different  chambers  of  the  heart. 
This  technic  was  crude  in  that  significant 
oxygen  differentials  were  not  obtained  un- 
less 25  per  cent  to  50  per  cent  of  the  stroke 
volume  was  passing  through  the  shunt.  The 
National  Heart  Institute  has  devoted  much 
money  and  effort  to  development  of  the 
nitrous  oxide  technic  and  the  radioactive 
krypton  technic  to  permit  the  detection  of 
quantitatively  lesser  shunts.  In  both  of  these 
technics  the  position  of  the  catheter  is  un- 
certainly determined  by  visualization  under 
fluoroscopy  and  it  is  necessary  to  remove 
blood  for  diagnosis.  Small  infants  do  not 
tolerate  this  blood  loss  well.  Within  the  last 
month  there  has  been  developed  in  our  lab- 
oratories a platinum  wire  electrode  that  can 


be  passed  into  the  heart  within  a Cournand 
catheter.  Its  position  within  the  heart  has 
the  added  confirmation  of  an  electrocardio- 
graphic pattern  when  the  wire  serves  as  an 
EKG  lead.  The  electrode  is  sensitive  to  both 
hydrogen  and  ascorbic  acid,  generating  a cur- 
rent of  about  50  millivolts  on  exposure  to 
these  substances  in  minute  concentration. 
With  these  two  substances  it  is  now  possible 
to  duplicate  the  present  krypton  and  dye 
curves  without  withdrawing  blood  and  with 
considerably  greater  sensitivity  than  was  pro- 
vided by  the  older  technics.  The  investigators 
at  the  National  Heart  Institute  have  visited 
us  and  agree  that  these  new  technics  consti- 
tute an  important  advance  in  this  field.  Such 
developments  as  these  emphasize  the  neces- 
sity for  participant  basic  scientists  in  phys- 
iology, physics  and  electronics  as  integral 
members  of  the  cardiovascular  team  neces- 
sary to  stay  abreast  of  this  rapidly  expanding 
field.  It  is  also  clear  that  improved  methods 
allow  a more  precise  determination  of  pul- 
monary vascular  resistance.  Cineangiography 
has  made  pediatric  diagnosis  extremely  pre- 
cise and  it  is  likely  that  it  may  soon  extend 
to  adults.  In  other  words,  the  diagnostic  ef- 
fort in  this  field  is  almost  as  complex  as  the 
surgical  effort. 

The  logical  conclusion  to  be  drawn  is  that 
some  sort  of  a team  organization  is  necessary 
for  successful  open  heart  surgery.  It  is  time 
now  to  ask  how  many  such  teams  are  needed 
in  Alabama,  how  should  they  be  activated, 
and  how  should  they  be  supported?  Perhaps 
we  should  examine  the  various  possible  an- 
swers. 

It  is  perhaps  easier  to  answer  the  question 
about  activation  of  these  teams  than  any 
other.  Once  personnel  has  been  recruited, 
it  will  save  time  and  lives  if  it  arranges  for 
special  training  in  established  cardiovascular 
centers.  This  has  many  advantages  over  self- 
instruction  at  home  at  this  late  date  in  this 
development.  The  Heart  Association  may 
well  examine  its  trainee  program  for  funds 
to  support  this  type  of  graduate  education. 

Economic  support  for  this  project  is  con- 
siderably more  complicated.  If  revenue  from 
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patients  is  to  support  the  entire  project,  those 
of  you  familiar  with  fund  raising  to  send 
patients  out  of  State  know  that  the  cost  per 
case  is  about  $5,000.  You  also  know  that  most 
families  cannot  meet  such  an  expense  with- 
out help.  At  the  Medical  College  in  Birming- 
ham, the  same  case  can  be  handled  for  $1,500 
to  $2,000.  We  are  able  to  do  this  because  the 
members  of  our  team  are  subsidized  as  teach- 
ers and  carry  research  grants  to  make  added 
equipment  and  facilities  available  as  part  of 
an  investigative  program.  It  is  usual  for  our 
patients  to  have  some  type  of  insurance  cov- 
erage, but  in  almost  every  instance  there  has 
to  be  further  support  from  the  Crippled  Chil- 
dren’s or  State  rehabilitation  funds.  Most  of 
you  know  that  we  do  not  yet  match  with 
State  funds  the  available  Federal  funds  under 
these  programs.  The  wise  expenditure  of 
these  funds  dictates  that  the  limited  amount 
available  be  expended  for  the  best  risk  pa- 
tients. I hope  that  you  will  remember  this 
the  next  time  you  hear  that  we  turned  down 
a case  that  was  subsequently  operated  upon 
elsewhere.  I would  also  like  you  to  realize 
that  had  the  same  funds,  raised  and  expended 
to  send  the  patient  elsewhere,  been  sent  to 
us  that  we  could  have  cared  for  that  patient 
and  two  more  patients.  In  other  words,  we 
desperately  need  more  funds  to  cover  the 
hospital  bill  for  these  socially  sufficient  but 
medically  indigent  patients.  It  would  be 
helpful  if,  as  part  of  the  educational  program 
of  this  Association,  this  need  could  be  made 
evident  to  the  citizens  and  the  legislators  of 
this  State. 

Now  as  to  how  many  teams  we  need  in 
this  State.  We  are  doing  two  cases  a week 
and  the  waiting  list  is  growing  steadily.  This 
restriction,  however,  is  one  imposed  by  lim- 
ited budgets  to  support  hospitalization.  Were 
these  costs  provided,  it  is  likely  that  we  could 
keep  abreast  of  the  current  rate  of  detection 
of  new  cases  without  any  great  increase  in 
personnel  or  facilities.  We  need  greater  vol- 
ume to  justify  assignment  of  nursing  teams 

and  space  dedicated  to  the  care  of  these  pa- 
tients by  the  hospital.  Indeed,  if  new  funds 
are  not  found  to  support  hospitalization,  it  is 


likely  that  an  additional  center  for  open  heart 
surgery  would  so  dilute  the  funds  now  avail- 
able to  us  that  both  teams  would  suffer. 

It  is,  however,  unthinkable  that  our  State 
would  fail  to  provide  essential  medical  care 
for  its  cardiac  cripples.  Therefore,  as  we 
work  toward  this  goal,  we  must  also  encour- 
age an  expanded  detection  program  for  both 
children  and  adults.  Your  medical  board  has 
realized  this  need  and  is  already  planning 
in  this  direction. 

There  is  one  final  point  I would  like  to  dis- 
cuss with  you.  Whenever  we  do  an  open- 
heart  operation  it  is  necessary  for  several 
donors  to  provide  the  blood  to  prime  the 
pump  and  to  cover  the  anticipated  blood  loss. 
It  is  preferable  that  this  blood  be  drawn  im- 
mediately prior  to  the  operation.  It  would 
be  most  helpful  if  your  educational  program 
emphasized  this  opportunity  for  humani- 
tarian service  to  more  of  the  citizens  of  the 
State. 

In  closing,  I want  to  express  the  gratitude 
of  our  cardiovascular  group  in  Birmingham 
for  the  moral  and  budgetary  support  you  have 
provided  us.  You  are  truly  members  of  our 
team  and  entitled  to  share  our  pleasure  in 
the  national  recognition  that  has  come  to  us 
in  four  areas: 

1.  The  development  of  the  crimped  pros- 
thesis for  arterial  replacement. 

2.  The  cure  of  strokes  by  operations  to 
restore  blood  flow  in  carotid  arteries  ob- 
structed by  arteriosclerosis. 

3.  The  design  and  construction  of  an  op- 
erating room  to  expedite  open-heart  surgery. 

4.  The  solution  of  the  problem  of  diagnosis 
of  intracardiac  shunts  by  the  development 
of  intravascular  electrodes. 

A very  wise  man  recently  remarked  that 
“We  live  in  an  age  of  technologic  precocity 
and  spiritual  adolescence.”  I am  confident 
that  with  your  help  we  shall  meet  the  spir- 
itual challenge  of  an  expanded  budget  to 
meet  the  hospital  costs  of  curable  heart  dis- 
ease. 
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ANAPHYLACTIC  REACTION  TO  STREPTOMYCIN 

WALTER  C.  McCOY.  M.  D. 

Birmingham,  Alabama 


Despite  their  many  benefits,  antibiotics 
have  at  times  brought  increased  suffering  to 
many  patients.  The  dangers  of  the  antimi- 
crobial agents,  especially  penicillin,  have  been 
well  documented.* 1  This  report  is  concerned 
only  with  streptomycin. 

Since  its  introduction  by  Waksman,  strep- 
tomycin has  been  widely  used  for  its  anti- 
tuberculous properties  as  well  as  for  its  ef- 
fectiveness against  gram  negative  bacteria. 
The  usual  reactions  are  not  dangerous  and 
consist  of  acral  paresthesias,  flushes,  visual 
difficulties,  pyrexias,  rashes,  and  eighth 
nerve  (usually  vestibular)  complications. l-s 
Less  commonly  encountered  are  the  more 
severe  reactions  with  anemia,  hepatitis,  and 
the  encephalopathies.3 4 5 6 7 8  Even  rarer  are  the  in- 
stances of  alarming  or  fatal  anaphylactic 
reactions.2’4,8 

After  using  streptomycin  for  over  10  years 
with  only  mild  and  inconsequential  side-ef- 
fects, I was  faced  suddenly  with  a frighten- 
ing and  nearly  fatal  result.  This  challenging 
contretemps  prompted  my  report. 

From  the  medical  service  of  St.  Vincent’s  Hos- 
pital. Presented  in  part  at  a hospital  staff  meet- 
ing January  14,  1959. 
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CASE  REPORT 

On  the  3rd  of  January  1959,  a 41-year-old 
white  department  store  buyer  consulted  me 
because  of  a respiratory  infection.  For  sev- 
eral days  he  had  experienced  malaise,  slight 
fever,  and  a sore  throat.  The  only  medication 
used  was  aspirin.  Several  years  previously 
he  had  taken  penicillin  for  sinusitis.  A few 
days  later  there  were  urticarial  lesions. 
Streptomycin  had  been  well  tolerated  on  sev- 
eral occasions,  but  he  did  have  a slight  rash 
after  one  injection  8 months  previously.  Ex- 
cept for  occasional  respiratory  infections  and 
moderate  tension  associated  with  the  stress 
of  his  work,  the  patient  had  been  in  good 
health.  A knee  injury  in  July  1954  necessi- 
tated the  removal  of  a torn  right  semilunar 
cartilage  in  January  1955;  following  surgery, 
the  patient  made  an  excellent  recovery.  The 
family  history  revealed  the  fact  that  the 
father  died  suddenly  at  52;  death  was  at- 
tributed to  heart  disease.  A paternal  uncle 
died  at  55  with  an  acute  coronary  occlusion 
verified  by  necropsy.  Examination  showed 
a well-developed,  somewhat  anxious-appear- 
ing white  male  of  the  stated  age  of  41.  Blood 
pressure  was  120/80,  temperature  was  99  2/5 
degrees,  pulse  was  92  and  regular.  The 
pharynx  was  moderately  reddened,  but  there 
were  no  exudates.  The  chest  was  entirely 
clear.  The  abdomen  was  soft  and  there  were 
no  palpable  masses.  The  skin  color  was  pink 
and  the  texture  was  soft. 

Following  the  examination,  I gave  the  pa- 
tient for  his  respiratory  infection  1 gram  of 
streptomycin  sulfate  deep  into  the  lateral, 
superior  quadrant  of  the  right  buttock.  When 
the  patient  sat  up  after  the  injection,  he  com- 
plained that  he  felt  unusual — had  a heavy 
feeling  in  his  chest.  I asked  him  to  go  into 
an  adjoining  room  to  lie  down  on  a bed,  but 
he  replied  that  he  felt  too  faint.  Calling  an 
experienced  nurse  to  watch  him,  I left  him 
on  the  examining  table.  Hardly  had  I left, 
before  the  nurse,  with  evident  concern,  called 
me  back.  The  patient  had  suddenly  lost  con- 
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sciousness,  his  breathing  became  labored,  and 
his  color  cyanotic.  Blood  pressure  and  pulse 
were  unobtainable.  The  heart  sounds  were 
faint  and  the  rate  was  120  per  minute.  One- 
half  ml.  of  1:1000  epinephrine  was  injected 
into  each  arm.  The  patient  roused  up  momen- 
tarily to  complain  of  dyspnea  and  to  tell  me 
that  he  believed  he  was  dying.  He  lapsed 
back  into  a coma  and  the  cyanosis  deepened; 
a few  wheezing  rales  developed.  In  an  effort 
to  combat  the  hypotension,  1 ml.  of  mephen- 
termine  sulfate  (Wyamine)  was  given  intra- 
muscularlv;  10  minutes  later  another  1 ml. 
was  injected.  The  blood  pressure  did  not 
rise — in  fact  remained  unobtainable  from  the 
first  during  the  entire  30  to  40  minute  period 
the  patient  was  in  my  office.  The  cyanosis 
became  more  intense;  4 ml.  of  coramine  were 
administered  intravenously.  Breathing  im- 
proved slightly,  but  there  was  no  other 
change  in  the  patient’s  precarious  condition. 
An  ambulance  was  called.  This  ambulance 
was  equipped  with  an  oxygen  mask,  and  en 
route  to  the  hospital  the  patient  received  con- 
tinuous oxygen.  On  admission  to  St.  Vin- 
cent’s Hospital  he  did  appear  slightly  less 
cyanotic;  but  there  was  still  no  obtainable 
arterial  pressure,  dyspnea  persisted,  the  car- 
diac rate  continued  to  be  rapid,  and  the  pulse 
was  unobtainable.  The  patient  was  placed 
immediately  in  an  oxygen  tent,  and  an  in- 
fusion of  500  ml.  of  5%  glucose  in  physio- 
logic saline  containing  4 ml.  of  norepine- 
phrine (Levophed)  was  attempted.  Injection 
was  difficult,  as  all  the  peripheral  veins  ap- 
peared to  be  collapsed.  Finally,  the  fluid 
was  started  in  a vein  on  the  dorsum  of  the 
left  hand.  Within  3 minutes,  the  blood  pres- 
sure rose  to  60  mm.  of  mercury  systolic  with 
no  clear  diastolic  end  point.  Ten  minutes 
later  the  pressure  rose  to  138/80  and  the  in- 
fusion was  slowed.  The  norepinephrine  solu- 
tion was  maintained  for  lt/4  hours  and  blood 
pressure  (checked  every  5 minutes)  varied 
thereafter  from  90/60  to  115/78.  Despite  15 
liters  of  oxygen  per  minute  in  the  tent,  vis- 
ible cyanosis  persisted  for  3 full  hours. 

Awareness  returned  gradually,  and  during 
this  period  the  poor  man  observed  that  he 


knew  he  had  experienced  a heart  attack.  His 
devoted  wife,  who  had  been  present  from  the 
very  first,  confided  in  me  that  her  husband 
looked  exactly  like  her  father  on  the  night 
that  he  died.  Despite  all  the  anxieties  and 
pessimism,  the  patient  improved  steadily. 

Norepinephrine  solution  was  followed  by 
500  ml.  of  5%  glucose  in  physiologic  saline, 
and  a slow  drip  continued  for  3 hours.  One 
hour  and  a half  after  the  intravenous  solution 
was  stopped,  blood  pressure  dropped  to  94/60; 
1 ml.  of  mephentermine  sulfate  was  given 
intramuscularly  and  within  30  minutes  the 
pressure  was  100/70.  Thereafter,  with  30  min- 
ute checks  during  the  next  18  hours,  blood 
pressure  varied  from  98/60  to  118/75.  Oxygen 
was  discontinued  after  a total  of  23  hours. 

Laboratory  studies  made  shortly  after  the 
patient’s  admission  showed  the  hemoglobin 
to  be  16  grams,  hematocrit  49%,  WBC  26,750, 
with  5%  lymphocytes,  2%  monocytes,  2% 
stabs,  and  91%  polymorphonuclear  leuko- 
cytes. Four  hours  after  admission  the  patient 
voided  and  this  specimen  revealed  20  mg.  of 
albumin,  V2  % sugar,  many  pus  cells  with  a 
rare  red  cell,  and  many  coarse  and  finely 
granular  casts.  Two  days  later  a second  urin- 
alysis showed  only  5 to  7 pus  cells  per  high 
power  field,  a sp.  gravity  of  1.023,  and  no 
albumin  nor  sugar.  Blood  serology  was  nega- 
tive. Blood  transaminase  (SGOT)  18  hours 
after  admission  was  32  units — within  the  hos- 
pital normal  range  of  1 to  40  units.  A 12-lead 
electrocardiogram  made  21  hours  after  ad- 
mission showed  prominence  of  the  T-waves 
in  the  precordial  leads  suggestive  of  hyper- 
kalemia, but  was  otherwise  entirely  normal. 

The  urinary  output  when  the  patient  first 
voided  was  300  ml.  as  he  apparently  had  some 
urine  in  his  bladder  at  the  onset  of  the  at- 
tack. During  the  next  8 hours  he  excreted 
240  ml.,  and  during  the  following  8 hours 
only  100  ml.;  thereafter  the  output  increased, 
and  returned  to  550  ml.,  875  ml.,  and  240  ml. 
(night  output)  for  the  subsequent  8-hour 
periods.  Fluid  intake  after  consciousness  re- 
turned was  not  charted  precisely  but  seemed 
adequate. 
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Malaise  persisted  for  several  days.  Tem- 
perature remained  normal.  On  the  3rd  day 
the  patient  was  allowed  out  of  bed  and  he 
was  discharged  from  the  hospital  on  the  4th 
day.  Convalescence  was  rapid,  and  10  days 
after  the  onset  of  his  attack  he  returned  to 
work. 

DISCUSSION 

In  considering  this  disturbing  case  I have 
wondered  what  (aside  from  the  obvious  omis- 
sion of  streptomycin)  could  have  been  done 
to  improve  the  treatment.  The  use  of  anti- 
histaminics,  epinephrine,  and  oxygen,  as  ad- 
vised by  Farber  and  his  group,2  would  ap- 
pear inadequate  for  the  more  severe  reac- 
tions. Certainly  in  our  case  the  epinephrine, 
mephentermine,  and  coramine  did  not  control 
the  shock.  Oxygen  had  no  effect  on  the  pres- 
sure, but  did  lessen  the  cyanosis.  In  my  opin- 
ion the  patient  might  have  continued  in  shock 
and  died  without  the  norepinephrine,  and, 
while  a norepinephrine  infusion  is  hardly  an 
office  procedure,  such  an  infusion  could  have 
been  started  in  the  office  and  continued  on 
the  way  to  the  hospital.  One  might  object 
that  the  10  or  15  minute  delay  would  hardly 
justify  its  use  in  the  office,  but  starting  the 
intravenous  norepinephrine  at  the  earliest 
possible  time,  while  veins  were  in  good  con- 
dition, could  make  the  vital  difference.  Epi- 
nephrine did  prove  disappointing,  but  may 
have  helped  to  maintain  the  patient  till  oxy- 
gen and  norepinephrine  were  available.  Me- 
phentermine sulfate  did  not  seem  to  be  help- 
ful initially,  but  once  the  patient  overcame 
the  initial  shock,  it  seemed  to  help  in  the 
milder  secondary  hypotensive  reaction. 

Our  patient’s  fear  of  a myocardial  infarc- 
tion has  at  least  two  clinical  reports  for  jus- 
tification. Dr.  Grace  Newman8  observed  a 
58-year-old  nurse  who  gave  a previous  his- 
tory of  asthma.  Following  an  anaphylactic 
reaction  to  penicillin  and  dihydrostreptomy- 
cin, this  nurse  developed  a posterior  myo- 
cardial wall  infarct.  Dr.  Gupta3  reported  a 
case  of  myocardial  infarction  following  an 
anaphylactic  reaction  to  1 gram  of  strepto- 
mycin. The  scientific  curiosity  of  Dr.  Gupta 
transcends  my  personal  comprehension.  Five 


days  after  his  patient’s  initial  shock  and  with 
the  patient  on  cortisone  and  continuous  nor- 
epinephrine drip,  a second  injection  of  Vis 
gram  of  streptomycin  was  given.  The  reaction 
was  as  prompt  as  it  was  dramatic — the  un- 
happy patient  had  a convulsion  and  went  into 
shock.  Dr.  Gupta’s  next  remark  was  en- 
lightening: “It  can  be  concluded  that  this 
dosage  of  cortisone  is  either  inadequate  or 
insufficient  to  prevent  anaphylaxis  in  a high- 
ly sensitized  individual.”3  Fortunately,  and 
as  a brave  tribute  to  the  innate  toughness  of 
human  protoplasm,  the  patient  eventually  re- 
covered. 

Should  sensitive  patients  require  further 
therapy  with  streptomycin,  as  in  the  case  of 
tuberculous  patients,  desensitization  has  been 
recommended.5’7  The  wisdom  of  subjecting 
a person  who  has  experienced  an  anaphylac- 
tic reaction  to  another  such  reaction  is  at  best 
questionable.  All  of  the  reports  given5-7  in- 
volved the  minor  reactions.  Dr.  Gupta3  is 
apparently  the  only  one  I have  found  who 
had  the  temerity  to  test  the  more  severe  re- 
actors. 

SUMMARY  AND  CONCLUSIONS 

A case  of  severe,  anaphylactic  reaction  to 
streptomycin  sulfate  is  presented.  This  pa- 
tient continued  in  a state  of  shock  despite 
epinephrine,  mephentermine  sulfate,  and 
coramine.  Oxygen  did  lessen  the  cyanosis, 
but  norepinephrine  alone  produced  a fairly 
prompt  rise  in  blood  presure  and  abolished 
the  shock.  There  were  no  sequelae.  There  is 
a brief  discussion  of  the  therapy  of  such  cases. 
Two  reports  of  myocardial  infarction  subse- 
quent to  anaphylactic  reaction  are  noted.  It 
is  concluded  that  streptomycin  should  not  be 
given  to  patients  with  a previous  sensitivity 
to  this  drug.  In  the  event  that  an  anaphylac- 
tic reaction  occurs,  therapy  should  include 
oxygen  and  intravenous  norepinephrine. 
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Theories  concerning  the  causes  of  acute 
pancreatitis  are  as  baffling  now  as  they  were 
within  the  past  century.  Research  in  this 
field  has  not  helped  to  determine  the  causes 
of  acute  pancreatitis.  The  most  recent  ar- 
ticles on  pancreatitis  as  a whole  by  Grossman 
and  Machella  published  in  the  April  4th  num- 
ber of  the  A.  M.  A.  Journal  have  not  helped 
us  to  solve  this  complex  subject.  Grossman 
intimates  that  through  intravenous  cholan- 
giography it  may  be  possible  to  establish  a 
communication  between  the  biliary  and  pan- 
creatic ducts.  Up  to  the  present  time  no  one 
has  demonstrated  this  intimate  anatomic  re- 
lationship. It  has  been  stated  that  an  ob- 
struction at  the  papilla  of  Vater,  an  admix- 
ture of  bile  and  pancreatic  juice,  and  over- 
eating and  drinking  are  the  forerunners  of 
acute  pancreatitis.  These  various  factors  have 
never  been  substantiated,  although  it  does 
remain  a fact  that  gourmands  and  those  who 
indulge  heavily  in  alcoholic  liquor  are  more 
prone  to  acute  pancreatitis  than  those  who 
are  abstinate.  Acute  pancreatitis  may,  how- 
ever, occur  in  those  who  lead  perfectly  nor- 
mal lives. 

The  occurrence  of  this  disease  seems  to 
come  in  cycles.  I well  remember  many  years 
ago  having  had  the  experience  of  treating 
three  cases  of  acute  pancreatitis  in  one  day, 
and  then  it  took  six  months  or  more  to  see  an- 
other patient  with  the  same  affection.  Acute 
pancreatitis  is  a rather  rare  disease,  because 
in  my  term  of  practice  of  medicine,  which  is 
now  sixty  years,  the  total  number  of  cases 
of  acute  pancreatitis  has  been  few  and  far 
between. 

The  symptoms  are  rather  characteristic. 
There  is  no  intra-abdominal  pain  comparable 
to  that  of  acute  pancreatitis.  The  pain  is  uni- 
versal, but  more  intense  in  the  entire  upper 
abdomen.  It  is  accompanied  by  fever,  per- 
haps a chill,  and  sometimes  collapse.  The  pa- 

Read  before  the  Alabama  Surgical  Section, 
United  States  Section,  International  College  of 
Surgeons,  Huntsville,  May  22,  1959. 


tients  are  usually  robust,  fat  and  plethoric, 
although  these  characteristics  are  not  always 
the  same.  Acute  pancreatitis  may  occur  in 
any  type  of  individual.  These  signs  and  symp- 
toms may  continue  and  last  for  quite  some 
time  if  they  are  not  inhibited  by  means  of 
drugs.  With  the  administration  of  large  doses 
of  morphine  and  atropine,  the  symptoms  sub- 
side more  quickly.  On  account  of  the  intense 
pain,  small  doses  of  morphine  are  useless.  As 
much  as  a grain  of  morphine  may  be  given  at 
comparatively  short  intervals. 

It  is  not  always  easy  to  make  a positive 
diagnosis  of  acute  pancreatitis.  The  amylase 
test  is  of  great  assistance  in  determining 
whether  the  patient  is  suffering  from  acute 
pancreatitis  or  some  other  acute  abdominal 
condition.  An  increase  in  the  readings  of  the 
amylase  test  may  be  found  in  other  condi- 
tions, but  when  the  patient  is  seen  writhing 
in  severe  pain,  and  an  increased  reading  in 
the  amylase  test  occurs,  one  can  be  almost 
pertain  that  one  is  dealing  with  an  attack  of 
acute  pancreatitis.  This  is  especially  con- 
firmed when  the  gallbladder  is  large,  dis- 
tended and  tender.  Differentiation  between 
an  acute  cholecystitis  with  cholelithiasis  and 
acute  pancreatitis  should  be  a rather  easy  one. 
The  gallbladder  is  distended,  and  the  pain, 
tenderness  and  rigidity  are  localized  in  the 
right  hypochondriac  region.  It  can  be  felt  as 
a rounded  mass,  the  symptoms  of  which  will 
subside  if  nothing  is  administered  by  mouth. 
In  pancreatitis  there  is  a wider  area  of  the 
above  physical  signs,  which  take  a longer 
time  to  subside.  In  acute  perforation  of  a 
duodenal  or  gastric  ulcer,  while  the  pain  is 
intense  and  universal  over  the  entire  ab- 
domen, it  cannot  be  compared  to  the  agoniz- 
ing pain  as  stated  above.  In  acute  pancrea- 
titis x-ray  may  be  of  some  help  in  locating 
air  under  the  diaphragm,  and  most  certainly 
makes  positive  a diagnosis  of  a perforated 
viscus.  On  the  other  hand,  x-ray  may  assist 
in  diagnosis  of  acute  pancreatitis.  It  has  been 
stated  that  there  is  a sentinel  loop  of  dis- 
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tended  jejunum,  a flattening  of  the  greater 
curvature,  and  a wide  duodenal  loop.  The 
differential  diagnosis  from  acute  gangrenous 
appendicitis  should  be  rather  easy.  If  the  ap- 
pendix is  high  and  particularly  inflamed, 
there  will  be  a little  more  difficulty  in  the 
differentiation  between  pain  of  appendicitis 
and  acute  pancreatitis.  A good  rule  to  follow, 
if  one  is  not  sure  of  the  diagnosis,  is  to  oper- 
ate on  the  patient  as  an  emergency.  A stone 
passing  down  the  ureter  is  also  another  fac- 
tor to  be  considered.  The  pain  in  these  cases 
is  of  a colicky  nature.  It  remains  localized  to 
the  right  or  left  lumbar  or  iliac  region  de- 
pending on  which  kidney  is  affected.  Usually 
one  dose  of  morphine  is  sufficient  to  control 
the  symptoms. 

The  treatment  of  acute  pancreatitis  has 
changed  materially  in  the  past  few  years. 
Formerly,  almost  every  case  was  operated 
upon  immediately  without  any  preparation  of 
the  patient.  Deaths  following  these  pro- 
cedures were  almost  100  per  cent.  In  the 
fulminating  cases,  death  follows  a few  hours 
after  the  inception  of  the  symptoms.  Now, 
before  an  operation  is  performed,  aspiration 
of  the  stomach  is  probably  the  first  thing 
to  do,  because  the  patients  usually  vomit  their 
sumptuous  meal.  Five  per  cent  glucose  is 
given  intravenously,  and  a blood  transfusion 
is  administered  if  necessary.  Antibiotics  may 
be  given  with  caution,  because  many  delete- 
rious effects  have  been  reported  from  the  use 
of  these  life  saving  measures. 

Even  after  the  abdomen  has  been  opened, 
which  may  be  several  days,  a week  or  longer 
after  the  acute  attack,  the  procedure  must  be 
patterned  to  suit  the  individual  case.  There 
are  always  flakes  of  fat  necrosis  scattered 
over  the  intestinal  tract,  omentum  and  peri- 
toneum. These  white  blotches  can  be  ob- 
served weeks  after  the  at4  / .k  Very  often 
gallstones  are  present,  or  i v may  be  a 
stone  in  the  common  duct.  If  'hr  peritoneum 
is  soiled  very  much  with  pa .mc re;; tic  exudate, 
the  abdominal  cavity  is  drained.  Usually  the 
pancreas  is  not  incised  unless  there  is  a defi- 
nite cystic  formation,  which  will  probably 
consist  of  blood.  The  lesser  peritoneum 


should  be  opened  and  drained  if  there  is  a 
collection  of  fluid  behind  the  pancreas.  When 
cholelithiasis  is  present,  the  stones  are  re- 
moved, followed  by  a cholecystostomy,  which 
will  be  the  operation  of  choice.  Occasionally, 
if  there  is  too  much  contamination  of  the 
peritoneum,  a cholecystectomy  may  be  per- 
formed safely. 

The  causes  of  chronic  pancreatitis  are  a 
greater  enigma  than  those  supposed  to  preci- 
pitate an  attack  of  acute  pancreatitis.  Many 
theories  have  been  expounded,  one  of  which 
is  that  a chronic  pancreatitis  follows  numer- 
ous attacks  of  acute  pancreatitis.  Congenital 
fibrocystic  disease  of  the  pancreas  may  be  a 
potent  factor  as  a forerunner  of  chronic  pan- 
creatitis. Bockus  believes  this  contention  to 
be  true.  Deaver’s  theory  was  that  there  may 
be  an  infection  from  the  biliary  tract  through 
the  lymphatics. 

The  interpretation  of  the  symptoms  of 
chronic  pancreatitis  are  as  perplexing  as  the 
hidden  causes  of  this  disease.  The  intensity 
of  the  pain  varies  a great  deal.  It  is  not  de- 
pendent on  the  ingestion  of  food,  although 
some  attacks  may  be  precipitated  by  an  in- 
judicious selection  of  the  diet.  Jaundice  of 
a very  light  hue  may  accompany  the  attacks 
of  pain  and  discomfort  in  the  epigastric  re- 
gion. Diabetes  may  be  a clue  to  the  diagnosis 
of  chronic  pancreatitis.  ~k.it,  after  all,  the 
positive  diagnosis  must  be  made  by  means 
of  an  operation.  Even  wnen  the  abdomen 
is  opened  it  requires  a large  experience  to 
differentiate  between  a normal  and  an  ab- 
normal pancreas.  To  obtain  this  experience 
one  should  always  palpate  the  pancreas  for 
any  lesions  requiring  an  upper  abdominal 
operation.  Concomitant  gallbladder  disease 
may  accompany  chronic  pancreatitis.  The 
presence  of  gallstones  is  not  as  frequently  en- 
countered in  chronic  pancreatitis  as  in  the 
acute  type. 

Peptic  ulcer  and  carcinoma  of  the  pancreas 
are  the  main  conditions  to  differentiate  from 
chronic  pancreatitis.  X-ray  will  assist  in 
eliminating  gastric  or  duodenal  ulcer.  Carci- 
noma of  the  pancreas  in  the  advanced  stage 
presents  no  difficulty,  because  the  jaundice 


MARCH  I960— VOL.  29,  NO.  9 


329 


ACUTE  AND  CHRONIC  PANCREATITIS 


resulting  from  chronic  pancreatitis  is  of  the 
bronze  color  type,  and  that  of  acute  pan- 
creatitis is  of  light  yellow  color.  Acholic 
stools  persist  following  the  obstruction  to  the 
common  duct.  Chronic  pancreatitis  is  a de- 
bilitating disease  causing  some  loss  of  weight 
and  weakness.  At  operation  it  is  necessary 
to  palpate  the  pancreas  to  differentiate  the 
different  charactertistics  of  carcinoma  of  the 
pancreas  as  compared  to  chronic  pancreatitis. 
In  carcinoma  of  the  pancreas  the  nodules  are 
very  hard  and  resistant,  whereas  in  chronic 
pancreatitis  the  whole  pancreas  may  be  more 
pliable,  but  still  hard  without  any  outstand- 
ing nodule  or  tumor. 

There  is  no  stabilized  form  of  treatment  for 
chronic  pancreatitis.  Many  techniques  have 
been  tried  unsuccessfully.  Sphincterotomy  is 
a simple  operation,  and  carries  a small  risk. 
A duodenotomy  must  be  performed  first.  If 
for  any  reason  the  common  duct  has  been 
opened,  a probe  or  drainage  tube  may  be 
passed  to  act  as  a guide  for  the  incision  into 
the  duodenum.  Pancreatic  resection  with 
retrograde  duct  drainage  into  the  stomach  or 
duodenum  may  be  necessary  if  there  is  gross 
disorganization  of  the  gland,  or  if  the  duct 
is  blocked  by  scarring  and  fibrosis,  pancreatic 
calculi  or  calcification  of  the  gland.  Pancre- 
atolithotomy may  be  necessary,  with  internal 
drainage  of  the  duct  system.  Sympathectomy 
has  also  been  tried  to  lessen  or  eradicate  the 
pain  of  chronic  pancreatitis. 

Many  years  ago  choledochotomy,  with  the 
insertion  of  a t-tube,  was  used  with  relief. 
Sometimes  a biliary  fistula  resulted,  which 
should  always  be  avoided.  A better  opera- 
tion is  one  which  establishes  internal  drain- 
age from  the  bile  passageways  with  an  anas- 
tomosis to  the  gastro-intestinal  tract.  The 
stomach,  duodenum  or  jejunum  may  be  used. 
No  deleterious  results  are  noted  as  a result 
of  an  anastomosis  with  the  stomach  instead 
of  the  duodenum  or  jejunum. 

SUMMARY 

As  stated  before,  not  withstanding  all  the 
research  that  has  been  done  in  this  part  of 
the  twentieth  century,  no  real  progress  has 
been  made  in  the  development  of  the  secrets 


of  the  causes  and  treatment  of  acute  and 
chronic  pancreatitis.  In  1947  my  son  and  I 
wrote  a paper  on  the  subject  of  chronic  pan- 
creatitis, reminding  the  medical  profession 
of  how  little  progress  had  been  made  in  the 
development  of  this  disease.  We  cited  at  that 
time  ten  cases  of  chronic  pancreatitis  for 
which  many  of  the  operations  described  years 
ago  by  one  of  us  (M.  B.)  were  performed. 
They  range  from  a simple  choledochostomy 
with  tube  drainage  to  the  various  complicated 
operations  of  anastomosing  the  gallbladder 
and/or  the  common  duct.  The  ages  of  the 
patients  ranged  from  22  to  60.  These  oper- 
ations gave  a varying  amount  of  relief.  Some 
were  improved,  and  others  had  no  relief  of 
symptoms.  A few  of  these  patients  were  fol- 
lowed for  many  years. 

CONCLUSIONS 

1.  The  causes  of  acute  and  chronic  pan- 
creatitis are  still  as  much  a puzzle  as  they 
ever  were. 

2.  Acute  pancreatitis  is  one  of  the  most 
painful  affections  caused  by  intra-abdominal 
viscera. 

3.  The  amylase  test  and  the  x-ray  will  be 
of  some  assistance  in  making  a diagnosis  of 
acute  pancreatitis. 

4.  In  former  years  acute  pancreatitis  was 
operated  upon  immediately  as  an  emergency. 
Now  better  results  are  obtained  after  the  in- 
flammation has  subsided. 

5.  If  stones  are  present  in  the  gallbladder, 
a cholecystostomy  with  removal  of  the  stones 
should  be  done,  rarely  a cholecystectomy. 

6.  The  diagnosis  of  chronic  pancreatitis  is 
a difficult  one  to  make.  Many  operations  have 
been  devised,  none  an  absolute  cure. 
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THE  USE  OF  PLASTICS  IN  RECONSTRUCTING 

THE  FEMALE  BREAST 
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I feel  greatly  honored  to  share  with  you  a 
few  of  my  surgical  experiences  in  the  field 
of  mammaplasty,  and  by  so  doing  it  is  my 
sincere  desire  to  give  you  a medium  through 
which  you  can  impart  hope  to  patients  with 
similar  problems.  The  general  surgeon  fre- 
quently is  confronted  with  the  problem  of 
large,  painful,  and  pendulous  breasts  in  the 
female.  Not  too  many  years  ago  all  one  could 
offer  was  bilateral  mastectomy.  I was  first 
confronted  with  this  problem  in  1924  when 
an  attractive  young  woman  with  enormous 
hypertrophy  of  the  breasts  came  to  me  asking 
for  amputation.  I could  not  force  myself  to 
follow  the  pattern  of  bilateral  mastectomy 
but  found  here  a surgical  challenge  to  which 
I could  not  resist  applying  reconstructive  sur- 
gery. After  reviewing  the  literature,  which 
at  that  time  was  indeed  limited,  I decided  to 
follow  the  procedure  known  as  the  Lexer- 
Kraske  method,  devised  a year  before. 

All  the  literature  reviewed  by  me  at  that 
time  stressed,  with  emphasis,  the  hazards 
of  reconstructing  hypertrophied  breasts.  With 
this  in  mind,  I decided  to  operate  on  one 
breast  as  an  experimental  step  before  at- 
tempting the  other.  The  resulting  postoper- 
ative course  followed  an  uncomplicated  pat- 
tern and  in  two  weeks  the  procedure  was 
repeated  on  the  other  side.  Now,  many  years 
have  passed,  bringing  improved  techniques 
and  antibiotics,  which  minimize  many  of  the 
hazards.  This  short  discussion  on  hypertro- 
phied breasts  is  only  a prelude  to  my  subject, 
“The  Use  of  Plastics  in  Reconstructing  the 
Female  Breast,”  and  is  mentioned  only  be- 
cause this  first  case  was  so  gratifying  I felt 
plastic  surgery  on  the  female  breast  opened 
a new  door  of  hope  to  those  so  afflicted. 

The  patient  with  underdeveloped  or  sag- 
ging breasts,  is,  in  the  great  majority  of  in- 
stances, a psychologic  problem;  for  either  her 

Read  before  the  Alabama  Surgical  Section, 
United  States  Section,  International  College  of 
Surgeons,  Huntsville,  May  21,  1959. 
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husband  has  made  unkind  remarks  or  the 
normally  developed  sister  or  friend  has  ridi- 
culed her.  Models  and  girls  engaged  in  the 
theatrical  profession  are  especially  aware  of 
the  importance  of  beautiful  breasts  as  an  as- 
set to  their  means  of  livelihood.  Only  through 
interview  can  one  appreciate  the  mental 
anguish  suffered  by  the  individual  with  un- 
derdeveloped mammary  glands. 

The  idea  of  inserting  material  into  the 
breasts  to  enlarge  them  is  not  new.  Many 
years  ago  paraffin  was  injected  into  the 
breast.  This  procedure  proved  very  unsatis- 
factory and  was  discontinued.  The  trans- 
plantation of  fatty  tissue  from  the  buttocks 
to  the  breast  was  then  attempted  with  equal- 
ly poor  results.  Not  only  was  the  patient 
left  with  an  ugly  scar  and  a depressed  area 
at  the  donor  site  but  within  a year  the  trans- 
planted fat  had  melted  away.  It  proved 
pointless  to  mutilate  one  desirable  part  of 
the  body  if  the  result  was  not  going  to  im- 
prove the  other. 

A few  years  ago,  when  tantalum  steel  mesh 
wire  was  introduced  for  repair  of  hernia,  I 
thought  that  here  was  a material  which  could 
be  used  as  a non-irritating  implant.  I made 
several  attempts  to  construct  a form  which 
could  be  used  for  that  purpose  but  was  al- 
ways confronted  with  the  problems  of  proper 
size,  shape,  and  flexibility.  While  toying 
with  this  idea,  I read  an  article  about  the  use 
of  plastics  in  facial  surgery  and  thought,  and 
rightly  so,  that  here  was  the  answer  to  the 
problem  of  building  underdeveloped  breasts. 

The  material  used  at  that  time  is  known  as 
Ivalon.  Since  then,  two  other  plastic  sub- 
stances have  been  produced,  namely,  Poly- 
stan,  made  in  Denmark,  and  Surgifoam,  de- 
veloped by  Dr.  Franklyn  of  Hollywood,  Cali- 
fornia. All  three  of  these  materials  seem  to 
meet  the  requirements  as  outlined  by  Dr. 
Franklyn,  which  are: 

(1)  The  material  must  be  inert. 

(2)  Light  in  weight. 
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(3)  Flexible,  compressible,  and  the  sur- 
geon must  be  able  to  shape  it. 

(4)  Non-absorbable. 

(5)  Free  from  allergic  reactions. 

(6)  Indestructible  and  permanent. 

(7)  Easily  sterilized. 

(8)  X-ray  transparent. 

Both  Ivalon  and  Surgifoam  can  be  shaped 
at  the  time  of  surgery.  Polystan  has  to  be 
shaped  in  a metal  mould  and  heated  to  seal 
its  fibers  before  surgery.  Inasmuch  as  it  is 
impossible  to  stock  and  sterilize  enough  sizes 
and  shapes  of  this  material  to  fit  any  given 
case,  it  is  impracticable  for  breast  implants. 

The  question  of  cancer  formation  after  the 
insertion  of  plastics  is  always  asked.  After 
intensive  research,  Columbia  University  re- 
ported some  time  ago  that  “No  proven  in- 
stance has  ever  been  reported  of  cancer  de- 
veloping in  humans  after  use  of  plastics  in 
surgery.” 

The  operative  procedure  in  the  hands  of 
the  skilled  general  surgeon  is  relatively  sim- 
ple. However,  there  are  a few  salient  points 
which  I would  like  to  outline: 

(1)  The  incision  must  be  adequate  for  com- 
plete exposure  of  the  pocket  which  is  to  re- 
ceive the  implant. 

(2)  Complete  hemostasis  is  a must.  A 
large  dissecting  hematoma  could  spell  dis- 
aster. 

(3)  The  incision  should  be  below  the  plas- 
tic insert. 

(4)  Size  and  shape  of  implant:  The  three 

methods  which  I have  used  are: 

(a)  Try  different  sized  “falsies”  until  one 
is  found  which  conforms  to  the  figure  of  the 
individual.  Measure  the  “falsie”  and  dupli- 
cate these  measurements  in  the  implant. 

(b)  Make  the  following  measurements  with 

an  obstetrical  caliper:  Measure  vertically 

from  the  mid-clavicular  to  the  mid-axillary 
line.  Shape  the  insert  in  such  a manner  that 
the  circumference  will  conform  to  these 
measurements  and  the  apex  of  the  cone  will 
meet  the  bisecting  lines. 

(c)  Franklyn’s  “breast  quotient,”  which  is 
hip  measurement  times  frontal  chest  meas- 
urement divided  by  height  in  inches.  A B.  Q. 


of  100  is  small,  120  is  full  breasted  and  ap- 
proaches normal. 

Corresponding  incisions  are  made  one-half 
inch  below  the  submammary  line.  They  ex- 
tend from  the  mid-axillary  line  forward  two 
to  four  inches.  The  mammary  gland  and  fascia 
covering  the  pectoralis  major  are  dissected 
en  mass  from  the  muscle.  The  dissection  ex- 
tends medially  to  the  internal  mammary  ves- 
sels, vertically  to  one  inch  below  the  clavicle, 
and  laterally  to  the  mid-axillary  line.  The 
internal  mammary  blood  supply  should  be 
preserved.  The  other  vessels  are  divided  and 
ligated  with  chromic  triple  0 catgut.  The 
pocket  is  then  packed  with  a laparotomy 
sponge  saturated  with  normal  saline  solution 
while  a like  procedure  is  carried  out  on  the 
other  side. 

An  Ivalon  or  Surgifoam  sponge,  which  has 
been  previously  shaped  and  sterilized,  is  com- 
pressed and  inserted  into  the  opening  under 
the  breast.  If  tension  in  the  skin  produces 
ischemia  or  discoloration,  the  sponge  should 
be  removed,  or  if  the  sponge  does  not  pro- 
duce an  aesthetic  purpose,  it  is  removed  and 
reshaped.  After  one  is  satisfied  with  shape 
and  size,  the  sponge  is  duplicated.  Both 
sponges  are  then  reinserted.  A properly 
shaped  sponge  fits  the  opening  and  does  not 
have  to  be  secured  with  sutures.  Two  hun- 
dred thousand  units  of  penicillin  are  injected 
into  each  sponge.  A small  Penrose  drain  is 
inserted  about  an  inch  and  the  skin  closed 
with  interrupted  sutures  of  fine  silk.  The 
breasts  are  secured  in  position  with  Elasto- 
plast  bandages.  After  36  hours,  the  bandages 
and  drains  are  removed.  The  breasts  are  then 
held  in  position  with  a properly  fitting  bras- 
siere, which  the  patient  wears  continually  for 
two  months.  The  sutures  are  removed  in 
three  days  and  the  wound  is  secured  with 
butterfly  tape  dressings  for  two  weeks. 

In  closing,  I might  add  that,  in  reviewing 
the  lives  of  these  unfortunate  patients,  it  is 
my  firm  contention  that  if  reconstructive  sur- 
gery can  restore  happiness  and  enjoyment  to 
the  life  of  an  individual  who  has  lost  it  that  is 
as  strong  a justification  for  surgical  inter- 
vention as  surgery  to  restore  health. 
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LEADING  CAUSES  OF  MATERNAL  DEATHS 
IN  ALABAMA,  1949-1958 

HAROLD  KLINGLER,  M.  D. 
Montgomery,  Alabama 


The  accompanying  graphs  are  interesting 
and  indicative  of  certain  changes  occurring 
in  the  maternal  mortality  picture  in  Ala- 
bama. Although  the  number  of  maternal 
deaths  has  decreased  considerably  over  the 


past  several  years,  the  causative  factors  in- 
volved have  not  been  altered  to  any  clear- 
cut  or  remarkable  degree  in  their  interpreta- 
tion. The  three  major  death-causing  condi- 
tions have  ranged  from  72  to  65  per  cent  of 


ALABAMA 

LEADING  CAUSES  OF  MATERNAL  DEATHS,  1949-1958 
(PERCENTAGE  DISTRIBUTION) 
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total  causative  factors  during  this  period. 
This  may  possibly  indicate  some  tendency 
toward  a slight  shift  away  from  the  major 
causes.  There  is  also  a tendency  in  the  three 
major  mortality  factors  of  a shift  from  tox- 
emia toward  hemorrhage,  the  range  being 
from  40%  for  toxemia  to  24%,  and  from 
14%  for  hemorrhage  to  23%.  Sepsis  has  also 
increased  percentage-wise,  from  9 to  18%  of 
the  total  causative  factors.  This  increase  in 
sepsis  may  be  involved  in  the  antibiotic  re- 
sistant strains  of  bacteria  that  are  becoming 
prevalent.  Ectopic  pregnancy  and  abortion 
could  well  be  absorbed  by  the  categories  of 
hemorrhage  and  sepsis,  since  most  of  the 
deaths  occurring  in  ectopia  and  abortion  have 
as  their  actual  cause  of  death  either  hemor- 
rhage or  sepsis  or  a combination  of  the  two. 

Although  our  maternal  mortality  at  this 
time  has  not  even  approached  the  irreducible 
minimum,  the  medical  profession  is  to  be 
congratulated  for  its  part  in  reducing  Ala- 
bama’s death  rate.  However,  one  must  ever 
be  alert  to  the  possibilities  involved  and  re- 
member that  a large  number  of  our  remain- 
ing maternal  deaths  are  classified  as  pre- 
ventable. 


BRIGHT  FUTURE  FOR  TOTS 

There  is  a bright  future  ahead  for  the  4,000 
babies  who  will  be  born  in  the  United  States 
with  cleft  lip  and  cleft  palate  during  1960. 

This  hopeful  outlook  is  revealed  by  Eugene 
T.  McDonald,  Ed.  D.,  prominent  speech  and 
hearing  specialist  and  director  of  the  Speech 
and  Hearing  Clinic  at  the  Pennsylvania  State 
University,  in  Bright  Promise — just  pub- 
lished by  the  National  Society  for  Crippled 
Children  and  Adults. 

Dr.  McDonald  says  that  advances  in  sur- 
gery have  made  it  possible  to  repair  lips  and 
make  adequate  functions  possible  in  many 
palates.  Dental  techniques  have  been  devel- 
oped for  reconstructing  by  prosthetic  means 
those  palates  which  cannot  be  repaired  sur- 
gically. Speech  therapists  today  know  how 
to  help  children  with  cleft  palates  develop 
good  speech.  Furthermore,  there  are  helpful 
sources  for  information  on  problems  of  cleft 


palate,  as  well  as  resources  for  treatment,  in- 
cluding state  and  local  Easter  Seal  societies, 
state  crippled  children’s  services,  many  pub- 
lic schools  in  metropolitan  areas  and  the 
speech  clinics  at  colleges  and  universities. 

Well  illustrated  with  diagrams  and  “before 
and  after”  illustrations,  Bright  Promise  traces 
causes  of  cleft  lip  and  cleft  palate,  describes 
four  major  types  and  follows  through  on 
some  of  the  technical  advances  in  corrective 
procedures. 

In  pointing  to  studies  of  personalities  of 
children  with  clefts,  Dr.  McDonald  stresses 
that,  as  a group,  they  are  as  well  adjusted  as 
other  children. 

“Probably  of  greater  importance  than  the 
child’s  cleft  in  determining  his  emotional  ad- 
justment is  the  way  in  which  his  parents 
work  out  their  own  feeling  toward  it.  An 
understanding  of  these  feelings — their  begin- 
ning and  how  they  grow — will  help  parents 
direct  their  feelings  into  wholesome  chan- 
nels,” he  says. 

Dr.  McDonald  is  a past  president  of  the 
American  Association  for  Cleft  Palate  Re- 
habilitation and  a member  of  the  professional 
advisory  committee  of  both  the  National  and 
Pennsylvania  Societies  for  Crippled  Children 
and  Adults.  He  is  widely  known  as  an  au- 
thoritative speaker  and  is  the  author  of  many 
articles  and  books  on  speech  and  hearing. 

Copies  of  Bright  Promise  at  25  cents  each 
may  be  secured  by  writing  the  Publications 
Office,  National  Society  for  Crippled  Chil- 
dren and  Adults,  2023  West  Ogden  Avenue, 
Chicago  12,  Illinois. 
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FIVE-YEAR-OLD  MONGREL  WINS 

RESEARCH  DOG  HERO  OF  YEAR  AWARD 

Ruff,  a frisky,  five-year-old  mongrel  dog 
(mostly  Eskimo  Husky  and  Chow) , has  been 
chosen  as  the  Research  Dog  Hero  of  1959  by 
the  National  Society  for  Medical  Research. 
Eight  other  outstanding  research  canines — 
Pansy,  Patricia,  Queenie,  Bessie,  Cedric,  Hon- 
est John,  Gina  and  Huckleberry  Hound — 
were  named  to  serve  in  Ruff’s  court  for  their 
aid  to  medical  science. 

On  December  14,  1959  Ruff  received  an 
inscribed  silver  collar  as  “Research  Dog  Hero 
of  1959”  at  ceremonies  held  at  the  New  York 
Academy  of  Sciences.  Ruff  recently  made 
medical  history  by  surviving  happily  for 
eighteen  months  with  a second  “booster” 
heart  implanted  in  his  chest.  The  experi- 
ment holds  major  hope  for  some  500,000 
Americans  whose  hearts  have  been  damaged 
by  coronaries  or  hypertension. 

Eighteen  months  ago  Dr.  Adrian  Kantro- 
witz,  director  of  cardiovascular  research  at 
Maimonides  Hospital,  Brooklyn,  and  Dr.  Wil- 
liam McKinnon,  also  of  Maimonides,  im- 
planted a spare  or  booster  heart  in  Ruff’s 
chest.  The  second  heart  was  made  by  re- 
fashioning a portion  of  his  diaphragm  into  a 
muscular  booster  located  immediately  below 
his  natural  heart. 

The  booster  heart  was  activated  by  a tiny 
radio  transmitter  outside  the  body  that  picks 
up  the  electrical  impulses  of  the  original 
heart  beat.  It  then  translates  these  beats 
into  radio  waves  and  relays  the  impulses  to 
a tiny  radio  receiver  encased  in  plastic  and 
implanted  inside  the  body. 

This  receiver  is  attached  to  the  refashioned 
portion  of  diaphragm  muscle.  As  it  receives 
the  impulses  it  causes  the  muscle  to  contract, 
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forcing  the  blood  through  the  heart’s  main 
artery,  the  aorta,  and  on  into  the  heart. 

The  booster  reduced  the  work-load  on 
Ruff’s  natural  heart  by  about  25%.  Dr.  Kan- 
trowitz  states  that  “only  a few  electronic  and 
biological  problems  remain  before  it  can  be 
used  safely  and  effectively  on  humans.” 

Leading  figures  of  medical  science — in- 
cluding Dr.  Leona  Blumgartner,  Health  Com- 
missioner of  the  City  of  New  York,  and  Dr. 
Joseph  C.  Hinsey,  Director  of  the  New  York 
Hospital — Cornell  Medical  Center — were  on 
hand  to  applaud  when  Ruff  received  his  in- 
scribed silver  collar  as  Research  Dog  Hero 
of  1959 — the  canine  world’s  version  of  the 
Nobel  Prize. 

Two  little  girls,  Laurie  Anne  Cloke,  4,  and 
Elizabeth  de  Pasqua,  10,  presented  the  award 
to  Ruff.  Their  lives  were  saved  by  open 
heart  surgery  made  possible  by  experiments 
made  on  dogs  like  Ruff. 

Eight  outstanding  research  canines  re- 
ceived Honorable  Mention  Awards  in  the  9th 
annual  election  for  the  Research  Dog  Hero 
of  the  Year  Award,  sponsored  by  the  Na- 
tional Society  for  Medical  Research.  All  of 
the  dogs  were  nominated  by  research  labora- 
tories in  hospitals,  medical  schools  and  phar- 
maceutical houses. 

Named  to  serve  in  Ruff’s  court  because  of 
their  service  to  medical  science  were: 

(1)  Patricia,  a 16-year-old  collie,  nomi- 
nated by  Mr.  Horace  F.  Russo  of  the  Merck 
Institute  for  Therapeutic  Research,  West 
Point,  Pa.  Over  a fifteen-year  period,  re- 
search studies  on  Patricia  contributed  to  bet- 
ter understanding  of  kidney  functions,  devel- 
opment of  sulfanomides,  discovery  of  Bene- 
mid,  a drug  used  in  treatment  of  gout,  and 
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the  development  of  Diuril  and  Hydrodiuril, 
drugs  used  for  hypertension. 

(2)  Bessie,  a 13-year-old  mongrel  dog, 
nominated  by  E.  L.  Freeland,  supervisor  of 
the  Creighton  University  School  of  Medicine’s 
animal  hospital.  During  her  decade  in  re- 
search Bessie  has  been  a subject  in  prolonged 
studies  by  Dr.  Charles  M.  Wilhelmj  concern- 
ing the  effects  of  diet  on  blood  pressure. 

(3)  Honest  John,  a two-year-old  beagle, 
nominated  by  Drs.  John  A.  Mennick  and  E. 
Donnall  Thomas  of  the  Mary  Imogene  Bas- 
sett Hospital,  Cooperstown,  N.  Y.  The  story 
of  Honest  John  started  last  March  when  he 
was  given  three  separate  600  roentgens  of 
Cobalt  60  radiation  at  Bassett’s  teletherapy 
laboratory.  Dr.  Thomas,  medical  chief  at 
Bassett  and  leader  of  the  leukemia  research 
team,  said  that  “the  approximate  lethal  dose 
for  a dog  is  the  same  for  humans:  400  roent- 
gens.” 

Honest  John  was  then  given  a transplant 
of  bone  marrow  from  a female  litter  mate 
but  not  an  identical  twin.  Ten  days  later 
the  dog  was  back  to  normal  and  nearly  nine 
months  later  is  still  in  good  health.  Honest 
John  represents  the  first  long-term  radiation 
survivor  to  result  from  a homologous  blood 
transfusion. 

(4)  Pansy,  a three-year-old  mixed  fox  ter- 
rier, nominated  by  Dr.  John  Sheldon,  head 
of  the  allergy  division  at  the  University  of 
Michigan  Medical  Center.  Pansy  came  to  the 
U-M  about  two  years  ago.  Her  owner  brought 
her  to  Dr.  Roy  Patterson,  an  instructor  in 
internal  medicine  specializing  in  allergy 
studies. 

Doctors  recognize  three  major  signs  of  rag- 
weed allergy:  hayfever,  bronchial  asthma 

and,  in  some  cases,  skin  eruptions.  These 
cause  widespread  human  misery,  but  it  is 
uncommon  to  find  any  one  of  them  in  ani- 
mals. Pansy  has  all  three. 

U-M  doctors  tried  different  medications  on 
Pansy  and  were  quite  successful  in  relieving 
her  symptoms.  Now  they  are  attempting  to 
find  which  drugs  help  her  most.  “In  discover- 
ing what  helps  Pansy  we  will  learn  more 


about  helping  humans  who  suffer  from  al- 
lergies,” Dr.  Patterson  says. 

(5)  Huckleberry  Hound,  a mongrel  of  un- 
known age,  nominated  by  Dr.  William  S. 
Stoney  of  the  Rudolph  Light  Laboratory  for 
Surgical  Research  at  Vanderbilt  University, 
Nashville,  Tennessee.  Dr.  Stoney  worked  on 
Huckleberry  Hound  in  developing  a new 
method  for  diagnosing  acute  pulmonary  em- 
bolism, a dangerous  form  of  heart  disease. 

(6)  Queenie,  a mixed  hound  of  unknown 
age,  nominated  by  Kenneth  F.  Kueter  of  the 
Division  of  Experimental  Therapeutics,  Ab- 
bott Laboratories,  North  Chicago,  Illinois. 
During  more  than  five  years  of  service, 
Queenie  participated  in  304  studies  contrib- 
uting a great  deal  to  an  understanding  of 
the  physiologic  mechanism  of  gastric  secre- 
tion and  the  action  of  many  drugs  upon  this 
function. 

(7)  Gina,  a three-year-old  boxer,  nomi- 
nated by  Dr.  Willis  D.  Lowe  of  the  research 
animal  farm  at  Massachusetts  General  Hos- 
pital, Boston.  Her  investigator,  Dr.  Khalil 
Torbey,  states  that  Gina,  now  retired,  played 
an  important  role  in  the  development  of  a 
new  intestinal  and  urethral  operation. 

(8)  Cedric,  a six-year-old  boxer,  nomi- 
nated by  Dr.  William  I.  Gay,  chief  of  the 
Animal  Hospital  Section  of  the  National  Insti- 
tutes of  Health,  Bethesda,  Maryland.  Dr. 
Gay  tested,  in  Cedric’s  hip,  the  tissue  com- 
patibility of  titanium  as  well  as  its  qualities 
as  a prosthesis  for  a weight-bearing  surface. 

After  the  operation  from  which  Cedric  re- 
covered successfully,  it  was  found  that  his 
blood  was  the  canine  universal  type,  A-nega- 
tive.  And  as  with  humans,  the  universal-type 
donor  is  much  in  demand.  During  his  three 
years  at  NIH,  Cedric  has  donated  dozens  of 
pints  of  blood  to  other  dogs  undergoing  ex- 
perimental surgery,  and  is  none  the  worse. 

The  Research  Dog  Hero  of  the  Year  Awards 
were  established  by  the  National  Society  for 
Medical  Research  (which  represents  every 
accredited  medical,  dental  and  veterinary 
school  and  over  450  national  scientific  or- 
ganizations) as  a part  of  its  program  to  ex- 
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plain  animal  research  and  promote  under- 
standing of  professional  ethics  governing  the 
care  of  animals  in  most  research  institutions 
today. 


SOCIAL  HYGIENE  NOW  SOCIAL  HEALTH 

The  American  Social  Hygiene  Association 
has  voted  to  become  The  American  Social 
Health  Association,  according  to  Frank  H. 
Heller,  president. 

“Reason  for  the  change,”  Heller  stated,  “is 
that  ‘hygiene’  is  an  outmoded  word  which 
no  longer  is  broad  enough  to  describe  the 
agency’s  family-centered  program.” 

A national  voluntary  health  and  welfare 
organization,  The  American  Social  Health 
Association  works  “To  promote  those  condi- 
tions of  living,  environment,  and  personal 
conduct  which  best  protect  the  family  as  a 
social  institution.” 

In  1953,  concerned  with  the  mounting  evi- 
dence of  family  failure,  the  Association 
launched  a nation-wide  program  in  family 
life  education.  Through  it,  the  Association 
assists  schools  and  colleges  to  develop  new 
courses  and  training  programs  which  better 
equip  teachers  to  work  with  children  and 
young  people.  The  Association  also  promotes 
family  life  programs  among  parents  and  com- 
munity groups.  It  is  the  only  national  agency 
working  to  improve  the  family  through  a 
preventive  educational  approach. 

Founded  in  1910  as  the  American  Federa- 
tion for  Sex  Hygiene,  The  American  Social 
Health  Association  represents  a merger  of 
many  early  groups  which  were  vitally  inter- 
ested in  the  improvement  of  community  con- 
ditions, the  need  for  sex  education,  the  re- 
duction of  venereal  diseases,  and  the  re- 
pression of  commercialized  prostitution. 

The  name,  American  Social  Hygiene  As- 
sociation, was  first  adopted  in  1914  when  The 
American  Federation  joined  with  The  Ameri- 
can Vigilance  Association,  a society  organized 
in  1912  “to  suppress  and  prevent  commercial- 
ized vice  and  to  promote  the  highest  stand- 
ards of  public  and  private  morals.” 

In  1915  The  American  Purity  Alliance, 
which  worked  “to  secure  and  enforce  laws 


to  prevent  the  social  evil  among  females,” 
became  part  of  the  Association.  Another  of 
these  groups  was  The  American  Society  of 
Sanitary  and  Moral  Prophylaxis,  the  first  U. 
S.  organization  set  up  “to  protect  the  com- 
munity against  the  spread  of  venereal  dis- 
ease.” Its  national  activities  were  affiliated 
with  The  American  Social  Hygiene  Associa- 
tion in  1916. 

In  addition  to  The  American  Social  Health 
Association’s  family  life  education  activities, 
the  agency  sponsors  and  conducts  research  in 
adolescent  sexual  behavior  to  assist  profes- 
sional workers  and  to  help  parents  under- 
stand motivations  for  irresponsible  or  delin- 
quent behavior. 

The  Association’s  long-time  concerns  about 
venereal  disease  control  and  suppression  of 
prostitution  are  carried  on  in  the  light  of 
changing  trends.  Through  community  inves- 
tigation, the  Association  determines  the  ex- 
tent and  availability  of  prostitution  and  the 
involvement  of  teen-agers  in  sex  offenses  and 
other  forms  of  delinquency. 

These  unique  community  investigations  are 
made  at  the  request  of  the  Armed  Forces, 
state  and  federal  health  services,  municipal 
governments  and  citizen  committees. 

Through  the  years,  the  Association  has 
given  leadership  to  the  movement  for  vene- 
real disease  control  both  nationally  and  in- 
ternationally. Serving  as  a vital  source  of 
information,  the  agency  has  helped  overcome 
public  apathy  about  venereal  disease  as  a 
social  and  health  problem  and  has  consistent- 
ly stressed  the  importance  of  venereal  dis- 
ease education,  better  casefinding  and  more 
accurate  reporting. 

In  cooperation  with  The  Association  of 
State  and  Territorial  Health  Officers  and  The 
American  Venereal  Disease  Association,  the 
American  Social  Health  Association  annually 
collects  and  publishes  a joint  statement  on 
national  statistics  and  trends  in  venereal  dis- 
ease. Last  year’s  statement  pointed  up  the 
rising  incidence  of  the  disease  among  teen- 
agers and  the  need  for  increased  reporting 
by  private  physicians.  This  information  is 
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used  to  promote  improved  venereal  disease 
programming  by  state  and  local  health  de- 
partments and  to  keep  state  and  federal  legis- 
lative bodies  informed  of  program  needs  and 
required  support. 

“The  shift  from  hygiene  to  health”  said 
Conrad  Van  Hyning,  the  Association’s  execu- 
tive director,  “emphasizes  that  we  are  keep- 
ing up  with  the  times.  The  Association  has 
always  been  a pioneering  national  agency 
working  in  new  and  sometimes  not  popular 
nor  well  understood  causes.  Its  latest  pio- 
neering effort  is  an  attempt  to  enlist  the 
educational  forces  of  the  nation  in  the  con- 
scious preparation  of  children  and  youth  for 
their  responsibilities  as  members  of  their 
families,  their  communities,  and  their  coun- 
try.” 


INTEGRATION  OF  DENTISTS  INTO 
HOSPITALS 

Dentists  must  work  closely  with  physicians 
in  the  hospital  or  they  “will  become  com- 
pletely isolated  and  left  behind  in  the  march 
of  modern  medicine”,  two  San  Francisco  hos- 
pital officials  warned  recently. 

The  hospital  is  the  best  place  for  dentists 
and  physicians  to  get  together  because  it  is 
“the  central  health  agency  of  the  commun- 
ity,” according  to  Mark  Berke,  executive  di- 
rector, and  Sidney  Epstein,  D.D.S.,  chief  of 
the  department  of  dentistry,  Mount  Zion  Hos- 
pital and  Medical  Center,  San  Francisco. 

Their  articles  published  in  the  January  16 
issue  of  the  Hospitals , Journal  of  the  Ameri- 
can Hospital  Association,  and  the  January  is- 
sue of  the  Journal  of  Oral  Surgery,  Anes- 
thesia, and  Hospital  Dental  Service,  published 
by  the  American  Dental  Association. 

Calling  for  greater  integration  of  dentists 
into  hospitals,  the  authors  pointed  out  that 
neither  dentists  nor  hospitals  so  far  have  done 
much  about  getting  together. 

The  fault  lies  on  both  sides,  according  to 
an  accompanying  editorial  in  Hospitals, 
which  noted  that  “The  dentist  too  often  looks 
at  the  mouth  as  if  there  were  no  man.  In 
the  hospital  too  often  is  the  man  looked  at 
as  if  there  were  no  mouth.” 


Hospitals  must  recognize  the  mouth  and 
dentists  must  recognize  “the  inseparability 
of  mouth  and  man”  and  join  in  the  team  ap- 
proach to  the  care  of  the  whole  man,  the 
editorial  continued. 

Mr.  Berke  and  Dr.  Epstein  pointed  out  that 
dentistry  stands  on  the  sidelines  of  medicine, 
much  as  did  psychiatry  not  so  long  ago.  Un- 
less dentistry  moves  closer  to  medicine,  it 
runs  the  risk  of  having  medicine  expand  to 
include  dentistry,  especially  as  the  impor- 
tance of  the  mouth  and  teeth  to  the  general 
well-being  of  the  patient  becomes  more  read- 
ily understood  and  accepted. 

However,  before  dentistry  can  move  into 
hospitals  they  have  to  make  some  changes, 
the  authors  said.  They  need  to  acquire  mod- 
ern dental  equipment,  to  train  anesthetists 
and  operating  room  personnel  in  special  den- 
tal problems,  and  to  initiate  teaching  and  re- 
search programs  for  dentists,  including  in- 
ternships, residencies  and  postgraduate 
courses. 

The  authors  also  suggested  that  dentists 
give  more  concern  to  the  fact  that  the  first 
signs  of  many  diseases  appear  in  the  mouth; 
that  physicians  recognize  that  many  diseases 
are  accompanied  by  oral  health  disturbances; 
and  that  complete  dental  examinations  be  a 
part  of  routine  physical  examinations. 

Hospital  dentistry  should  be  more  than  just 
oral  surgery,  the  authors  said.  It  should  be 
possible  “to  take  a patient  who  requires  ex- 
tensive restorative  dentistry  and  to  complete 
the  dental  rehabilitation  in  one  lengthy  ses- 
sion,” through  the  use  of  expert  teams  of 
dentists,  anesthetists,  and  dental  assistants. 


HEARING  AID  INDUSTRY  ADOPTS 
CODE  OF  ETHICS 

The  hearing  aid  industry  has  asked  itself 
the  classic  question  “What’s  in  a name?”  and 
is  getting  an  answer  that  there  is  a lot. 

Several  weeks  ago  the  industry  issued  a 
voluntary  Code  of  Ethics  for  retailers,  dis- 
tributors and  manufacturers  of  hearing  aids 
and  components.  One  section  deals  with  am- 
biguous company  names  which  give  an  aura 
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of  a medical,  educational  or  research  nature 
to  a commercial  enterprise.  Such  words  as 
“Center,”  “Institute,”  or  “Bureau,”  when  not 
properly  qualified,  can  cause  prospects  for 
hearing  aids  to  respond  more  readily  to  ad- 
vertising and  other  promotion  by  suggesting 
the  firm  is  non-commercial.  As  such,  it  could 
be  considered  similar  to  “bait”  advertising. 

Until  now  there  has  been  no  set  of  stand- 
ards that  would  guide  the  industry  on  this 
and  other  questions,  so  that  such  names  have 
been  prevalent,  especially  because  the  indus- 
try is  highly  competitive.  If  the  dealer  down 
the  block  has  been  getting  special  advantage 
from  this  type  of  name,  the  temptation  to 
counter  him  with  something  similar  is  great. 

Now,  however,  the  Code  of  Ethics  estab- 
lishes a common  base.  Within  days  after  the 
twelve-page  document  was  issued  to  retailers, 
word  was  received  from  many  that  they  were 
voluntarily  changing  their  names.  A Florida 
dealer  is  immediately  dropping  the  name  he 
has  used  for  years,  which  had  the  name  of 
the  city  followed  by  “Hearing  Center.”  He 
will  substitute  his  own  name  followed  by 
“Hearing  Aid  Company.”  An  Oklahoma 
dealer  is  inserting  the  word  “Aid”  between 
“Hearing”  and  “Institute,”  thus  making  it 
crystal-clear  that  he  is  selling  hearing  aids, 
not  treating  persons  or  doing  research.  Simi- 
lar changes  have  been  registered  from  states 
as  distant  as  Hawaii. 

A spokesman  for  the  industry  reported  that 
this  prompt  reaction  is  especially  heartening 
because  no  emphasis  was  placed  on  the  sec- 
tion of  the  code  dealing  with  this  subject. 
Dealers  themselves  perceived  that  the  names 
of  their  firms  were  contrary  to  the  new  stand- 
ard and  immediately  and  voluntarily  reg- 
istered their  changes.  The  spokesman  pointed 
out  that  a company’s  name  is  one  of  its  most 
precious  assets  and  any  revision  is  under- 
taken with  great  care.  In  addition,  there  is 
the  costly  and  tedious  process  of  preparing 
new  signs,  logotypes,  letterheads,  etc. 

The  Code  of  Ethics  was  prepared  by  the 
Hearing  Aid  Industry  Conference,  the  na- 
tional trade  association,  and  the  Society  of 
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Hearing  Aid  Audiologists,  the  national  dealer 
group.  It  was  in  preparation  for  more  than 
a year.  It  is  very  specific  about  many  adver- 
tising and  selling  questions,  including  “bait” 
advertising,  guarantees  and  warranties,  test- 
ing, endorsements,  and  others. 

The  industry  has  stated  that  this  voluntary 
document  is  the  best  guarantee  to  the  public 
of  ethical  service  and  has  requested  that  the 
public,  as  well  as  all  interested  organizations, 
assist  in  policing  it  by  reporting  any  ques- 
tionable practices. 


HEALTH  INSURERS  CAN  PROVIDE 
COVERAGE  FOR  OLDER  CITIZENS 

Health  insurance  companies  are  demon- 
strating effectively  their  capacity  for  pro- 
viding medical,  surgical,  and  hospital  care 
coverage  for  older  people,  according  to  Rob- 
ert R.  Neal,  General  Manager  of  the  Health 
Insurance  Association  of  America. 

Mr.  Neal,  speaking  in  Washington,  D.  C., 
during  the  annual  meeting  of  the  American 
Association  of  University  Teachers  of  In- 
surance, emphasized  that  the  insurance  car- 
riers are  making  rapid  strides  in  developing 
and  offering  health  insurance  programs  spe- 
cifically designed  for  people  age  65  and  over. 
Among  the  plans  offered  to  older  persons 
who  want  assistance  in  meeting  their  health 
care  expenses,  he  named  the  following: 

“1.  Continuation  of  insurance  on  older  ac- 
tive workers  under  group  insurance  plans. 

“2.  Continuation  of  group  insurance  on  re- 
tired workers  and  their  dependents,  generally 
with  part  or  all  of  the  premium  paid  by  the 
employer. 

“3.  Continuation  on  an  individual-policy 
basis  of  coverage  originally  provided  by 
group  insurance. 

“4.  New  issuance  of  group  insurance  at 
advanced  ages. 

“5.  Continuation  into  the  later  years  of 
individual  insurance  bought  in  the  produc- 
tive years. 

“6.  New  issuance  of  individually-purchased 
policies  at  advanced  ages. 
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“7.  Issuance  of  insurance  that  becomes 
paid-up  at  age  65.” 

Many  health  insurance  companies  have 
been  writing  policies  in  line  with  or  similar 
to  these  plans  for  some  time,  Mr.  Neal 
brought  out.  The  companies,  he  said,  are 
gearing  their  efforts  to  the  need  for  pro- 
viding more  and  better  coverages  at  a cost 
which  the  public  can  pay.  Looking  to  the 
future,  Mr.  Neal  added: 

“It  is  reasonable  to  assume  that  within  a 
few  years  most  private  health  insurance  car- 
riers will  have  acted  to  eliminate  the  older 
policyholder’s  anxiety  that  his  coverage  will 
not  be  renewed  when  he  reaches  age  65.  More- 
over, it  can  be  expected  that  coverage  of 
persons  over  age  65  will  increase  more  rap- 
idly in  the  future.” 

The  growing  complexity  of  the  social  and 
economic  consequences  of  health  insurance 
has  been  attended  by  increasing  Federal  Gov- 
ernment interest  in  the  operations  of  insur- 
ance companies.  As  recent  evidences  of  the 
extent  of  federal  activities  of  considerable 
concern  to  the  insurance  business,  Mr.  Neal 
listed  these  actions:  The  creation  of  the  Sen- 
ate Labor  subcommittee  on  problems  of  the 
aged  and  aging,  and  the  public  hearings  held 
this  year  by  that  group;  the  introduction  of 
the  Forand  Bill  H.  R.  4700,  which  would  ap- 
pend health  insurance  to  the  Social  Security 
program;  and  congressional  authorization  of 
the  White  House  Conference  on  Aging  to 
be  held  in  January  1961. 

There  is  a very  real  danger,  Mr.  Neal 
pointed  out,  of  federal  intervention  in  the 
field  of  health  insurance.  He  told  his  au- 
dience: 

“Should  that  intervention  occur,  the  gov- 
ernment would  take  over  a large  and  im- 
portant area  which  has  been  the  responsi- 
bility of  the  enterprise  system.  Obviously, 
the  establishment  of  federal  administrative 
machinery  to  operate  health  insurance  pro- 
grams could  possibly  be  the  forerunner  of 
government  intervention  in  other  fields  of  in- 
surance. Workmen’s  compensation,  the  cas- 
ualty lines,  and  life  insurance  could  and 
would  likely  become  targets  of  further  fed- 
eral encroachment.” 


Mr.  Neal  summed  up  the  position  of  the 
health  insurance  business,  as  regards  pos- 
sible national  government  intervention  in 
health  insurance  operations,  in  the  following 
terms: 

“Admittedly,  the  issues  involved  are  broad, 
and  it  is  not  easy  to  deal  with  them.  The 
main  objective  to  be  served  is  the  public  in- 
terest. The  basic  issue,  then,  is  whether  the 
voluntary  system,  which  has  achieved  so 
much  for  so  many  millions  of  people  in  so 
short  a span  of  years,  is  to  be  permitted  to 
demonstrate  that  it  can  and  will  continue  to 
serve  the  public  interest  with  greater  effec- 
tiveness and  at  lower  cost  than  can  the  cum- 
bersome, rigid,  and  expensive  methods  which 
would  be  employed  by  those  who  advocate 
governmental  intervention.” 


A.M.A.  TO  STUDY  MEDICAL  CARE  COSTS 

A “Commission  on  the  Cost  of  Medical 
Care,”  to  delve  into  every  phase  of  medicine 
where  cost  or  spending  is  involved,  was  an- 
nounced recently  by  A.M.A.  An  initial  grant 
of  $100,000  was  appropriated  to  launch  the 
study. 

“This  study-project  is  being  undertaken,” 
said  Dr.  Louis  M.  Orr,  president  of  A.M.A. , 
“because  the  American  public  is  spending 
increasing  amounts  of  money  for  all  types  of 
medical  care.  These  expenditures  involve 
the  people’s  lives,  health,  and  pocketbooks. 
We  would  like  to  find  where  economies  may 
be  achieved  in  the  best  interests  of  the  pa- 
tient. The  commission  will  analyze  the  cost 
picture  from  every  angle  and  try  to  come  up 
with  some  sound  advice  and  suggestions.” 

The  commission  will  serve  as  a “little  Hoo- 
ver Commission”  to  study  all  medical  care 
costs,  including  doctors’  fees,  hospital  charges, 
nursing  cost,  drug  expenditures,  and  health 
insurance  premiums. 

Dr.  Orr  said  that  American  medicine  is 
“tackling  the  cost  problem  in  order  to  help 
people  better  meet  their  obligations  when 
illness  strikes,  and  to  help  clarify  the  con- 
fusion that  exists  relative  to  such  cost.” 

The  A.M.A.,  he  said,  is  “well  aware  that 
more  physician-patient  relationships  have 
been  strained  by  a misunderstanding  about 
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fees  than  perhaps  any  other  disagreement.  Is 
such  misunderstanding  due  to  lack  of  frank 
discussion  between  doctor  and  patient,  or  is 
there  some  other  reason?  A patient  has  ev- 
ery right  to  know  why  he  needs  treatment  or 
surgery,  what  it  will  consist  of,  and  what  it 
will  cost — particularly  where  major  services 
are  rendered.” 

ATLANTA  CONFERENCE  ON  AGING 

Community  health  programs  for  the  na- 
tion’s aging  population  were  discussed  dur- 
ing a regional  conference  on  aging  in  Atlanta, 
Ga.,  March  7-8. 

To  be  held  at  the  Dinkier  Plaza  Hotel,  the 
meeting  is  sponsored  by  the  American  Medi- 
cal Association’s  Committee  on  Aging  and 
the  medical  societies  from  North  and  South 
Carolina,  Tennessee,  Alabama,  Georgia,  and 
Florida. 

In  addition  to  doctors,  participants  will  in- 
clude representatives  of  women’s  organiza- 
tions, churches,  labor,  industry,  government, 
and  other  groups  interested  in  the  health  of 
aging. 

Purpose  of  the  conference,  according  to 
Dr.  Frederick  C.  Swartz,  Lansing,  Mich., 
chairman  of  the  A.M.A.  committee,  is  to  ex- 
plore the  opportunities  for  positive  health 
and  meaningful  living  among  elder  persons. 
The  results  are  intended  to  develop  a more 
realistic  attitude  toward  America’s  aging 
population. 

He  said,  “With  nine  per  cent  of  the  na- 
tion’s population  now  over  65  and  the  per- 
centage increasing  yearly,  it  is  important  for 
every  person  to  give  thoughtful  considera- 
tion to  the  aging  process  and  its  implications 
— to  individuals  and  society  alike.” 

CORRESPONDENCE 

WSFA-TV 

CHANNEL  12  NBC  — ABC 

Montgomery,  Alabama, 
January  13,  1960 

Dr.  William  M.  Carter,  President 
Medical  Association  of  the  State  of  Alabama 
Repton,  Alabama 

Dear  Dr.  Carter: 

We  are  indeed  pleased  to  inform  you  of  a 
new  program  our  station  will  be  carrying 


in  the  very  near  future.  This  program  will 
originate  from  the  National  Broadcasting 
Company  and  will  be  offered  to  its  affiliated 
stations. 

The  name  of  the  program  is  “Post  Grad- 
uate Medicine.”  It  will  be  a weekly  series 
of  one-hour  programs  for  graduate,  practicing 
physicians.  Its  purpose  is  to  meet  the  na- 
tion’s need  for  keeping  the  American  medical 
profession  constantly  updated  in  a field  of 
great  discovery.  It  will  be  presented  with 
the  cooperation  of  leading  medical  organiza- 
tions, whose  names  will  be  announced  at  a 
later  date.  It  is  planned  that  there  will  be  a 
system  of  college  and  professional  credits  for 
the  viewing  physician. 

This  will  be  a learning  course  of  sober  in- 
tensity, designed  to  be  of  great  value  to  the 
physician  and  thereby  enable  him  to  serve 
his  community  better. 

The  program  will  be  presented  each  Satur- 
day morning  from  7:00  to  8:00  A.  M.,  Mont- 
gomery time,  this  time  period  deemed  most 
desirable  for  reaching  the  physician  before  he 
begins  his  busy  day. 

The  series  will  be  divided  into  two  parts: 
The  first  will  start  April  16  and  run  through 
June  4;  the  second  series  is  planned  to  start 
September  24  and  run  through  October  29. 

I hope  you  will  inform  the  members  of  the 
Medical  Association  of  the  State  of  Alabama 
of  this  program;  and  if  we  can  supply  you 
with  any  additional  information  regarding 
the  program,  we  will  certainly  be  happy  to 
do  so.  We  are  looking  forward  to  this  and 
sincerely  anticipate  its  being  one  of  the  most 
worthwhile  and  outstanding  features  televi- 
sion has  had  the  opportunity  to  offer. 

Sincerely, 

Signed: 

Carter  Hardwick 
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THIRTY  YEARS  AGO 

HE  year  1930  marked  the  passing  of  the 
Association’s  yearly  book  release  known 
as  Transactions.  It  contained  the  proceed- 
ings of  the  annual  session,  the  papers  that 
had  been  read  at  the  meeting,  and  the  roster 
of  members.  It  had  its  origin  almost  with 
the  beginning  of  the  organization,  and  many 
deplored  its  end  as  the  passing  of  a friend  of 
many  years  standing.  When  Dr.  George  Ket- 
chum,  Secretary  of  the  Association  in  1852- 
1854  and  its  President  in  1874,  said  “We  have 
given  a volume  of  transactions  to  the  world 
that  we  may  be  justly  proud  of  as  a first  at- 
tempt and  as  a prelude  to  what  we  may  do 
in  the  future,”  he  undoubtedly  referred  to  the 
proceedings  of  1851,  for  that  volume  and 
those  of  1852,  1853  and  1854  are  in  the  archives 
of  the  Association.  Then  came  the  period  of 
the  Association’s  dormancy  occasioned  by  the 
events  leading  up  to  and  culminating  in  the 
War  Between  the  States,  but  from  1868  the 
record  is  unbroken — a monthly  journal,  and 
transactions  in  a different  form,  having  taken 
the  place  of  the  volume  known  so  long  by  so 
many. 

The  publication  of  a journal  by  the  Associa- 
tion had  been  considered  by  it  on  a number 
of  occasions — even  as  far  back  as  1885  when 
Dr.  Benjamin  H.  Riggs  in  his  Message  as 
President  said:  “Our  volume  of  proceedings 
reflects  credit  upon  the  Association  and 
serves  to  spread  its  reputation.  It  is  superior 
in  size,  style,  contents  and  cost  to  that  of 
any  other  state,  so  far  as  I am  aware,”  but 
“it  may  be  well  for  us  to  consider  the  publi- 
cation of  a monthly  journal  in  place  of  such 
a large  and  expensive  volume  of  transac- 
tions.” 


The  Board  of  Censors,  in  commenting  on 
this,  said:  “We  believe  the  publication  of  a 
monthly  journal  would  involve  an  amount  of 
expense  beyond  our  means  to  sustain.  Its 
consummation  must  be  left  to  the  future,  with 
the  hope  that  the  day  is  not  very  far  off  when 
it  will  become  feasible.” 

Then  again,  in  1924,  when  Dr.  W.  W.  Harper 
of  Selma  was  president,  he  revived  the  sub- 
ject with  the  declaration  that  “The  heart  of 
every  organization  is  its  journal.  A live  jour- 
nal, owned  and  operated  by  the  Association, 
is  an  absolute  necessity.”  The  Board  of  Cen- 
sors was  sympathetic  but  still  was  doubtful 
that  the  Association  could  successfully  fi- 
nance a journal  and  publish  the  volume  of 
transactions  at  the  same  time. 

However,  by  1930,  it  seemed  that  most  ob- 
stacles had  been  removed,  for  it  was  then 
that  a committee  was  named  to  consider  the 
matter,  the  committee  to  report  to  the  As- 
sociation at  its  next  annual  session.  The  com- 
mittee recommended  that  a monthly  journal 
be  published;  that  its  name  be  The  Journal 
of  the  Medical  Association  of  the  State  of 
Alabama  and  of  the  State  Board  of  Health; 
and  that  the  State  Board  of  Censors  be  au- 
thorized to  take  all  necessary  steps  looking 
to  the  consummation  of  this  plan. 

Thus,  a new  baby  in  the  field  of  medical 
literature  was  born,  its  date  of  birth  being 
July  15,  1931,  when  the  first  number  of  Vol- 
ume 1 of  the  publication  went  into  the  mail. 
In  May  of  1932  the  name  of  the  Journal  was 
shortened  by  limiting  its  title  to  The  Journal 
of  the  Medical  Association  of  the  State  of 
Alabama. 
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SERVICE  AWARD— Members  of  the  William 
Crawford  Gorgas  Award  Screening  Committee, 
composed  of  members  of  the  medical  and  journal- 
ism professions  and  functioning  under  MASA’s 
Committee  on  Public  Relations,  met  at  the  Whit- 
ley Hotel  in  Montgomery  on  January  23  to  evalu- 
ate the  credentials  of  the  candidates  nominated 
for  the  1960  honor.  Shown  above  are  (left  to 
right)  Dr.  W.  D.  Anderson,  Tuscaloosa;  Dr.  L.  L. 
Hill,  Montgomery;  Dr.  E.  L.  Strandell,  Brewton; 
W.  V.  Wallace,  MASA;  Dr.  J.  Michaelson,  Foley; 
W.  A.  Dozier  Jr.,  MASA;  Dr.  D.  G.  Gill,  Mont- 
gomery; and  Louis  A.  Eckl,  Editor  of  the  Florence 
Times. 

The  committee  selected  for  recommendation  to 
the  Public  Relations  Committee  the  names  of  three 
Alabamians  that  have  been  outstanding  in  the  field 
of  health.  Nominees  for  this  year’s  award,  as 
well  as  those  nominated  in  previous  years,  can  be 
re-nominated  by  either  a local  county  medical  so- 
ciety, newspaper  or  voluntary  health  agency,  but 
the  nomination  must  be  made  to  the  Medical  Asso- 
ciation of  the  State  of  Alabama  through  a county 
medical  society,  it  was  pointed  out  by  Chairman 
J.  Michaelson. 


Committee  On  Public  Relations 

The  names  of  the  three  nominees  recom- 
mended by  the  screening  committee  for  the 
William  Crawford  Gorgas  Award  were  pre- 
sented to  the  Committee  on  Public  Relations 
when  it  met  on  January  24  at  the  Association 
Building. 


Meeting  with  Chairman  J.  Michaelson  were 
Drs.  L.  L.  Hill,  Montgomery;  John  A.  Martin, 
Montgomery;  John  Chenault,  Decatur;  C.  A. 
Grote,  Jr.,  Huntsville;  T.  C.  Donald,  Jr.,  An- 
niston; E.  B.  Glenn,  Birmingham;  L.  D.  Mc- 
Laughlin, Ozark;  R.  O.  Rutland,  Jr.,  Fayette; 
Leslie  G.  Cole,  Talladega;  L.  R.  Burroughs, 
Jr.,  Birmingham;  E.  L.  Strandell,  Brewton; 
D.  L.  Cannon,  Montgomery;  and  J.  D.  Bush, 
Gadsden. 

The  Committee  unanimously  voted  to  give 
the  1960  William  Crawford  Gorgas  Award  to 
Mr.  Paul  Johnston  of  Birmingham.  Mr.  John- 
ston, an  attorney  and  civic  leader,  has  worked 
to  increase  funds  for  indigent  medical  care 
and  to  provide  facilities  for  the  treatment  of 
mentally  ill. 

He  headed  a citizens  committee  which  was 
formed  in  October,  1957  to  create  additional 
facilities  for  patients  financially  unable  to 
pay  for  needed  medical  treatment. 

It  resulted  in  an  emergency  appropriation 
of  $179,000  for  this  work  in  May,  1958. 

He  was  chosen  Birmingham’s  man  of  the 
year  in  1958  for  his  work  in  this  field  and  in 
mental  health  work.  He  served  as  president 
of  the  Alabama  Association  for  Mental  Health 
from  1955  until  1959. 

Mr.  Johnston  is  the  third  person  to  receive 
the  award.  Other  recipients  are  Sen.  Lister 
Hill  and  Marc  Ray  Clement,  a Tuscaloosa 
attorney. 

Orientation  Program 

A report  on  the  proposed  changes  in  the 
committee’s  orientation  program  was  given 
by  Dr.  L.  L.  Hill.  He  stated  that  an  extensive 
study  of  other  states  and  county  medical  so- 
cieties’ orientation  programs  had  been  made 
by  his  sub-committee,  and  that  the  Texas 
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mandatory  program  seemed  to  be  the  most 
adequate  one.  Leaflets  describing  the  Texas 
program,  along  with  ones  describing  the  pro- 
posed changes  in  the  Association’s  present 
program,  were  distributed  to  the  committee- 
men. 

Opposition  to  making  such  a program  man- 
datory was  expressed  before  the  committee, 
but  the  members  agreed  that  this  was  the 
only  way  of  assuring  attendance  at  such  a 
meeting. 

The  committee  then  endorsed  Dr.  Hill’s 
proposed  compulsory  orientation  program 
and  moved  that  it  be  recommended  to  the 
Board  of  Censors. 

Essay  Contest 

This  year  students  are  showing  a greater 
interest  in  the  essay  contest,  Chairman  John 
Chenault  stated  in  his  report  to  the  commit- 
tee. 

This  is  due  to  a larger  number  of  schools 
participating  in  the  contest  and  to  the  fact 
that  the  State  Board  of  Education  has  en- 
dorsed the  contest,  he  said. 

Because  of  this  new  interest,  he  explained, 
the  deadline  for  entries  was  extended  from 
December  31  to  February  15. 

It  was  announced  that  Professor  Jack  P. 
Montgomery  of  the  University  of  Alabama 
had  been  appointed  chairman  of  the  reading 
committee. 


Medical  Reporter  Award 

Chairman  of  the  sub-committee  for  the 
Medical  Reporter  Award,  Dr.  Bush,  an- 
nounced that  his  group  had  considered  all 
nominees  for  the  honor  and  had  voted  to  rec- 
ommend Miss  Julia  Holley  of  the  Birming- 
ham News  for  the  inaugural  award.  The  com- 
mittee then  voted  unanimously  to  give  the 
award  to  Miss  Holley. 

Miss  Holley,  a science-medical  reporter,  re- 
cently was  awarded  the  Jefferson  County 
Medical  Society’s  outstanding  public  service 
citation  for  her  accurate  reporting  of  scien- 
tific stories.  She  is  the  third  person  in  the  82- 
year  history  of  the  local  medical  society  to 
receive  the  award. 


COMMITTEEMEN  STUDY  WINNING  MEDICAL 
REPORTER’S  PORTFOLIO 
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Inter-Professional  Council 

Dr.  Martin  reported  that  he  had  met  with 
representatives  of  six  professional  organiza- 
tions on  January  20  for  the  purpose  of  form- 
ing an  Inter-Professional  Council.  The  pur- 
pose of  the  council,  he  stated,  would  be  to 
link  together  in  one  organization  the  Medical 
Association  of  the  State  of  Alabama,  the  Ala- 
bama Veterinary  Medical  Association,  the 
Alabama  Dental  Association,  the  Alabama 
Bar  Association,  the  Alabama  Nurses’  Asso- 
ciation and  the  Alabama  Pharmaceutical  As- 
sociation to  work  together  for  community 
good. 

Dr.  Hill  announced  that  representatives  of 
the  various  organizations  would  meet  that 
afternoon  to  organize  such  a council  and 
adopt  a constitution  and  by-laws. 

Each  organization  participating  in  the 
council  would  be  required  to  pay  membership 
dues,  he  said.  The  committee  voted  to  join 
the  council  and  authorized  Dr.  Martin  to 
spend  up  to  $25.00  for  dues  the  first  year  in 
the  Inter-Professional  Council  of  Alabama. 

Athletic  Injuries  Conference 

In  reporting  on  the  Athletic  Injuries  Con- 
ference, Dr.  Michaelson  stated  that  in  the 
past  the  officials  of  the  Coaches  Association 
had  shown  little  interest  in  the  conference. 
The  question  arose  as  to  the  effectiveness  of 
such  a conference.  Dr.  Donald  suggested  a 
survey  of  the  high  school  coaches  be  made  to 
determine  if  such  a conference  should  be  con- 
tinued; if  so,  when  and  where  it  should  be 
held.  Dr.  Rutland  suggested  that  out-of-state 
speakers  be  invited  to  participate  in  the  pro- 
gram as  a drawing  card. 

If  the  survey  shows  that  the  high  school 
coaches  desire  such  a conference,  it  was  sug- 
gested that  the  sub-committee  work  closely 
with  Coach  Paul  Bryant  of  the  University  of 
Alabama  in  planning  the  program. 

Dr.  Michaelson  appointed  Dr.  Rutland  to 
head  the  survey  team. 


FINANCE  COMMITTEE— Members  of  the  Com- 
mittee on  Finance  met  at  the  Association  Building 
on  January  24  and  adopted  a proposed  budget  for 
1960.  Chairman  W.  A.  Anderson  (seated)  of 
Tuscaloosa  is  shown  above  with  (left  to  right) 
Drs.  W.  E.  White,  Anniston;  E.  B.  Glenn,  Birming- 
ham; E.  L.  Strandell,  Brewton;  W.  J.  B.  Owings, 
Brent;  B.  F.  Thomas,  Sr.,  Auburn;  W.  R.  Carter, 
Repton;  W.  L.  Smith,  Montgomery;  R.  P.  Stock, 
Childersburg;  and  J.  H.  Meigs,  Anniston. 

Committee  On  A.  M.  E.  F. 

Plans  for  the  1960  American  Medical  Edu- 
cation Foundation  fund  drive  were  formu- 
lated at  a meeting  of  the  Committee  on  A. 
M.  E.  F.  on  January  17  at  the  Association 
Building  in  Montgomery. 

This  year’s  campaign  will  be  conducted 
through  the  Woman’s  Auxiliary  in  counties 
where  they  are  organized.  In  the  other  thirty- 
five  counties  the  drive  will  be  handled  by 
the  Committee  on  A.  M.  E.  F. 

The  reason  for  this,  Chairman  D.  E.  Owens- 
by  said,  is  to  help  the  Alabama  Auxiliary  in 
competing  for  the  inaugural  Ethel  Gastineau 
Award,  a traveling  trophy  to  be  awarded  to 
the  state  auxiliary  whose  efforts  have  been 
the  greatest  on  behalf  of  A.  M.  E.  F.  this  year. 

The  campaign  will  be  launched  in  May  and 
members  will  be  asked  to  contribute  $25.00 
to  the  fund.  A second  appeal  will  be  made 
in  December. 
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By 

Tinsley  R.  Harrison,  M.  D.( 
Birmingham,  Ala. 


Americans  are  usually  considered  to  be 
doers  rather  than  thinkers.  This  is  not  sur- 
prising in  view  of  our  relatively  recent  eman- 
cipation from  the  frontier,  where  sheer  sur- 
vival often  depended  not  on  thought  but  on 
action.  However,  during  the  past  century 
we  have  begun  to  experience,  as  did  Athens, 
Western  Europe,  and  Britain  before  us,  the 
impact  of  economic  growth  and  of  a rising 
living  standard  on  our  cultural  mores.  Thus, 
in  medicine  we  now  have  not  only  persons 
who  make  fundamental  scientific  discoveries 
but  also  scholars  and  philosophers.  To  men- 
tion a few  of  the  possible  many  we  may  cite 
the  senior  Holmes,  Osier,  Weir  Mitchell, 
James  B.  Herrick,  and  Alan  Gregg.  It  is  to 
this  expanding  cultural  tradition  that  Dr. 
Major  belongs.  A lecture  in  his  honor  might 
properly  deal  with  some  aspect  of  medical 
history,  a subject  to  which  he  has  made  im- 
portant contributions.  There  is  little  I could 
say  in  this  field  which  is  not  familiar  to  Dr. 
Major,  his  associates,  and  pupils.  But  Dr. 
Major’s  interests  have  transcended  medical 
history.  He  has  had  an  abiding  concern  with 
clinical  medicine  and  with  those  who  will 


From  the  Department  of  Medicine,  Medical  Col- 
lege of  Alabama. 

The  Ralph  H.  Major  Lecture,  read  at  the  Uni- 
versity of  Kansas  School  of  Medicine,  June  13, 
1959. 


Medicine  exists  to  serve  the  public. 
The  public  will  be  poorly  served  if  pro- 
grams are  adopted  which  tend  to  drive 
adventurous  young  minds  into  other 
fields.  It  will  be  best  served  if  ive  keep 
what  ive  have  that  is  good  and  apply  the 
experimental  method  to  the  solution  of 
those  problems  which  involve  only  a mi- 
nority of  patients  but  which  are  of  such 
gravity  as  to  create  deep  social  unrest. 
Of  numerous  experimental  approaches 
which  might  be  devised , I would  sug- 
gest one : that  we  attempt  to  turn  over 
to  the  medical  schools  those  areas , 
whether  economic,  geographical,  or  pro- 
fessional, in  which  our  otherwise  good 
system  of  practice  is  not  functioning  ef- 
fectively. The  expense  of  so  doing, 
while  large,  relative  to  present  medical 
school  expenditures,  will  represent  a 
small  fraction  of  our  annual  national 
health  cost. 


practice  it — medical  students  and  house  of- 
ficers. His  book  on  physical  diagnosis  fur- 
nishes ample  proof  of  his  interest  in  the 
young  Aesculapian,  who  is  the  subject  of  my 
discussion. 

The  theme  will  deal  with  some  of  the  prob- 
lems our  young  man  either  faces  today  or 
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will  face  in  the  future.  These  are  of  two  gen- 
eral types:  those  which  affect  him  directly 
and  immediately  and  those  which  concern 
society  primarily  but  will  determine  the  cul- 
ture medium  in  which  our  young  Aesculapian 
will  grow  or  shrink,  as  the  case  may  be.  Be- 
fore considering  these  problems  as  such,  we 
may  wish  to  look  at  some  aspects  of  the  broad 
background  of  our  profession. 

Medicine  is  concerned  with  knowledge  of 
health  and  disease;  not  only  with  the  appli- 
cation of  such  knowledge  (prevention  and 
care)  but  also  with  its  acquisition  (research), 
its  dissemination  (teaching) , and  its  synthesis 
(ethics) . To  look  at  one  facet  only  is  to  for- 
sake our  heritage  from  Hippocrates.  He  not 
only  practiced  the  best  medicine  of  his  day 
but  contributed  new  knowledge  through  his 
lucid  descriptions  of  disease,  and  was  perhaps 
the  greatest  medical  teacher  of  all  time:  “I 
will  teach  them  this  art  if  they  shall  wish  to 
learn  it.”  His  supreme  contribution  was  his 
formulation  of  those  principles  which  express 
the  obligation  of  the  physician  to  his  patient. 
Attempts  to  solve  the  current  problem  in 
one  of  these  broad  areas  without  due  atten- 
tion to  the  others  have  been  and,  in  my  opin- 
ion, are  likely  to  be  either  fruitless  or,  at 
best,  only  partially  successful. 

Facets  of  Medical  Care 

Preventive  and  curative  medical  care  have 
three  interrelated  aspects:  quality,  cost,  and 
availability.  The  availability  of  care  has  two 
facets,  the  number  and  the  distribution  of 
medical  personnel  and  of  healing  facilities. 
In  general,  the  public  has  medical  care  of 
steadily  improving  quality,  readily  available, 
at  a reasonable  cost.  However,  there  are  ex- 
ceptions. Some  care  is  of  poor  quality  and 
not  all  of  this  is  provided  by  charlatans  or 
quacks.  A few  people  are  not  able  to  pay  for 
any  medical  care,  and  for  many  persons  some 
illnesses  involve  an  expense  so  overwhelming 
that  neither  direct  nor  insurance  payment 
can  provide  an  adequate  solution.  In  many 
localities  physicians  are  so  overburdened 
that  patients  cannot  receive  the  amount  of 
time  they  desire  or  deserve,  while  in  certain 


rural  areas  the  number  of  doctors  is  so  small 
that  some  patients  receive  almost  no  service 
at  all.  It  is  because  of  these  several  deficien- 
cies, which  involve  a minority  of  those  who 
are  ill,  that  large  and  influential  groups  of 
laymen  are  advocating  drastic  changes  in  our 
whole  medical  milieu. 

It  would  seem  that  our  problem  as  a pro- 
fession is  to  keep  those  large  segments  of  our 
present  system  which  are  effective  and  to 
face  realistically  the  unsolved  problems  in- 
volved in  the  remaining  smaller  segments. 
In  this  endeavor  we  should  eschew  alike  the 
roles  of  a Candide,  who  regards  our  situation 
as  the  best  of  all  possible  medical  worlds,  and 
of  a Cassandra,  who  foresees  only  an  evil 
outcome  from  anything  we  now  have  or  shall 
do.  Rather  we  should  lean  on  our  scientific 
training  and  encourage  pilot  experimentation 
in  order  that  ideas  may  be  subjected  to  test- 
ing. It  is  unlikely  that  the  solution  to  diffi- 
cult problems  will  spring  full-blown  from  the 
brow  of  any  Jove,  whether  he  be  physician 
or  layman.  But,  given  enough  time,  the  ex- 
perimental method  should  provide  the  an- 
swers to  these  problems.  The  time  may  be 
short.  It  may  be  later  than  we  think.  Our 
European  and  Latin  American  friends  have 
already  adopted  medical  plans  which  most  of 
us  deem  undesirable  for  our  people.  The  ef- 
fective method  of  avoiding  this  in  the  United 
States  may  be  that  of  instituting  experiments 
to  seek  answers  based  not  on  preconception 
but  on  observation.  We  shall  not  solve  press- 
ing problems  by  denying  their  existence. 

Suggestions  for  Experiments  in  Medical  Education 

My  purpose  is  to  offer  suggestions  concern- 
ing certain  experiments  which  would  seem 
worth  doing.  Regardless  of  their  outcome, 
we  shall  have  learned  something.  Most  of 
these  experiments  involve  medical  students 
and  recent  graduates,  who  hold  the  keys  to 
the  medical  future.  We  may  therefore  con- 
sider some  of  their  problems. 

Concerning  the  number  of  physicians  need- 
ed in  the  United  States  there  is  a wide  differ- 
ence of  opinion.  For  several  decades  the 
ratio  to  population  has  remained  essentially 
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constant  at  a little  more  than  130  per  100,000. 
Some  believe  that  the  only  expansion  needed 
should  be  parallel  to  the  increase  in  popula- 
tion because  medical  service  of  today  is  more 
efficient,  with  better  communication  (tele- 
phone) , better  transportation  (roads) , pa- 
tients coming  to  physicians  instead  of  the  re- 
verse, new  diagnostic  methods,  and  more 
technical  personnel. 

The  chief  reasons  why  I believe  that  there 
should  be  a much  greater  increase  in  the 
number  of  doctors  are  as  follows:  1.  Many 

physicians  are  no  longer  available  to  the  gen- 
eral public  as  practitioners.  This  group  in- 
cludes physicians  on  military  duty,  patholo- 
gists, radiologists,  teachers,  investigators,  in- 
terns, residents,  etc.  2.  There  are  more  older 
physicians.  Physicians  will  inevitably  be 
affected  by  the  mores  of  our  society,  which 
are  tending  toward  a shorter  work  week  and 
an  earlier  retirement  age.  3.  Modern  scien- 
tific advances  require  a progressively  larger 
number  of  medical  man-hours  in  order  to 
bring  the  public  their  benefits.  One  need 
think  only  of  cardiac  catheterization,  the  ar- 
tificial kidney,  and  the  newer  operations  on 
the  cardiovascular  system.  4.  The  rising  eco- 
nomic and  educational  level  is  creating  an  ad- 
ditional desire  on  the  part  of  the  public  for 
more  medical  service,  preventive  as  well  as 
curative.  5.  Each  step  in  medical  progress 
means  more  older  persons  who  have  more  ill- 
ness and  require  more  attention.  Although 
arguments  may  be  advanced  for  the  opposite 
point  of  view  these  facts  lead  me  to  the  con- 
clusion that  we  need  a large  increase  in  our 
physician/population  ratio. 

This  brings  us  to  the  problems  of  recruit- 
ment. Although  the  total  number  of  appli- 
cants still  exceeds  the  available  places  in 
medical  schools,  the  discrepancy  is  lessening, 
and  many  believe  that  the  number  of  well- 
qualified  candidates  is  already  deficient.  Alan 
Gregg  said:  “In  lengthening  the  preparation 
for  the  practice  of  medicine  by  two  years  of 
obligatory  military  medical  service  we  may 
price  ourselves  out  of  the  market  of  well 
qualified  young  men.”  During  the  past  sev- 
eral years  I have  asked  many  students  and 


recent  graduates  their  opinions  about  the 
deterrents  to  a medical  career.  Most  mention 
such  factors  as  the  competition  from  physics, 
engineering,  and  other  sciences,  but  practi- 
cally all  are  agreed  that  the  two  main  factors 
are  time  and  expense.  Neither  of  these  prob- 
lems is  insoluble. 

There  is  doubt  that  we  can  compete  with 
those  nations  on  the  other  side  of  the  Iron 
Curtain  if  we  continue  to  educate  our  college 
and  graduate  students  on  a three-fourth  time 
basis.  Premedical  students  might  have  two 
summers,  starting  immediately  after  comple- 
tion of  secondary  school,  and  one  academic 
year  devoted  largely  to  cultural  subjects. 
They  could  then  be  tentatively  admitted  to 
medical  college  for  a full  calendar  year  of 
natural  science  given  at  the  medical  school 
tempo.  Those  who  achieved  a mediocre  but 
minimally  acceptable  record  might  be  denied 
final  admission  to  medicine  but  given  a 
passing  grade  and  returned  to  their  academic 
colleges.  Those  meeting  higher  standards 
might  enter  medical  school  after  the  two  full 
calendar  years  plus  one  summer  of  training. 
The  medical  course  could  then  proceed  con- 
tinuously (with  brief  vacation  periods)  for 
four  full  calendar  years,  the  last  consisting  of 
an  internship,  with  the  educational  experi- 
ence supervised  by  the  medical  faculty. 
Throughout  the  entire  course  certain  cultural 
subjects  should  be  required.  By  this  means  the 
present  nine-calendar-year  requirement  for 
pre-medical,  medical  and  intern  training 
might  be  shortened  to  about  six  years,  with 
little  or  no  loss  of  quality.  This  proposal  is 
somewhat  similar  to  the  new  plan  at  the 
Johns  Hopkins  Medical  School.  It  involves  a 
program  which  in  some  respects  is  interme- 
diate between  the  present  British  and  the 
American  methods.  It  might  or  might  not 
prove  desirable,  but  we  shall  never  know  un- 
less some  schools  are  willing  to  try  it. 

Such  a plan  would  tend  to  overcome  the 
barrier  of  time  but  might  aggravate  the  eco- 
nomic deterrent  to  medicine,  because  there 
would  be  no  chance  for  gainful  employment 
during  long  vacations.  This  could  be  met 
either  by  a loan  contract  coupled  with  cer- 
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tain  changes  in  the  tax  laws  or,  in  the  ab- 
sence of  such  changes,  by  a scholarship  with 
repayment  pledge.  Thus  during  his  under- 
graduate and  house-officer  period  a student 
who  desired  to  participate  might  be  advanced 
several  thousand  dollars.  Repayment  would 
depend  not  only  on  the  amount  received  but 
also  on  the  future  annual  net  professional 
earnings.  So  long  as  such  income  was  below 
a specified  minimum,  no  obligation  would 
exist.  The  person  who  became  a medical  mis- 
sionary or  chose  an  underpaid  research  ca- 
reer would  owe  nothing.  The  person  who  ac- 
quired a highly  remunerative  practice  would 
be  pledged  to  repay  the  school  a relatively 
large  sum  annually,  while  the  modestly  suc- 
cessful physician  would  pay  yearly  a much 
smaller  percentage  of  his  net  income  from 
his  practice  (table  1). 


profits  would  appropriately  come  from  those 
who  had  achieved  the  greatest  financial  suc- 
cess from  their  medical  education.  Tax  de- 
ductibility of  repayments  would  remove 
much  of  the  objection  to  them. 

Various  other  and  perhaps  better  methods 
of  overcoming  the  time  and  financial  bar- 
riers to  a medical  career  can  be  devised.  We 
shall  not  know  the  best  procedures  until  a 
number  have  been  tried.  Assuming  that  some 
such  plans  will  enable  us  to  attract  a suf- 
ficient number  of  well-qualified  applicants, 
the  perennial  problem  of  the  curriculum  will 
remain.  A few  schools  have  had  the  courage 
to  initiate  changes,  but  in  most  of  them  the 
curriculum  has  remained  relatively  fixed 
during  the  half-century  since  the  Flexner 
report.  Neither  the  almost  miraculous  ad- 


Table  1. — Proposed  Plan  for  Financing  Medical  Students  and  Medical  Schools * 
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30 
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250 
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Total  income 

from  pledges, 
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- 

— 
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0 
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Annual  cost 
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477.5 
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‘Classes  are  assumed  to  be  100  each.  Maximal  grant  per  year  $2,000.  Maximal  total  grant  per  person  $10,000.  Various 
assumptions  entirely  arbitrary  to  illustrate  general  principles  involved.  Sums  advanced  and  required  repayment  pledges 
might  be  less  or  more,  if  desired. 

fDeath,  total  disability,  and  scholastic  failure  would  cancel  grants.  Voluntary  withdrawal  from  medical  school  would 
involve  indebtedness  for  sums  received,  plus  interest. 

^Assuming  that  each  student  accepts  the  maximum  yearly  for  5 yr. 


The  details  of  such  a plan  might  well  vary 
from  one  school  to  another,  but  the  general 
principle  would  seem  to  justify  an  experi- 
ment. About  90%  of  the  students  and  house 
officers  with  whom  I have  discussed  this  plan 
have  said  that  they  would  desire  to  partici- 
pate in  it.  A school  would  need  large  addi- 
tional funds  during  the  first  few  years  in 
order  to  initiate  the  program,  but  eventually 
might  earn  handsome  profits  from  the  con- 
tinuing annual  payments  by  its  alumni.  Such 


vances  in  the  basic  medical  subjects,  nor  the 
emergence  of  the  full-time  system,  nor  the 
evolution  of  the  clinical  disciplines — or,  at 
least,  some  of  them — from  empirical,  rule-of- 
thumb  darkness  into  intellectually  respect- 
able sciences  has  caused  much  change.  De- 
spite two  world  wars,  revolutionary  upheav- 
als in  government  for  most  of  mankind  and 
the  advent  of  the  atomic  age,  this  Gibraltar 
has  held  firm.  Like  Lot’s  wife,  our  curric- 
ulum prefers  to  look  backward.  One  may 
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only  add  that  while  it  deserves  her  fate,  it  is 
more  likely  to  become  a pillar  of  ridicule  for 
future  generations.  Our  curriculum  must  be 
a Jezebel,  to  have  so  many  admirers  at  such 
an  advanced  age. 

Aims  of  Curriculum 

Certain  suggestions  for  curricular  changes 
aimed  at  reduced  time  without  loss  of  edu- 
cational quality  have  already  been  men- 
tioned. We  may  next  consider  the  aims  of 
the  curriculum. 

Nearly  all  would  agree  that  a strong  feel- 
ing of  responsibility  for  his  patient  is  the 
first  mark  of  a good  physician.  Such  mo- 
tivation can  only  come  from  contact  with 
patients.  Yet,  despite  his  deep  yearning  for 
it,  the  student  is  largely  denied  this  until  his 
third  year  in  medical  school,  and  in  many 
places  is  allowed  no  real  responsibility  until 
he  becomes  an  intern. 

I would  be  the  last  to  advocate  any  de- 
crease in  emphasis  on  basic  principles  of 
science.  About  60  years  ago  Osier  said:  “To 
cover  the  vast  field  of  medicine  in  four  years 
is  an  impossible  task.”  When  we  consider 
the  subsequent  growth  of  knowledge,  the  task 
becomes  ridiculous.  All  we  can  hope  to 
teach  students  are  certain  basic  attitudes  to- 
ward learning  and  toward  patients,  some 
basic  principles,  a few  techniques  which 
every  doctor  does  or  should  use,  and  a reas- 
onable familiarity  with  the  more  important 
diseases.  My  plea  is  not  to  substitute  clinical 
empiricism  for  basic  principles.  Facts  are 
soon  forgotten,  and,  in  any  case,  the  so-called 
facts  of  today  often  are  the  discarded  myths 
of  tomorrow.  May  I quote  Osier  again: 
“Superfluity  of  lecturing  causes  ischial  bur- 
sitis.” Against  the  undoubted  advantage  of 
the  lecture  must  be  cited  a serious  disadvan- 
tage. It  conditions  the  student  toward  a 
method  of  learning  which  will  not  be  readily 
available  to  him  during  his  remaining  pro- 
fessional career.  When  he  learns  by  reading 
about  the  problems  exemplified  by  patients 
he  has  seen,  the  opposite  is  true.  He  is  being 
taught  to  utilize  a method  which  will  be 
fruitful  throughout  his  life.  One  procedure 


is  instruction;  the  other  is  education. 

It  is  far  more  important  for  a student  to 
understand  the  Henderson-Hasselbalch  equa- 
tion than  to  memorize  the  eponyms  of  the 
many  ocular  signs  of  thyrotoxicosis.  The  is- 
sue involves  the  best  procedure  to  create  the 
desire  to  understand  the  Henderson-Hassel- 
balch equation.  For  this  purpose  it  would 
appear  obvious  that  the  demonstration  of  two 
patients  with  equally  elevated  blood  bicar- 
bonate levels,  one  of  whom  has  respiratory 
acidosis  and  the  other  metabolic  alkalosis,  is 
far  more  effective  than  a lecture.  The  fail- 
ure of  our  preclinical  and  clinical  teachers  to 
turn  their  talents  toward  mutual  efforts  to 
achieve  unified  objectives  is  one  major 
reason  for  the  absurdity  of  the  present  med- 
ical curriculum.  Perhaps  the  most  effective 
ultimate  remedy  will  be  long,  loud,  and  con- 
tinuous protest  from  the  students. 

Decision  Regarding  Size  of  Medical  School 

Should  we  decide  to  produce  many  more 
physicians,  we  shall  have  to  choose  between 
larger  schools,  new  schools,  and  new  branches 
of  existing  schools.  Experience  at  six  differ- 
ent medical  schools  with  classes  of  varying 
size  leads  me  to  believe  that  a medical  school 
is  like  an  atomic  bomb  in  tending  to  undergo 
intellectual  disintegration,  once  a certain 
critical  mass  is  exceeded.  A large  number  of 
additional  schools  or  new  branches  will  be 
somewhat  more  expensive  but  will  ultimately 
bring  much  greater  benefits,  in  terms  of  the 
impact  of  these  new  centers  on  the  quality 
of  medical  practice  in  surrounding  areas. 
Patients  needing  complex  and  highly  expen- 
sive procedures  which  are  only  feasible  in 
medical  centers  will  be  able  to  receive  such 
service  nearer  their  homes  if  we  have  many 
small  schools  rather  than  a few  large  ones. 

In  the  development  of  new  schools  every 
effort  should  be  made  to  achieve  an  optimal 
relationship  between  them  and  the  practic- 
ing profession.  Wise  institutional  policies, 
coupled  with  widespread  participation  in  aca- 
demic activities  by  well-qualified  volunteer 
teachers,  can  avoid  the  unfortunate  tensions 
which  have  sometimes  existed  in  the  past. 
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Concerning  internship  and  residency  train- 
ing, two  principles  appear  important.  Every 
effort  should  be  made  to  persuade,  but  not 
to  compel,  men  who  are  entering  general 
practice  to  secure  more  than  the  usual  one 
year’s  hospital  experience.  Since  the  eco- 
nomic factor  is  the  main  deterrent,  the  loan 
with  repayment  pledge  plan  which  has  been 
suggested  might  be  valuable  in  this  respect. 
Schools  might  encourage  two  recent  grad- 
uates located  in  the  same  small  community 
to  form  partnerships,  with  the  two  partners 
returning  for  advanced  training  during  alter- 
nate years. 

Some  of  the  specialty  boards  have  begun 
to  introduce  more  flexibility  into  their  re- 
quirements. The  schools  should  encourage 
this  in  order  that  men  with  different  inter- 
ests may  have  optimal  opportunities  to  pur- 
sue them. 

Aside  from  these  several  matters,  which 
are  of  immediate  personal  concern  to  our 
young  Aesculapian,  there  are  broad  problems 
which  he  and  his  colleagues  must  attempt  to 
solve.  If  they  fail  in  this  endeavor  they  are 
likely  to  encounter  uncongenial  solutions  ar- 
rived at  by  others.  I am  not  wise  enough  to 
offer  definitive  solutions  but  shall  suggest 
certain  general  principles  on  which  such  so- 
lutions might  be  based. 

The  potential  quality  of  medical  care  de- 
pends on  research  and  education,  which  de- 
termine the  upper  limits  and  which  are  func- 
tions of  the  medical  school.  However,  the 
actual  quality  which  the  public  receives  de- 
pends also  on  the  cost  and  the  availability. 
The  first  step  in  overcoming  certain  defi- 
ciencies in  availability  is  producing  more 
physicians.  Economic  factors  will  then  aid 
in  the  distributional  problem.  However, 
these  will  only  become  operative  after  sev- 
eral decades  when  many  more  physicians  will 
have  been  trained  and,  in  any  case,  are  like- 
ly to  be  only  partially  effective.  In  the  mean- 
time, temporary  plans  to  attempt  to  attract 
doctors  to  small  communities  are  needed  and 
here,  as  always  in  medicine,  the  success  of 
therapy  depends  on  the  accuracy  of  diagnosis. 


Problems  of  Young  Physician  in  a Small 
Community 

The  economic  barrier  to  rural  practice  is 
no  longer  a major  deterrent,  and  the  lack  of 
facilities,  while  still  important,  is  lessening 
as  the  Hill-Burton  program  continues.  More 
significant  is  the  personal  aversion  on  the 
part  of  physicians,  and  especially  of  their 
wives,  to  living  in  small  communities.  In 
part,  this  is  based  on  a lack  of  good  educa- 
tional and  cultural  facilities  for  children. 
Here  the  remedy  must  come  from  the  towns 
themselves  in  terms  of  providing  better 
schools,  libraries,  and  recreational  programs. 
It  is  unlikely  that  persons  reared  in  cities  will 
settle  in  villages,  but  many  men  from  small 
towns  may  be  willing  to  return.  Various  state 
legislatures  are  offering  scholarship  plans, 
but  the  towns  themselves  should  assume  re- 
sponsibility. Communities  needing  doctors 
would  be  wise  to  provide  premedical  and 
medical  scholarships  for  their  outstanding 
high  school  graduates,  with  the  stipulation 
that  the  individual  after  completing  his  train- 
ing will  practice  in  that  locality  for  a speci- 
fied minimal  period.  A similar  program  for 
young  women  to  be  trained  as  nurses  and 
technologists  would  reduce  that  deficit  of 
paramedical  personnel,  which  in  itself  makes 
physicians  hesitant  to  settle  in  rural  areas. 

Students  and  interns,  when  discussing 
small  community  practice,  often  cite  one  de- 
terrent which  many  regard  as  of  overriding 
significance.  This  is  the  fear  that  the  intel- 
lectual isolation  will  ultimately  lead  to  pro- 
fessional deterioration.  The  Academy  of 
General  Practice  has  made  valiant  efforts  to 
overcome  this  and  deserves  more  aid  from 
the  medical  schools  than  has  yet  been  forth- 
coming. Those  schools  which  are  situated 
in  states  with  a large  rural  population  should 
have  additional  young  faculty  members  who 
could  function  as  circuit-riding  teaching  con- 
sultants. They  could  visit  the  small  hospitals 
and  conduct  teaching  exercises  centered 
around  specific  patients  presenting  difficult 
problems.  The  number  of  disciplines  repre- 
sented by  these  itinerant  teachers  would  de- 
pend on  the  funds  available.  Radiologists 
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and  pathologists  would  be  especially  val- 
uable. 

The  mutual  intellectual  exchange  involved 
in  partnerships  and  groups  tends  to  combat 
the  professional  isolation  of  small  town  prac- 
tice. However,  this  trend  is  growing  slowly, 
and  in  the  meantime  the  various  barriers  are 
tending  to  aggravate  the  present  maldistri- 
bution of  physicians.  Even  if  we  should  im- 
mediately decide  to  train  many  more  doctors, 
several  decades  would  be  required  before 
there  will  be  enough  for  the  law  of  supply 
and  demand  to  overcome  the  rural  deficit. 
Stopgap  measures  are  needed. 

The  serious  economic  injustices  inflicted  on 
our  young  graduates  during  their  intern  and 
residency  years  have  been  mentioned.  The 
following  plan  might  partially  remedy  this 
and  also  serve  as  a temporary  means  of  sup- 
plying doctors  to  certain  communities  grave- 
ly needing  them. 

Physicians  and  other  leading  citizens  of 
such  a small  town  might  form  a medical 
foundation  and  ask  the  state  medical  as- 
sociation for  aid.  The  latter  agency  could 
request  the  medical  school  to  persuade  an 
impecunious  resident  to  practice  for  one  or 
more  years  in  that  community.  A portion  of 
the  funds  earned  would  be  set  aside  and  sent 
to  the  medical  school  as  a supplementary  sal- 
ary when  the  young  Aesculapian  returned  to 
continue  his  specialty  training.  If  he  decided 
not  to  return  but  to  remain  in  the  rural  area 
these  funds  would  be  returned  to  the  local 
foundation  to  pay  for  the  equipment  which 
it  had  initially  purchased  for  the  physician. 
Action  by  all  parties  should  be  voluntary. 

To  consider  in  detail  the  many  possible  ob- 
jections and  advantages  of  this  plan  would 
lead  us  far  afield.  I have  discussed  it  with 
numerous  medical  and  lay  friends.  Some 
have  considered  it  visionary  and  wholly  im- 
practical. Others  think  it  an  excellent  tem- 
porary solution  to  the  present  maldistribution 
of  doctors.  Still  others  believe  that  its  pos- 
sible virtues  and  defects  will  only  become 
apparent  with  trial.  With  the  latter  opinion 
I am  in  agreement.  To  Sir  Clifford  Albutt’s 
dictum  that  suspension  of  judgment  should 


not  be  confused  with  suspension  of  thought, 
we  might  add  that  too  prolonged  suspension 
of  experiment  concerning  pressing  problems 
may  lead  to  arbitrary  and  ex  cathedra  solu- 
tions. In  any  case,  it  should  be  emphasized 
that  these  proposals  are  aimed  at  a temporary 
solution.  When  and  if,  as  the  result  of  an 
expanded  educational  program,  permanent 
physicians  in  adequate  numbers  became  es- 
tablished in  a community,  this  extension  plan 
would  be  withdrawn  from  that  locality  and 
instituted  in  another  area  of  shortage. 

Rising  Costs  of  Medical  Care 

Perhaps  the  most  difficult  problems  our 
young  Aesculapian  will  face  will  be  those 
involving  the  costs  of  medical  care  and  the 
alternative  methods  of  payment.  Few  lay- 
men comprehend  the  reasons  for  the  sky- 
rocketing total  national  medical  expense. 
This  results  in  widespread  blame  of  phy- 
sicians and  of  hospitals.  Such  censure  is 
occasionally  justified  but  is  more  often  due 
to  lack  of  understanding. 

The  general  inflation  is  only  one  factor  and 
not  the  most  important.  Nurses,  technolo- 
gists, and  secretaries  not  only  receive  much 
deserved  larger  salaries  but  usually  now  work 
on  the  40-hour  weekly  schedule.  Therefore, 
more  are  required  to  perform  the  same  work. 
But  medical  progress  has  increased  enor- 
mously the  total  work  to  be  done.  In  1900, 
blood  chemical  tests  were  nonexistent  in  hos- 
pitals. In  1920,  only  some  half  dozen  differ- 
ent tests  were  done,  and  even  these  were 
available  in  few  hospitals.  Now  almost  every 
hospital  performs  20  or  more  different  blood 
chemical  tests,  and  in  the  leading  institutions 
several  score  are  available.  Thus,  the  num- 
ber of  medical  technologists  needed  has  in- 
creased tenfold.  As  the  complexity  of  these 
procedures  has  increased  the  skill  and  hence 
the  training  required  to  perform  them  ac- 
curately has  also  risen. 

During  the  past  30  years  the  number  of 
electrocardiograms  taken  has  increased  at 
least  10  times,  and  standard  records  require 
12  leads  instead  of  3.  Thus,  the  total  tech- 
nician-hours required  for  providing  modern 
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electrocardiographic  service  to  a given  num- 
ber of  patients  has  risen  by  several  thousand 
per  cent.  Similar  increments  in  radiologic, 
nursing,  and  other  medical  services  could  be 
cited. 

Contrary  to  the  widely  accepted  opinion, 
these  advances  have  not  decreased  the 
amount  of  time  a physician  needs  to  devote 
to  a given  patient.  In  the  case  of  the  su- 
perior doctor,  they  have  increased  it.  He 
wishes  to  see  personally  the  x-rays  and  elec- 
trocardiograms of  his  patients.  Likewise,  he 
has  to  read  a large  number  of  additional  jour- 
nals in  order  to  know  which  tests  to  order 
and  how  to  interpret  the  results.  Further- 
more, he  knows  that  laboratory  procedures, 
valuable  as  they  are,  must  be  integrated  into 
the  total  clinical  pattern.  He,  like  Dr.  Major, 
realizes  that  the  meticulous  history  and  the 
thorough  physical  examination  remain  the 
sine  qua  non  of  accurate  diagnosis  and  that 
without  them  these  additional  procedures  are 
often  useless  and  occasionally  misleading. 

The  astonishing  medical  advances  of  the 
past  several  decades  have  thus  not  reduced 
the  time  required  of  physicians.  Rather  they 
have  increased  it  and  have  made  it  much 
more  effective.  The  proof  is  the  20-year  in- 
crease in  life  expectancy  during  the  present 
century.  The  advances  in  preventive  medi- 
cine and  the  steady  increase  in  the  complexity 
of  the  facilities  and  in  the  number  of  medi- 
cal man-hours  required  for  diagnosis  and 
treatment  has  led  not  only  to  a great  advance 
in  the  quality  of  medical  care  but  also  to 
rising  expense.  The  physician  who  explains 
these  matters  to  his  patients  will  receive 
fewer  complaints  about  the  cost  of  hospital 
and  other  medical  services. 

Even  these  factors  are  not  the  most  im- 
portant ones  in  the  rapidly  expanding  total 
national  health  costs.  Probably  the  greatest 
single  reason  is  the  aging  of  the  population. 
Persons  beyond  the  age  of  60  years  have 
much  more  chronic  illness  than  persons  under 
40.  The  man  who  does  not  die  of  lobar  pneu- 
monia at  age  35,  but  lives  to  have  three  epi- 
sodes of  myocardial  infarction  and  ultimately 
dies  at  age  75  of  congestive  heart  failure  after 


numerous  periods  of  hospitalization,  has  in- 
deed incurred  a large  additional  medical  ex- 
pense. He  has  also  gained  40  years  of  life, 
for  which  he  is  indebted  not  only  to  his  phy- 
sician and  to  his  hospital  but  also  to  those 
who  trained  his  doctor — and  to  Alexander 
Fleming  who  discovered  the  penicillin  which 
prevented  death  from  lobar  pneumonia. 

These  considerations  indicate  that  the  chief 
culprit  responsible  for  rising  costs  is  medical 
progress.  It  not  only  brings  new,  elaborate, 
and  expensive  methods  of  prevention,  diag- 
nosis, and  cure  but  leads  to  more  older  per- 
sons with  more  chronic  illness.  Perhaps  a 
third  of  our  total  annual  expenditure  for 
health  purposes  (about  18  billion  dollars) 
goes  to  care  for  the  chronic  illness  of  people 
who  in  1900  would  not  have  been  alive  be- 
cause they  would  have  died  from  an  acute 
disease  which  now  is  either  prevented  or 
cured.  If  this  estimate  is  correct,  each  citizen 
of  the  United  States  is  paying  annually  less 
than  40  dollars  in  return  for  an  average  of 
20  more  years  of  life.  Can  anyone  suggest  a 
better  way  to  spend  our  money? 

Types  of  Medical  Expenses  and  Suggestions 

for  Coverage 

In  terms  of  economic  gravity  medical  costs 
are  of  three  types  (table  2).  There  are  the 
multiple  small  weekly  or  monthly  expenses 
for  services  of  physicians  or  of  dentists  and 
for  drugs,  or  for  a single  brief  hospital  ad- 
mission. The  annual  total  of  such  small  ex- 
penses for  the  average  American  family  is 
somewhat  less  than  two  weeks’  income.  We 
may  designate  such  expenditure  as  incon- 
venient. 

The  second  type  of  cost  is  that  illustrated 
by  multiple  short  periods  of  hospitalization 
for  a single  family  within  a given  year,  or 
by  one  prolonged  period  involving  one  or 
more  operations  and  the  services  of  several 
physicians.  Such  expense,  which  may  read- 
ily be  the  equivalent  of  several  months’  fam- 
ily income,  is  a serious  matter.  Although  often 
no  more  than  the  cost  of  a new  automobile, 
it  is  unpredictable  and  burdensome  while 
not  truly  catastrophic.  We  may  call  such 
outlays  stressful. 
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The  third  type  of  cost  is  represented  by 
chronic  diseases,  such  as  certain  mental  dis- 
orders, which  necessitate  prolonged  hospital- 
ization over  a period  of  years.  The  total  ex- 
pense may  exceed  the  annual  family  income 
and  is  truly  devastating  if  the  patient  or  his 
family  has  to  pay  it. 

We  may  now  consider  the  most  effective 
method  of  meeting  these  several  types  of  ex- 
pense. The  case  for  direct,  out-of-pocket  pay- 
ment of  inconvenient  costs  is,  in  my  opinion, 
overwhelming.  To  utilize  insurance  for  this 
purpose  is  highly  inefficient  because  the  ad- 
ministrative and  bookkeeping  costs  may  read- 
ily exceed  the  medical  expense.  Further- 
more, as  long  as  we  have  a serious  shortage 
of  health  personnel,  some  economic  barrier 
is  needed  to  prevent  idle,  curious,  and  neu- 
rotic persons  from  utilizing  so  many  medical 
man-hours  that  those  who  are  gravely  ill  may 
fail  to  receive  the  time  they  need. 

The  great  advantage  of  insurance  as  a 
method  of  payment  is  its  cost-spreading  as- 
pect. The  time  spread  over  a period  of  years 
might  be  met  by  a postpayment  installment 
method  similar  to  that  commonly  utilized  in 
purchasing  automobiles  and  appliances.  How- 
ever, the  group  spread  cannot  be  achieved  in 
this  manner  and  the  unpredictability  of  ill- 
ness, both  as  regards  occurrence  and  cost, 
make  this  group  spread  highly  desirable. 

Insurance  has  serious  drawbacks,  aside 
from  its  already  mentioned  inefficiency  as  a 
means  of  covering  repeated  small  inconven- 
ient costs.  Thus,  if  it  is  to  meet  the  dev- 
astating outlays  of  serious  illness  lasting  for 
years,  the  expense  of  premiums  will  be  be- 
yond the  means  of  many  families  in  the 
lower  income  groups.  Unless  the  widely 
utilized  but  unpopular  features  of  deductibles 
(preliminary  direct  payment  by  the  patient 
before  being  eligible  for  insurance  benefits) 
and  coinsurance  (continued  payment  by  the 
patient  of  a fraction — usually  about  one- 
fifth — of  the  costs)  are  preserved  we  shall 
inevitably  continue  to  have  unnecessary  hos- 
pital admissions  and  needlessly  prolonged 
stays.  Human  nature  being  what  it  is,  there 
is  probably  no  method  of  preventing  abuse 


except  an  economic  penalty.  The  problem 
is  to  have  a penalty  which  minimizes  abuse 
and  at  the  same  time  is  not  too  stressful  for 
those  who  genuinely  need  repeated  or  pro- 
longed hospitalization. 

The  overutilization  of  hospitals  which  has 
resulted  from  insurance  programs  tends  to 
create  a serious  shortage  of  hospital  beds. 
This  at  times  causes  injustice  to  those  gravely 
ill  patients  who  urgently  require  admission. 
It,  likewise,  means  greater  long-range  ex- 
pense to  the  public  for  premiums  and  for 
construction  of  additional  hospital  facilities. 

These  defects  in  our  rapidly  expanding 
health  insurance  system  can  be  overcome  by 
proper  safeguards.  The  problem  is  to  con- 
vince the  public  that  it  is  to  its  long-range 
interest  to  purchase  policies  which  embody 
these  safeguards.  I gather  that  our  friends 
in  the  insurance  business  are  making  prog- 
ress in  this  endeavor  which  merits  our  strong 
support.  In  any  case,  the  net  effect  of  vol- 
untary health  insurance  has  been  decidedly 
good,  and  it  is  particularly  well  adapted  as 
a means  of  payment  of  the  stressful  costs. 

When  we  turn  to  illness  involving  devas- 
tating expense,  neither  insurance  nor  direct 
payment  offers  an  adequate  solution.  Fifty 
years  ago  the  chief  chronic  disorders  requir- 
ing prolonged  institutional  treatment  were 
tuberculosis  and  mental  disease.  The  general 
principle  that  taxation  should  meet  the  ex- 
pense of  these  disorders  has  been  defended 
by  the  medical  profession  and  long  accepted 
by  the  public.  It  would  appear  logical  to  ex- 
tend this  concept  to  include  other  chronic 
diseases  which  involve  overwhelming  outlay. 

The  general  principles  suggested  are  as 
follows:  Whether  a given  illness  or  a series 
of  diseases  involves  inconvenient,  stressful,  or 
devastating  expense  varies  according  to  fam- 
ily income.  Therefore,  insurance  policies  for 
different  income  groups  should  involve  vary- 
ing deductibles  and  different  duration  of 
benefits.  The  attempt  should  be  to  have  the 
beneficiary  become  eligible  for  insurance 
only  after  he  has  met  the  inconvenient  costs 
by  direct  payment.  Once  the  expense  be- 
comes truly  stressful  the  major  fraction,  but 
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Table  2. — Optimal  Relationship  Between  Cost 

and  Payment * 


Medical 


Type  of  Cost 

Upper  Limit 
of  Total 
Expensef 

Most  Socially 
Desirable  Type 
of  Payment 

Care 

Provided 

by 

Inconvenient 
numerous  small 
outlays 

2 Wk.’s  fam- 
ily income 
per  yr. 

Direct-fee  for 
service 

Practicing 

physicians 

Stressful:  e.g., 
expensive 
hospitalization 

1 yr.’s  fam- 
ily income 

Voluntary  in- 
surance 
80% t;  Direct 
20%  f 

(to  prevent 
abuse) 

Practicing 

physicians 

Devastating:  e.g., 
mental  disease; 
some  other 
chronic 

More  than 
1 yr.’s 
family 
income 

Taxationt 

Medical 

school 

faculties 

diseases 


‘These  relationships  would  not  apply  to  those  who  are 
either  very  wealthy  or  totally  indigent. 

fFigures  are  arbitrary  and  selected  only  to  illustrate  the 
general  principle. 

^Logical  extension  of  a principle  long  accepted  for  tuber- 
culosis and  mental  disease. 


not  all,  should  be  paid  by  insurance.  The 
illness  which  involves  a genuinely  devastat- 
ing cost  would  be  paid  for  by  tax  funds,  the 
patient  who  has  already  paid  directly  and 
then  utilized  his  insurance  being  considered 
as  medically  indigent  during  this  period. 

Those  patients  who  were  receiving  tax- 
supported  care  might  well  be  treated  in  uni- 
versity hospitals  and  in  adjacent  nursing 
homes.  This  care  would  include  necessities 
but  no  luxuries  such  as  private  rooms.  It 
could  be  provided  by  interns  and  residents 
aided  by  students  and  supervised  by  mem- 
bers of  medical  school  faculties.  Thus,  the 
medical  schools  would  have  ample  patients 
for  teaching  and,  subject  to  appropriate  safe- 
guards, for  research.  Full-time  teachers 
would  be  concerned  with  private  patients 
only  insofar  as  they  were  referred  by  private 
physicians  in  the  light  of  such  especial  facili- 
ties and  procedures  as  would  not  be  other- 
wise available. 

These  suggestions  are  not  aimed  at  a stand- 
ardized national  program.  It  would  be  much 
better  if  such  state  medical  societies  and 
legislatures  as  might  desire  to  institute  pilot 
plans  adopted  varying  definitions  of  incon- 
venient, stressful,  and  devastating  costs.  The 
experience  so  gained  might  ultimately  lead 
to  a broader  program  which  preserved  our 
present  medical  pattern  for  the  vast  major- 
ity of  patients  and  still  provided  for  the  ex- 


ceptional illness  for  which  neither  direct  nor 
insurance  payment  is  well  adapted. 

Some  population  groups  are  desirous  of 
complete  prepayment  for  all  medical  services, 
believing  that  the  removal  of  the  economic 
barrier  represents  the  only  method  of  achiev- 
ing early  diagnosis  and  preventive  care  and 
that  such  a program  would  remove  tempta- 
tion to  seek  unnecessary  hospitalization.  As 
long  as  such  programs  are  limited  to  rela- 
tively small  population  groups  and  are  con- 
ducted in  communities  where  there  is  no 
shortage  of  medical  personnel  they  would  ap- 
pear to  have  the  virtue  of  an  experimental 
approach  to  a difficult  problem.  We  shall 
ultimately  learn  much  from  such  experi- 
ments. 

There  is  a serious  and,  indeed,  overwhelm- 
ing objection  to  the  rapid  extension  of  these 
prepaid  plans  to  a major  segment  of  the  pop- 
ulation. Some  of  the  disadvantages  are  that 
many  doctors  do  not  like  it;  it  encourages  un- 
necessary medical  attention  for  minor  ail- 
ments; it  encourages  assembly  line  mass  med- 
icine rather  than  detailed  attention;  how- 
ever, superior  physicians  can,  and  do,  avoid 
this. 

Preventive  care  implies  early  diagnosis, 
which  is  often  a most  difficult  and  time-con- 
suming task.  Routine  examination  of  urine, 
measurements  of  blood  pressure  and  blood 
sugar  levels,  chest  films,  and  electrocardio- 
grams will  detect  some  disorders  in  an  early 
stage.  Most  diseases  are  more  elusive  than 
this  and,  especially  when  incipient,  will  be 
recognized  only  by  the  most  exhaustive  his- 
tory and  physical  examination  supplemented 
by  many  roentgenograms  and  special  tests. 
Therefore,  preventive  care  for  a large  seg- 
ment of  the  population  would  subtract  many 
medical  man-hours  from  an  already  too- 
small  pool.  The  net  result  would  be  a fur- 
ther decrease  in  the  available  personnel  to 
provide  the  more  urgent  curative  care  for 
the  remaining  population  groups.  Thus,  the 
large  scale  approach  to  preventive  care  must 
necessarily  be  deferred  for  several  decades 
until  the  existing  shortage  of  physicians  and 
of  other  health  groups  has  been  overcome. 
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Conclusions 

Medicine  exists  to  serve  the  public.  The 
public  will  be  poorly  served  if  programs  are 
adopted  which  tend  to  drive  adventurous 
young  minds  into  other  fields.  It  will  be 
best  served  if  we  keep  what  we  have  that  is 
good  and  apply  the  experimental  method  to 
the  solution  of  those  problems  which  involve 
only  a minority  of  patients  but  which  are 
of  such  gravity  as  to  create  deep  social  un- 
rest. Of  numerous  experimental  approaches 
which  might  be  devised,  I would  suggest  one: 
that  we  attempt  to  turn  over  to  the  medical 
schools  those  areas,  whether  economic,  geo- 
graphical, or  professional,  in  which  our  other- 
wise good  system  of  practice  is  not  function- 
ing effectively.  The  expense  of  so  doing, 
while  large,  relative  to  present  medical  school 
expenditures,  will  represent  a small  fraction 
of  our  annual  national  health  cost. 

There  is  nothing  radical  about  these  sug- 
gestions. They  are  along  traditional  lines. 
Hippocrates,  who  advocated  and  exempli- 
fied the  synthesis  of  research,  education,  and 
service  in  the  solution  of  the  problems  of 
medicine  in  ancient  Greece,  set  the  pattern 
which  might  furnish  the  answer  to  ours. 

Medicine  has  been  good  to  me.  It  has 
brought  recognition  beyond  my  merits.  More 
important,  it  has  provided  threefold  satis- 
factions. Aside  from  the  rare  but  strong 
thrill  of  a new  idea,  there  has  been  the  oc- 
casional tear  of  gratitude  in  the  eye  of  a 
patient.  Perhaps  the  greatest,  and  certainly 
the  most  frequent,  satisfaction  has  been  the 
gleam  of  comprehension  on  the  face  of  an 
inquiring  pupil.  But  there  are  many  frustra- 
tions in  the  academic  life.  The  knowledge 
that  one  could  always  set  up  his  own  shop 
and  be  master  of  his  own  destiny  has  been 
a constant  refuge.  On  two  different  occasions 
I have  done  so,  only  to  be  lured  back  to  the 
academic  rocks  by  those  twin  sirens — the  un- 
solved research  problem  and  the  desire  to 
teach.  This  in  turn  has  sometimes  caused 
envy  of  the  foresight  of  Ulysses,  who  poured 
wax  in  the  ears  of  his  sailors  that  they  might 
be  deaf  to  the  sirens’  call. 


The  hope  that  future  generations  of  young 
physicians  will  have  the  same  freedom  of 
choice  which  has  been  available  to  me  is 
tinged  with  the  opinion  that  if  we  do  not 
find  our  realistic  answers  to  difficult  ques- 
tions, some  other  group  will  achieve  theirs, 
to  the  long-range  detriment  of  patients,  be- 
cause of  declining  quality  of  those  who  seek 
medicine  as  a career. 

These,  then,  are  some  of  the  problems 
which  our  young  Aesculapian  faces.  In  order 
to  approach  them  he  needs  to  visualize  the 
future.  The  present  is  only  one  point  and 
through  it  can  be  drawn  numerous  lines  di- 
verging in  all  directions.  Familiarity  with 
the  medicine  of  the  past  furnishes  the  second 
point  necessary  to  project  a single  line  to- 
ward the  future.  This  is  the  practical  value 
of  the  scholarship  of  Dr.  Major  and  of  his 
fellow  students  of  medical  history.  You,  who 
are  beneficiaries  of  his  labors,  are  in  a fav- 
ored position  to  obtain  a clear  focus  on  pres- 
ent and  future  problems.  You  may  wish  to 
follow  Browning’s  advice  that  young  people 
should  “strive  . . . toward  making”  rather 
“than  repose  on  aught  found  made.”  It  is  my 
hope  that  you  will  ponder  these  matters,  will 
conduct  experiments,  and  then  adopt  not  my 
solutions  but  your  own. 

Reprinted  from  The  Journal  of  The  American 
Medical  Association. 


MEDICAL  COORDINATION  IN 
PENNSYLVANIA 

HUGH  ROBERTSON,  M.  D. 

Philadelphia,  Pennsylvania 

A Report  of  what  the  Doctors  in  Pennsylvania 
are  doing  to  solve  the  Utilization  Problem 

All  Philadelphia  doctors  bear  the  indelible 
thumbprint  of  that  wise  old  American  Ben- 
jamin Franklin;  they  can  not  escape  this 
influence  of  Mr.  Franklin  because  it  was  he 
who  supervised  the  education  of  the  four 
men  who  founded  the  first  American  Medical 
school  (the  University  of  Pennsylvania) . In 

Read  before  The  Planning  Committee,  the  Blue 
Cross-Blue  Shield  Liaison  Committee,  and  the 
Committee  on  Third  Party  Plans  of  the  Jefferson 
County  Medical  Society,  Birmingham,  November 
3,  1959. 
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1740  there  was  no  formal  medical  education  in 
America  and  those  desiring  professional  train- 
ing went  to  Europe  to  secure  it.  It  was  only 
natural  that  Franklin,  who  at  this  time  was 
London  agent  for  several  American  colonies 
and  who  seemed  to  be  on  a corresponding 
basis  with  almost  everyone,  should  be  trusted 
with  the  arrangements  for  the  education  of 
the  young  sons  and  nephews  of  his  American 
friends.  Ben  saw  at  first  hand  the  defects  of 
English  and  Continental  universities  and 
steered  all  the  young  men  who  came  to  him 
for  advice  to  friends  in  Scotland.  “It  is  im- 
portant,” wrote  Franklin,  “that  the  physician 
learn  to  be  first  of  all  a citizen  of  his  com- 
munity and  then  later  learn  to  heal.  In  Lon- 
don the  practice  of  medicine  has  become  a 
skilled  trade.  Physicians  should  be  much 
more  than  good  artisans.”  In  Edinburgh,  Pro- 
fessor William  Robertson,  no  believer  in  in- 
tellectual colistering,  housed  all  of  his  stu- 
dents in  community  families  where  they  par- 
ticipated in  all  the  relationships  of  Scottish 
family  life,  politics,  and  civic  activities. 

Purposely  exposed  to  such  contagious  in- 
fluences, it  is  not  at  all  strange  that  the  re- 
turning young  physicians  would  immediately 
establish  a medical  school  specifically  copied 
after  the  University  of  Edinburgh  and  be- 
come embroiled  in  the  Revolutionary  move- 
ment. We  could  thus  say  that  the  old  rascal, 
Benjamin  Franklin,  is  responsible  for  much 
of  the  American  doctor’s  opposition  to  gov- 
ernmental control  of  medical  practice,  pa- 
tients, or  hospitals. 

Even  Benjamin  Franklin  had  difficulty  in 
dealing  with  the  fiercely  individualistic  Phil- 
adelphia doctors  when  he  established  the 
Pennsylvania  Hospital  in  1751.  Hospital 
troubles  began  with  this  first  American  Hos- 
pital and  have  continued  ever  since;  public 
charity  even  then  proved  inadequate  to  ac- 
complish the  functions  of  a community  hos- 
pital and  attempts  have  been  made  ever  since 
to  secure  more  realistic  commonwealth  as- 
sistance. In  1907  Doctor  John  Chalmers  Da 
Costa,  at  the  opening  of  the  new  Jefferson 
Medical  College  Hospital,  stated  “When  a 
man  is  saved  from  death  or  rescued  from  sick- 


ness he  returns  to  the  support  of  a family 
which  might  otherwise  be  a public  charge, 
and  he  becomes  again  an  industrial  unit,  a 
factor  in  the  production  of  wealth,  a factor 
which  adds  its  share  to  the  power  and  great- 
ness of  the  commonwealth.  From  the  eco- 
nomic view  alone,  to  say  nothing  of  the  hu- 
mane aspect,  it  actually  pays  the  state  to  aid 
hospitals  financially.”  This  was  fifty-two 
years  ago.  Doctor  Da  Costa  added  “The  need 
of  hospital  accommodation  is  every  year  be- 
coming more  and  more  pressing.  This  is  an 
age  when  dangerous  occupations  multiply. 
The  streets  are  filled  with  rapidly  moving 
and  death-dealing  vehicles.  Great  machine 
shops  and  factories  crush  and  mutilate.  Close- 
ly adjacent  to  the  hospital  are  the  slums,  the 
inhabitants  of  which,  when  injured  or  dis- 
eased, know  no  resource  but  the  hospital.” 
There  came  a time  within  the  memory  of  all 
of  us  when  most  of  the  inhabitants  of  a com- 
munity became  unable  to  pay  for  adequate 
hospitalization  out  of  savings.  Plans  were 
then  devised  to  budget  savings  in  such  man- 
ner as  to  prepay  any  eventual  hospitalization. 
These  plans  were  sometimes  projected  with- 
out consultation  with  the  local  doctor  who 
there  upon  looked  upon  the  new  plan  as  an 
intrusion  upon  his  time-honored  way  of 
handling  his  patients.  When  Blue  Cross  was 
set  up  in  Pennsylvania  in  1939,  organized 
medicine  fought  it  tooth  and  nail. 

I have  just  returned  from  the  one  hundred 
and  ninth  annual  session  of  the  Pennsylvania 
Medical  Society.  At  that  meeting  a plan  to 
pay  for  community  health  care  by  self-in- 
surance was  publically  announced  with  the 
whole-hearted  support  of  the  local  medical 
societies;  Blue  Cross,  Blue  Shield,  and  the 
local  hospital  council,  and  the  local  insurance 
council.  It  was  stated  “The  success  of  deal- 
ing with  the  increasing  costs  of  modern  med- 
ical care  by  voluntary  group  prepayment 
plans  requires  the  cooperation  of  organized 
medicine  with  the  so  called  third  parties  in 
which  all  interested  partners  must  concede 
certain  privileges  for  the  good  of  all.” 

These  are  strange  and  wonderful  words  to 
emerge  from  a meeting  of  delegates  of  a 
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state  medical  society.  I mention  this  to  con- 
vince you  that  the  medical  profession  is  now 
convinced  that  it  is  very  much  a partner  with 
Blue  Cross,  the  Hospital  Association,  and 
Blue  Cross  subscribers  (otherwise  known  as 
patients  of  the  doctors)  in  preserving  free  and 
voluntary  medicine  in  the  United  States. 

It  is  of  course  possible  that  the  presence  of 
that  astute  and  stubborn  Insurance  Com- 
missioner of  The  Commonwealth  of  Pennsyl- 
vania, Francis  R.  Smith,  might  have  had 
something  to  do  with  this  rather  sudden  de- 
cision of  all  interested  parties  to  sit  down 
and  amicably  work  together  on  pre-paid 
health  problems.  “I  hereby  prescribe,”  said 
he,  in  his  adjudication  of  April  15,  1958,  “that 
each  Blue  Cross  plan  allocated  as  an  item  of 
administrative  expense,  to  be  defrayed  from 
existing  reserves,  a sum  of  money  sufficient 
to  maintain  constant  vigilance  ...  in  insti- 
tuting reforms  to  eliminate  abuses  in  the  use 
of  hospital  care.  Each  Blue  Cross  plan  shall 
expressly  request  the  assistance  of  the  County 
Medical  Societies  in  resolving  the  abuses  in 
hospital  utilization.  The  item  of  expense  al- 
located as  aforesaid  may  be  used  for  defray- 
ing any  costs  involved  in  cooperating  with 
such  societies  in  developing  and  carrying  out 
methods  and  plans  to  reduce  abuses.”  The 
Commissioner  added  tartly,  “Testimony  sub- 
mitted in  these  hearings  establish  beyond  any 
doubt  that  unnecessary  utilization  of  hospital 
service  can  be  substantially  reduced  by 
proper  action  and  cooperation  of  all  inter- 
ested parties,  including  Blue  Cross  Plans, 
their  subscribers,  doctors,  and  hospital  ad- 
ministrators. Any  suggestion  that  we  can’t 
do  anything  about  it  because  we  don’t  know 
to  what  extent  the  abuses  exist  should  be 
summarily  rejected.” 

The  Physicians'  Review  Board 

The  associated  Hospital  Service  of  Phil- 
adelphia conferred  with  the  Philadelphia 
County  Medical  Society,  and  The  Physicians’ 
Review  Board  was  born.  The  philosophy  of 
its  organization  is  unique,  and  due  to  the 
far-seeing  determination  of  Mr.  E.  A.  van 
Steenwyk,  the  new  Board  was  made  entirely 


independent.  It  was  decided  that  the  pro- 
posed group  of  prominent  and  actively-prac- 
ticing doctors  could  only  succeed  in  their  dif- 
ficult and  thankless  task  if  it  were  entirely 
free  of  domination  and  pressure  from  any 
group,  but  furnished,  at  the  special  stipula- 
tion of  the  Insurance  Commissioner,  with 
clerical,  statistical,  and  financial  assistance 
by  The  Associated  Hospital  Service  of  Phila- 
delphia. 

The  Review  Board  is  directed  by  the  equal- 
ly-divided supervision  of  two  Co-Chairmen, 
chosen  by  conference  of  Blue  Cross  with  the 
Philadelphia  County  Medical  Society.  The 
two-man-head  plan  has  proven  to  be  most 
fortunate;  it  provides  divided  responsibility 
when  the  going  gets  rough;  it  provides  com- 
panionship in  an  excursion  into  new  and 
strange  territory;  it  provides  constant  en- 
couragement and  a chance  to  talk  things  over 
with  a kindred  spirit.  Dr.  James  L.  McCabe 
and  myself  are  delighted  with  this  arrange- 
ment. 

Six  groups  of  six  doctors  were  then  chosen, 
each  man  qualified  as  follows: 

1.  He  must  be  actively  engaged  in  practice. 
He  must  have  patients  of  his  own,  which  he 
personally  admits  and  treats  in  local  hos- 
pitals. 

2.  He  must  be  well-liked  and  trusted  by 
his  associates. 

3.  He  must  be  capable  of  calm  and  ob- 
jective discussion,  with  no  axes  to  grind,  and 
no  old  grudges  to  irritate  him. 

There  are  ninety-three  Blue  Cross  member 
hospitals  in  the  Philadelphia  area.  It  is  usual 
for  doctors  to  be  members  of  several  area 
hospital  staffs;  our  thirty-six  Board  members 
represent  the  Staffs  of  all  member  hos- 
pitals; they  represent  all  phases  of  medical 
practice.  But  when  they  come  to  us  they  rep- 
resent only  themselves — we  ask  for  their  per- 
sonal unbiased  judgement  and  get  it. 

Our  duties  are  transacted  in  strict  busi- 
ness manner  at  regular  business  hours,  with 
no  night  work  or  volunteer  lassitude.  Thanks 
to  the  wise  stipulations  of  the  Insurance  Com- 
missioner we  have  been  able  to  pick  the  most 
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capable  men  available,  pay  them  a decent 
fee,  expect  them  to  be  present  at  three  o’- 
clock on  the  day  their  group  meets,  and  dis- 
miss them  promptly  at  five  o’clock. 

Board  Meetings 

Our  men  meet  in  groups  of  six,  once  each 
month.  The  meetings  are  arranged  so  that 
each  member  of  the  Board  knows  beforehand 
that  he  will  be  expected  from  3 to  5 P.  M.  on 
a certain  Tuesday  or  Thursday  of  each  month, 
and  can  plan  his  work  accordingly.  The  meet- 
ings are  held  in  very  pleasant  quarters  in 
the  centrally  located  Blue  Cross  building. 

The  meetings  are  conducted  by  the  two 
Co-Chairmen,  usually  alternately  but  often 
jointly;  both  Chairmen  are  most  often  there. 
Secretarial,  statistical,  and  recording  services 
are  available  when  needed.  Members  sit 
about  a large  table.  Before  each  member  is 
a pile  of  photostat  hospital  charts,  chosen  for 
examination  as  will  be  explained  later.  The 
subscriber  contract  states:  (section  Vll-2) 

“each  subscriber  authorizes  and  directs  any 
doctor,  nurse,  hospital  or  other  institution 
having  at  any  time  examined,  diagnosed, 
treated,  attended,  or  rendered  service  to  the 
subscriber,  or  possessing  any  information  or 
records  or  copies  of  records  relating  thereto, 
to  furnish  to  Blue  Cross  at  any  time  upon  its 
request,  any  and  all  such  information  or  rec- 
ords or  copies  of  records.  Each  subscriber 
agrees  that  approval  by  Blue  Cross  of  cover- 
age for  any  hospitalization  or  for  services 
rendered  under  the  subscription  agreement 
is  contingent  upon  receipt  by  Blue  Cross  of 
such  information  or  records  or  copies  of 
records.” 

The  records  presented  to  the  Board  for  ex- 
amination are  complete  hospital  records,  with 
laboratory  reports,  order  sheets,  nurses  notes 
— everything  that  is  in  the  hospital  files  re- 
garding the  patient.  If  the  records  are  in- 
complete or  inaccurate  it  is  the  fault  of  the 
attending  physician,  not  the  Review  Board. 
During  the  first  hour  of  the  meeting  each 
member  carefully  examines  his  group  of 
records,  making  such  notes  as  he  desires  and 


marking  certain  facts  upon  a chart  for  per- 
manent business-card  recording. 

The  second  hour  of  the  meeting  brings  a 
group  discussion  of  the  individual  records. 
Each  Board  member,  in  turn,  discusses  each 
of  the  records  he  has  reviewed,  but  the  name 
of  the  patient,  the  name  of  the  attending  phy- 
sician and  the  name  of  the  hospital  are  not 
divulged.  Board  members  have  been  briefed 
on  the  provisions  of  the  subscription  agree- 
ment. Certain  important  terms  and  provi- 
sions have  been  printed  upon  large  cards  for 
ready  reference.  A general  discussion  then 
ensues.  The  question  is  asked,  “is  this  pa- 
tient entitled,  by  the  terms  of  his  written 
agreement  with  Blue  Cross,  to  payment  for 
this  trip  to  the  hospital?” 

A vote  is  taken.  If  the  Board  decides  that 
the  hospitalization  was  not  in  keeping  with 
the  terms  of  the  Blue  Cross  Agreement,  the 
Associated  Hospital  Service  is  advised  not 
to  pay  the  bill.  Often  the  Board  decides  that 
the  hospitalization  completely  fulfilled  the 
requirements  of  this  contract,  and  advises 
payment  of  the  bill.  Blue  Cross  has  never 
questioned  one  of  our  decisions;  attending 
physicians  frequently  do.  The  Board  at  times 
advised  payment  of  the  bill  but  suggests  that 
the  attending  physician  be  apprised  of  ap- 
parent delays  or  overutilization  and  invited 
to  explain  then  if  he  so  desires. 

Disputed  decisions  are  presented  to  a sec- 
ond or  third  group  for  discussion.  The  hos- 
pital record  is  again  reviewed  and  the  pro- 
testing doctor’s  letter  is  read  anonymously. 

It  is  important  to  record  that  no  Blue  Cross 
official  is  present  at  any  meeting  except  by 
special  invitation,  and  that  all  discussion  and 
decisions  are  made  by  doctors  actually  en- 
gaged in  active  medical  practice. 

In  addition  to  this  review  of  questionable 
current  cases  our  board  also  is  engaging  in 
the  study  of  a series  of  old  records  selected 
because  the  last  two  digits  of  their  subscrip- 
tion numbers  were  forty-nine.  In  these  older 
cases  we  are  particularly  interested  in  over- 
stay, over-utilization  of  facilities,  delay  in 
scheduling  or  securing  services  and  so  forth. 
We  hope  in  this  way  to  obtain  a statistical 
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survey  of  the  frequency  of  abuse.  Frankly, 
however,  we  are  more  interested  in  finding 
and  in  correcting  abuse  where  we  find  it  in 
current  cases. 

After  The  Meetings 

The  Board  has  met,  has  reviewed  a group 
of  hospital  charts,  and  has  made  decisions 
regarding  them.  The  Board  members  have 
done  their  work;  they  have  no  compunctions 
regarding  their  judgements  for  they  had  no 
knowledge  of  the  identity  of  those  they  have 
criticized.  It  has  been  said  that  too  often 
audit  committees  are  junior  staff  members — 
the  junior  surgeon  audits  surgery  records,  the 
junior  medical  man  audits  medical  records, 
etc.,  and  all  are  afraid  of  professional  repris- 
als by  seniors.  We  do  not  have  this  difficul- 
ty; our  Board  men  are  all  seniors,  and  do  not 
know  whether  the  scrutinized  doctor  is  a per- 
sonal friend  or  foe,  a professor  or  a recent 
resident. 

During  the  meeting  the  Co-Chairmen  sup- 
ply information  but  take  no  active  part  in 
the  decision  of  the  Board.  Now  they  notify 
the  Blue  Cross  Business  Office  that  The  Re- 
view Board  has  decided: 

1.  This  particular  hospitalization  is  not  in 
accord  with  the  Agreement  between  the  sub- 
scriber and  Blue  Cross  and  therefore  Blue 
Cross  should  not  pay  the  bill.  The  specific 
infraction  of  the  terms  of  the  contract  is 
noted. 

2.  This  particular  hospitalization  is  in  full 
accord  with  Agreement  and  should  be  paid. 

3.  The  records  are  incomplete  or  confus- 
ing. The  attending  doctor  should  be  asked 
for  additional  information  before  a decision 
can  be  reached. 

4.  The  bill  should  be  paid  but  the  attend- 
ing physician  should  be  apprised  of  delays 
or  overuse  of  facilities  that  tend  to  increase 
the  cost  of  hospital  care. 

In  nearly  every  case  a letter  is  written  to 
the  involved  attending  physician  telling  him 
that  the  case  history  was  examined  during 
the  Review  of  a group  of  cases  from  his  hos- 
pital. He  is  told  that  the  letter  is  sent  to 


him  for  his  information  and  that  no  criti- 
cism is  necessarily  implied  regarding  his 
treatment  of  the  patient.  A Blue  Cross  Agree- 
ment is  sent  him,  with  the  disputed  terms 
marked  in  red  ink.  He  is  invited  if  he  feels 
that  the  hospital  records  are  inaccurate  or 
incomplete,  to  write  to  the  Board,  supply 
further  pertinent  information.  All  corre- 
spondence is  written  and  signed  by  the  two 
Co-Chairmen.  The  complete  list  of  Review 
Board  members  is  printed  on  the  stationery 
letterhead. 

Our  letters  have  gone  to  a great  variety 
of  doctors.  Nationally  known  surgeons,  Chiefs 
of  Staffs,  and  members  of  our  own  Board 
have  received  letters.  An  occasional  doctor 
is  furious  and  takes  the  letter  as  a personal 
affront  to  his  honor  and  integrity.  Usually 
the  doctor  becomes  embarrassed  when  he 
goes  to  the  record  room  and  looks  at  the 
questioned  chart;  then  he  writes  to  us,  giv- 
ing information  that  should  have  been  part 
of  the  record.  Upon  receipt  of  such  letter, 
the  case  is  given  to  a second  group  of  our 
Board  and  the  additional  information  is  read 
from  his  letter.  The  decision  of  the  second 
group  is  relayed  to  the  doctor;  occasionally 
the  first  decision  is  reversed  and  the  doctor 
is  told  that  the  Board  will  recommend  pay- 
ment of  the  bill  as  soon  as  he  makes  the  ad- 
ditional information  (or  a copy  of  his  letter 
to  us)  a part  of  the  official  hospital  record. 

Several  doctors  have  insisted  that  they  be 
permitted  to  appear  personally  before  the 
Board  to  defend  their  honor  and  ethics.  Since 
we  have  never  impugned  the  honor  or  ethics 
of  any  doctor  in  our  deliberation  or  corre- 
spondence, we  steadfastly  refuse  to  permit 
such  personal  appearances.  The  Co-Chair- 
men take  the  brunt  of  all  this  occasional  un- 
pleasantness— they  have  lived  full  and  pro- 
ductive lives,  are  looking  for  no  favors  or 
advancement,  knew  that  this  would  be  a part 
of  the  duties  that  someone  had  to  assume, 
and  shrug  it  off. 

Before  The  Meetings 

What  transpires  at  the  meetings  of  the 
Physicians’  Review  Board,  and  any  benefit 
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that  may  accrue  to  our  community  by  such 
action,  is  dependent  upon  what  takes  place 
before  the  men  assemble.  While  it  is  true 
that  Blue  Cross  could  not  possibly  do  what 
this  organized  group  of  doctors  are  doing,  it 
is  equally  true  that  without  Blue  Cross  the 
Physicians’  Review  Board  would  be  just  an- 
other committee  to  draw  up  high  and  lofty 
resolutions. 

Here,  at  long  last,  is  a group  of  mature  and 
capable  doctors,  encouraged  by  the  good 
wishes  of  a community  prodded  on  by  Com- 
monwealth Government,  and  endowed  boun- 
tifully by  Blue  Cross  with  clerical  help,  sta- 
tistical and  mechanical  assistance,  telephone, 
office  space,  and  funds  for  necessary  ex- 
penses. This  conjugation  of  the  planets  may 
never  occur  again.  We  plan  to  make  the 
most  of  it. 

For  years  Blue  Cross  has  been  paying  hos- 
pital bills  it  felt  were  not  in  accordance  with 
the  terms  of  its  subscriber  agreements.  It 
tried  at  first  to  have  a medical  director  pass 
upon  the  validity  of  certain  claims,  but  his 
objectivity  was  openly  and  loudly  protested. 
He  was  an  insurance  company  employee  and 
had  no  practice  of  his  own  and  that  was  that. 
Next  Blue  Cross  tried  sending  questionable 
cases  to  “medical  referees.”  That  didn’t  work. 
Then  came  deficits  and  public  rate  hearings 
and  a general  demand  that  something  must 
be  done  about  questionable  hospitalization 
claims. 

During  all  this  time  capable  and  experi- 
enced Blue  Cross  employees  were  processing 
hundreds  of  claims  that  they  wished  some 
capable  and  interested  doctors  would  or  could 
check.  At  this  stage  of  processing  one  can 
never  be  sure  of  the  implications  of  a hos- 
pital bill;  only  a review  of  the  complete  hos- 
pital records  will  give  a satisfactory  picture 
of  the  hospitalization.  Many  of  the  records 
for  the  Review  Board  come  from  the  ex- 
perienced hands  of  skeptical  processors.  The 
questioned  hospital  bills  are  sorted  by  the 
Co-Chairmen.  Those  deemed  worthy  of  fur- 
ther study  are  listed  and  Blue  Cross  em- 
ployees go  to  the  hospitals  and  make  photo- 
static copies  of  the  complete  hospital  record. 


These  records  are  then  inspected  by  the  two 
Co-Chairmen;  some  bills  very  obviously 
should  be  paid,  others  are  questionable,  and 
are  submitted  to  the  Board  for  decision.  This, 
then,  is  how  the  stack  of  hospital  records  get 
on  the  table  of  the  Review  Board. 

But  Blue  Cross  facilities  enable  the  Re- 
view Board  to  contemplate  much  more  than 
this.  Modern  computing  machines  produce 
statistics  and  charts  to  permit  comparison  of 
similar  groups  of  patients  from  hospital  to 
hospital.  When  this  is  done  interesting 
variations  crop  up.  Records  of  such  groups 
of  patients  are  obtained  and  reviewed  by  the 
Board. 

All  of  this  requires  much  assistance,  much 
time,  and  is  very  expensive.  Without  this 
pre-meeting  activity  the  Physicians’  Review 
Board  could  not  function. 

The  Results  To  Date 

We  have  attempted  to  keep  our  feet  on  the 
ground  and  to  pursue  actively  the  specific 
task  set  out  for  us  by  the  Insurance  Com- 
missioner of  the  State  of  Pennsylvania,  name- 
ly “to  develop  and  carry  out  methods  and 
plans  to  reduce  unnecessary  utilization  of 
hospital  service.” 

We  have  studied  and  recorded  factual  in- 
formation from  hospital  charts  selected  be- 
cause of  definite  criteria.  The  charts  were 
not  chosen  at  random,  nor  by  numerical  sort- 
ing, consequently  no  statistical  “percentages” 
will  be  forthcoming.  We  have  used  as  our 
compass  Commissioner  Francis  R.  Smith’s 
words:  “unnecessary  utilization  of  hospital 
service  can  be  substantially  reduced  by 
proper  action  and  cooperation  of  all  interest- 
ed parties.  Any  suggestion  that  we  can’t  do 
anything  about  is  because  we  don’t  know  to 
what  extent  the  abuses  exist  should  be  sum- 
marily rejected.” 

In  the  study  of  hundreds  of  charts  we  have 
found  only  one  instance  of  frank  dishonesty 
(the  discovery  of  which  was  our  first  big 
milestone;  it  was  corrected  promptly  to 
everyone’s  satisfaction.) 
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We  have  discovered  only  a few  scattered 
cases  of  willful  evasion  or  sharp  practices 
in  the  admission  of  patients  for  unnecessary 
hospitalization.  We  are  convinced  that  the 
entire  field  of  pre-paid  hospital  insurance  is 
overlaid  by  the  dust  of  time-honored  free- 
and-easy  habits  that  waste  a great  deal  of 
Blue  Cross  reserves.  We  believe  that  com- 
munity doctors  can  change  these  hospitaliza- 
tion habits  when  they  become  convinced  that 
government  will  do  it  for  them  unless  they 
bestir  themselves.  Perhaps  the  irritation  of 
our  letters  and  our  constant  pressure  for 
better  hospital  records  will  help  do  this. 

We  are  convinced  that  the  American  way  of 
doing  things  together  for  the  good  of  all  is 
just  as  alive  today  as  it  was  in  Benjamin 
Franklin’s  day. 


NEWS  ITEM 

A.M.A.'s  FIFTY  YEAR  CLUB 

Dr.  J.  H.  McCurry  of  Cash,  Ark.  advises 
that  he  has  the  approval  of  the  American 


Medical  Association  to  organize  a Fifty  Year 
Club  within  the  A.M.A.  Dr.  McCurry  is  anx- 
ious to  hear  from  physicians  who  have  been 
in  practice  fifty  years  or  more  who  desire  to 
become  members  of  this  club,  giving  their 
name  and  a complete  address. 

The  first  meeting  of  the  new  organization 
will  be  held  in  Washington,  D.  C.  at  the  Clini- 
cal meeting  on  November  29th. 


MOBILE  HORSE  SHOW 

Physicians  attending  the  Association’s  99th 
Annual  Session  are  invited  to  attend  the  Mo- 
bile Azalea  Horse  Show  on  Saturday  and 
Sunday,  April  23-24,  according  to  Dr.  Shep- 
ard Jerome  of  Mobile. 

Proceeds  from  the  two-day  show,  to  be 
held  at  the  Braswell  Show  Ring  on  Higgins 
Road  just  off  highway  90  west,  will  go  to  the 
Mobile  Lions’  Club  Charity  Fund,  he  said. 

Shows  are  scheduled  for  2:00  p.m.  and  7:30 
p.m.  on  Saturday  and  the  Sunday  afternoon 
show  will  be  at  2:00  p.m.,  he  added. 


ESTABLISHED  RATES  OF 

PHYSICIANS’  CHARGES. 

C AH  AW  BA,  JANUARY  1,  1837. 


Milage  in  daylight,  fair  weather,  per  mile,  $1  00 
“ night  or  inclement,  - - - 2 00 

“ “ rain  or  snow,  - - - 3 00 

Personal  attendance  in  daylight,  per  hour,  2 00 
“ “ in  night,  per  hour,  3 00 

Consultation  fee,  - - - - - 10  00 

“ “ to  attending  Physician,  5 00 

Rising  at  night,  from  10  P.  M.  ’till  daylight,  5 00 
Visit  in  Town,  and  medicine,  first  visit,  3 00 

“ subsequent  visits,  each,  2 00 

Clinical  prescriptions,  - - - - 2 00 

Bleeding,  - - - - - - 100 

Extracting  teeth,  - - - - - 1 00 

Cupping,  - - - - - - 2 00 

Arteriotomy,  - - - - - 2 00 

Enemoe,  each,  - - - - - 2 00 

Blisters,  from  50  cents  to  1 00 

Obstetrical  cases,  (natural  labour,)  - - 20  00 


Artificial  and  instrumental,  from  30  to  100  00 
Delivery  of  retained  Placenta,  (manual)  20  00 

(Visits  and  attendance  charged  as  above.) 
Amputations,  from  $10  to  - - - 50  00 

Reducing  Luxations,  from  $5  to  - - 50  00 

Setting  simple  fractures,  from  $10  to  20  00 

Introducing  Bougie  or  Catheter,  (1st  time,)  5 00 

“ (subsequent)  3 00 

Prescriptions  in  chronic  cases,  with  written 

advice,  from  $5  to  - - - 10  00 

Prescription  in  shop,  from  $1  to  - - 5 00 

For  examination  of  slaves  in  relation  to 

general  health,  - - - - 10  00 

Prescriptions  for  slaves  on  plantations,  from 

50  cents  to  1 00 

Cure  of  Syphyllis,  from  $20  to  - - 40  00 

“ Acute  Urithritis,  - - - 10  00 

“ Chronic  “ - - - - 20  00 


For  the  purpose  of  establishing  an  uniformity  of  professional  fees,  we  have  adopted  the  above 

rates. 

P.  WALTER  HERBERT,  JOHN  A.  ENGLISH, 
BENJ.  R.  HOGAN,  E.  W.  HAMILTON. 

P.  H.  EARLE, 


FROM  ORIGINAL  AT  ART  LEWIS'  MODEST  MUSEUM,  SELMA,  ALA.,  NOV.  1,  1959 
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GP  OFFICERS— Dr.  W.  J.  B. 
Owings  was  named  chairman  of  the 
board  of  directors  of  the  Alabama 
Academy  of  General  Practice  at  its 
20th  postgraduate  seminar  in  Bir- 
mingham. He  is  pictured  above  left 


with  his  past-president  plaque  and 
with  Dr.  Winston  Edwards,  newly 
elected  president  of  the  Academy. 
Dr.  L.  B.  Burroughs  Jr.  (below  left) 
of  Birmingham  was  named  presi- 
dent-elect of  the  group. 


NEW  GP— Dr.  Emmett  S.  Frazer, 
right,  prominent  Mobile  surgeon  and 
president  of  the  Alabama  Chapter  of 
the  American  College  of  Surgeons, 
was  elected  an  honorary  member  of 
the  Alabama  Academy  of  General 
Practice  during  its  20th  postgraduate 
seminar.  Dr.  Frazer  is  a graduate 
of  the  Medical  College  of  Alabama 
and  was  awarded  the  degree  of  Mas- 
ter of  Science  in  Surgery  by  the 
Mayo  Clinic.  He  is  the  son  of  the 
late  Dr.  T.  H.  Frazer,  professor  of 
obstetrics  and  Dean  of  the  Medical 
College  of  Alabama. 
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AROUND  THE  STATE 


NEW  COUNCIL — Dr.  S.  R.  Monroe  (seated) ; Dr.  Garrett  Hagun  (left  stand- 
ing) ; Dr.  Thomas  Jones;  Mr.  E.  P.  Scruggs;  Dr.  John  Martin;  Mr.  John  Scott, 
representing  the  veterinary,  dental,  pharmaceutical,  medical  and  law  pro- 
fessions, met  recently  in  Montgomery  and  formed  the  Interprofessional  Council 
of  Alabama. 


PEDIATRICIANS— The  first  area 
meeting  of  the  Alabama  Chapter 
of  the  American  Academy  of 
Pediatrics’  educational  program 
was  held  recently  in  Atmore. 
Speakers  were  Drs.  Hollis  Wise- 
man, D.  F.  Sullivan,  Vaun  Adams, 
John  Hope  and  R.  O.  Harris. 


GUEST  SPEAKERS— Dr.  John 
Adriana  (top),  director  of  New 
Orleans  Charity  Hospital’s  anes- 
thesia department,  was  one  of  the 
major  speakers  at  the  Alabama 
Chapter  of  American  College  of 
Surgeons  meeting  last  month.  Dr. 
William  Simpson,  Medical  College 
of  Alabama,  spoke  on  dissecting 
aneurysms  of  the  aorta. 


VISITING  LECTURERS  — Plans 
for  arranging  regular  visits  by 
lecturers  from  the  Medical  Col- 
lege Gf  Alabama  to  Mobile  Gen- 
eral Hospital  were  formulated  re- 
cently in  Mobile  by  (seated  left  to 
right)  Dr.  J.  M.  Baumhauer;  Dr. 
James  Donald;  Dr.  G.  O.  Segrest; 
Dr.  Champ  Lyons;  Dr.  Samuel 
Marshall;  Dr.  Earl  Wert  (left 
standing) ; Dr.  Frank  Rose;  Dr. 
Neal  Flowers  and  John  Blend,  ad- 
ministrator of  General  Hospital. 
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Breathing  Test  Conducted 

A series  of  experiments  recently  concluded 
by  the  pulmonary  lab  staff  here  was  aimed 
at  devising  a procedure  for  mass-testing  of 
lung  damage,  establishing  a workable  method 
of  determining  cause  of  breathing  difficulty, 
and  identifying  the  relationship  of  lung  dis- 
ease with  such  factors  as  air  pollution, 
smoking,  and  occupation. 

The  increasing  incidence  of  chronic  bron- 
chitis and  emphysema — a progressive  disorder 
which  results  in  collapse  of  bronchial  walls 
and  obstruction  of  breathing — indicated  the 
need  for  such  a study,  according  to  Dr.  Ben 
V.  Branscomb,  assistant  professor  of  medi- 
cine and  head  of  the  department’s  pulmonary 
division.  He  said  his  team  first  tested  ap- 
paratus for  measuring  breathing  by  having 
a mechanical  “patient”  (a  power  lawnmower 
engine)  puff  breaths  of  air  of  measure  value 
and  speed  into  many  different  pieces  of 
equipment.  Thus  the  sensitivity  and  limita- 
tions of  the  various  testing  devices  were 
checked. 

Then  five  pieces  of  equipment  (or  nearly 
the  entire  instrumentation  of  the  pulmonary 
lab)  were  installed  in  a bus  which  was  first 
driven  to  a location  downtown  and  later  to 
Office  Park  in  Mountain  Brook.  Twenty-four 
measurements  of  breathing  function  were  ob- 
tained for  each  of  127  volunteers. 

Reporting  on  this  project  in  mid-January 
before  a group  of  physiologists  and  physicians 
at  the  National  Institutes  of  Health,  where 
a joint  American-British  study  of  air  pol- 
lution and  lung  disease  problems  was  being 
planned,  Dr.  Branscomb  said  results  so  far 
obtained  indicate  the  value  of  certain  meas- 
urements and  point  the  way  toward  a possible 
large-scale  program  to  determine  the  extent 


and  origin  of  chronic  lung  disease.  He  also 
told  the  scientists  that  methods  which  the 
Birmingham  investigators  employed  may 
prove  to  be  useful  in  determining  the  type  of 
breathing  difficulty  present. 

The  testing  procedure  involved  having  the 
subjects  breathe  into  a machine  which  re- 
cords volume  and  flow  rate  of  air  throughout 
the  breathing  cycle.  These  data  are  pictured 
on  a graph.  Information  furnished  by  the 
graphs  demonstrates  the  mechanisms  con- 
tributing to  shortness  of  breath  in  disease 
like  asthma,  emphysema,  and  bronchitis. 

An  analysis  of  the  breathing  function  in 
300  patients  in  relation  to  smoking,  occupa- 
tion, and  place  of  residence  will  be  presented 
by  Dr.  Branscomb  this  month  at  a National 
Congress  of  Air-Pollution  Investigators  in 
New  Orleans  after  further  study  and  tabu- 
lation of  test  results. 

EENT  Guest  Speaker 

Dr.  S.  Richard  Silverman,  director  of  St. 
Louis’  Central  Institute  for  the  Deaf  and  pro- 
fessor of  audiology  at  Washington  University 
School  of  Medicine,  was  guest  speaker  at  the 
Birmingham  EENT  Society  meeting  on  Feb- 
ruary 10. 

Dr.  Silverman,  past  president  of  the  Amer- 
ican Speech  and  Hearing  Association,  was 
the  featured  speaker  at  the  Nemours  con- 
ference on  handicapped  children  in  Tusca- 
loosa. 

He  served  as  consultant  in  problems  of 
deafness  to  the  United  States  Secretary  of 
War,  1944-49,  and  as  part  of  his  function  was 
instrumental  in  setting  up  the  armed  forces’ 
aural  rehabilitation  program.  He  also  was 
consultant  in  audiology  to  the  Air  Force  in 
1951.  Dr.  Silverman  is  a graduate  of  Cornell 
and  Washington  Universities. 
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MEDICAL  CENTER  NEWS 


HE  HEARS— The  young  subject  being  evaluated 
with  an  audiometer  signals  that  he  can  hear  the 
test  stimulus  transmitted  by  the  instrument.  In 
the  hands  of  a skilled  clinician  like  Audiologist 
Griff  Brackett,  the  audiometer  can  be  used  to 
identify  type  as  well  as  degree  of  hearing  loss. 
Information  thus  obtained  is  important  in  medical, 
rehabilitative,  and  educational  planning.  Last 
month  at  the  Nemours  conference  on  speech  and 
hearing  disorders,  Mr.  Brackett  and  other  members 
of  the  Medical  Center  Hearing  and  Speech  Clinic 
staff  discussed  the  problems  of  the  hearing-im- 
paired child  and  adult  and  told  what  can  be  done 
at  state  and  local  levels  to  assist  such  persons  to- 
ward improved  function. 

University  Hospital  Has  Fewer  Cases 

Fewer  patients  were  treated  at  University 
Hospital  during  the  past  fiscal  year;  but  the 
cases  were  more  complex,  requiring  longer 
stays  and  a record  number  of  diagnostic  lab- 
oratory procedures. 

According  to  Matthew  F.  McNulty,  Jr.,  ad- 
ministrator, the  hospital  admitted  23,865  pa- 
tients during  the  year — a drop  of  more  than 
1000  from  the  previous  year’s  24,986  admit- 
tances. The  average  stay  per  patient  rose 
from  7.61  to  7.74  days  during  the  same  period, 
and  laboratory  tests  for  hospital  patients  in- 
creased 16.4  per  cent. 

An  increasing  number  of  referrals  of  com- 
plex cases  from  other  areas  helps  to  account 
for  these  statistical  changes. 

Foreign  Fellowships  Offered  Med  Students 
By  Drug  Company 

A new  program  to  send  U.  S.  medical  stu- 
dents abroad  for  limited  periods  of  work  and 
study  has  been  announced  by  the  Associa- 
tion of  American  Medical  Colleges  and  Smith 
Kline  and  French  Pharmaceutical  Company. 


Established  by  a $180,000  grant  from  the 
drug  firm,  the  fellowships  are  open  to  stu- 
dents who  have  finished  their  third  year  of 
medical  school.  During  twelve  or  more  weeks 
spent  at  a mission  hospital  or  private  medical 
facility  in  some  remote  part  of  the  world,  the 
fellow  will  impart  up-to-date  scientific  in- 
formation and  gain  experience  which  he 
might  not  get  in  the  United  States.  The 
sponsors  feel  that  such  a program  will  not 
only  benefit  the  student  fellows  but  also 
further  international  relations  for  the  United 
States  through  their  roles  as  unofficial  am- 
bassadors. 

Applications  for  one  of  these  fellowships 
must  be  made  through  the  dean  of  student’s 
medical  college. 

NEW  REHABILITATION  CENTER 
TO  BE  FINANCED  BY  GIFT 

A gift  valued  at  about  $600,000  has  been  pre- 
sented to  the  University  of  Alabama  by  Mr.  and 
Mrs.  Frank  Spain  of  Birmingham  to  finance  a new 
rehabilitation  center. 

The  $1,500,000  rehabilitation  facility,  to  be  a part 
of  the  Medical  Center,  will  be  built  with  the  aid 
of  federal  funds  matching  the  local  money  on  a 
two-to-one  basis. 

The  gift,  announced  recently  by  Dr.  Frank  A. 
Rose,  University  president,  consists  of  10,000  shares 
of  Liberty  National  Life  Insurance  Company  stock. 

The  stock  will  be  turned  over  to  the  Medical 
Center  in  10  annual  installments  of  1,000  shares 
each,  together  with  the  dividends  on  it.  The  stock 
currently  is  selling  at  approximately  $60  a share. 

In  announcing  the  gift  from  Mr.  and  Mrs.  Spain, 
Dr.  Rose  stated  that  “this  magnificent  contribution 
to  the  University  for  the  construction  of  a much- 
needed  rehabilitation  center  is  of  the  greatest  sig- 
nificance to  our  state  and  our  University.  It  will 
not  only  bring  great  benefit  to  a large  number  of 
handicapped  people,  both  old  and  young,  but  it 
will  also  greatly  enrich  the  education  of  medical, 
dental  and  nursing  research.” 

“It  will  make  possible  the  training  of  other  types 
of  workers  who  will  then  be  available  to  staff  oth- 
er centers  throughout  the  state  and  it  will  provide 
an  opportunity  to  advance  knowledge  concerning 
crippling  conditions  through  research.” 

Dr.  Robert  C.  Berson,  University  vice  president 
for  health  affairs,  said  such  a center  has  been  a 
part  of  the  long-range  plans  for  the  Medical  Cen- 
ter for  several  years. 

He  stated  the  rehabilitation  center  probably  will 
be  built  on  the  block  bounded  by  17th  and  18th 
Sts.  and  by  Sixth  and  Seventh  Aves.,  South,  ad- 
jacent to  the  psychiatric  clinic  now  under  con- 
struction. 
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D.  G.  Gill,  M.  D. 

State  Health  Officer 

POLIOMYELITIS  IN  1959 

Like  the  rest  of  the  nation,  Alabama  ex- 
perienced a sharp  rise  in  the  incidence  of 
poliomyelitis  during  1959.  There  were  251 
cases  compared  with  only  60  reported  during 
1958.  For  the  United  States  as  a whole,  the 
1959  total  was  8,577  while  the  1958  figure  was 
6,029.  (All  figures  used  herein  are  provision- 
al. Delayed  reports  will  cause  final  totals  to 
vary  to  some  extent.) 

Although  Alabama  itself  was  considered 
an  epidemic  area  during  1959,  cases  were  for 
the  most  part  scattered  throughout  the  state. 
With  one  exception,  all  counties  reporting  as 
many  as  ten  cases  were  population  centers. 
In  an  outbreak  of  any  disease,  these  counties 
would  normally  be  expected  to  report  more 
cases  than  less  populous  areas.  Only  seven 
counties  had  ten  or  more  cases  of  poliomye- 
litis during  the  year  just  ended. 

Eighty-six  per  cent  (216)  of  Alabama’s 
cases  were  paralytic  poliomyelitis.  This  is  al- 
most exactly  the  same  as  the  1958  percentage 
which  was  86.66.  The  state  is  at  variance  with 
the  national  pattern  here.  According  to  re- 
ports of  the  U.  S.  Public  Health  Service,  66 
per  cent  of  the  nation’s  1959  poliomyelitis 
cases  were  paralytic;  52  per  cent  were  par- 
alytic in  1958. 

Of  the  total  of  216  persons  who  had  para- 
lytic poliomyelitis  in  Alabama,  52  had  been 
partially  or  fully  immunized.  Of  the  35  non- 
paralytic cases,  14  had  been  partially  or  fully 
immunized. 

As  has  been  true  in  the  past,  the  hardest 
hit  age  group  in  Alabama  was  that  of  pre- 
school age  children.  Of  the  total,  151  cases 
occurred  among  children  under  six  years  of 
age.  Seventy  cases  occurred  among  persons 
between  the  ages  of  six  and  18  inclusive;  29 
cases  among  persons  over  18.  In  one  case  the 
age  was  not  reported.  The  distribution  of 
cases  by  age  group  makes  it  apparent  that 
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poliomyelitis  is  still  infantile  paralysis  in 
Alabama. 

A review  of  the  paralytic  and  immuniza- 
tion status  of  the  preschool  age  group  reveals 
how  hard  hit  this  group  really  was.  Of  the 
151  preschool  age  children  who  had  polio- 
myelitis, 90  per  cent  (139)  had  the  paralytic 
form  of  the  disease.  They  accounted  for  60 
per  cent  of  all  paralytic  cases  in  the  state. 

Thirty-two  of  the  139  children  had  received 
Salk  vaccine.  Only  nine,  however,  had  re- 
ceived the  full  course  of  three  shots  consid- 
ered necessary  for  full  immunization.  One 
of  the  nine  was  reported  to  have  received  the 
fourth  shot  now  recommended  in  some  in- 
stances, but  there  is  some  question  as  to  the 
accuracy  of  this  report. 

Since  the  end  of  the  federal  poliomyelitis 
immunization  program,  the  State  Health  De- 
partment has  not  had  individual  records  of 
immunization.  According  to  estimates  of  the 
National  Foundation,  only  about  half  of  the 
children  under  six  years  of  age  in  the  United 
States  have  been  immunized  against  polio- 
myelitis. There  is  no  evidence  to  indicate 
that  Alabama’s  record  in  this  respect  is  any 
better  than  that  of  the  nation  as  a whole.  In 
fact,  it  may  not  be  as  good.  The  Foundation 
also  estimates  that  the  proportion  of  adults 
who  have  been  immunized  is  considerably 
lower  than  one-half. 

In  the  three  years  (1956,  1957,  1958)  im- 
mediately following  the  introduction  of  the 
Salk  vaccine,  there  was  a sharp  decline  in 
the  incidence  of  poliomyelitis.  The  fact  that 
1960  saw  as  many  cases  as  would  have  been 
considered  normal  in  a year  prior  to  the  de- 
velopment of  the  vaccine  must  be  attributed 
at  least  in  part  to  failure  of  the  public  to 
avail  itself  of  the  protection  afforded  by  the 
vaccine.  It  is  apparent  that  our  problem  with 
respect  to  poliomyelitis  is  similar  to  that  we 
encounter  with  other  diseases,  such  as  diph- 
theria and  whooping  cough,  for  which  ef- 
fective immunizing  agents  are  available.  We 
must  develop  a strong,  sustained  educational 
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program  which  will  convince  people  of  the 
necessity  for  having  their  children  and  them- 
selves immunized.  This  program  should  be 
particularly  directed  toward  the  parents  of 
preschool  children. 


BUREAU  OF  LABORATORIES 
Thomas  S.  Hosty,  Ph.D.,  Director 
SPECIMENS  EXAMINED 
December  1959 

Examinations  for  malaria 15 

Examinations  for  diphtheria  bacilli  and 

Vincent’s  239 

Agglutination  tests 418 

Typhoid  cultures  (blood,  feces  and  urine)  _ 560 

Brucella  cultures 4 

Examinations  for  intestinal  parasites 2,137 

Darkfield  examinations 3 

Serologic  tests  for  syphilis  (blood  and 

spinal  fluid) 21,034 

Examinations  for  gonococci 1,472 

Complement  fixation  tests 20 

Examinations  for  tubercle  bacilli 3,004 

Examinations  for  Negri  bodies  (smears  & 

animal  inoculations) 223 

Water  examinations 1,860 

Milk  and  dairy  products  examinations 4,181 

Miscellaneous  examinations 1,160 


Total  36,330 

£ £ £ 

BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  Smith,  M.  D.,  Director 
CURRENT  MORBIDITY  STATISTICS 

1959 


Nov. 

Dec. 

*E.  E. 
Dec. 

Typhoid  & paratyphoid 

.......  4 

0 

4 

Undulant  fever 

1 

0 

0 

Meningitis  

.......  3 

1 

11 

Scarlet  fever 

.......  37 

69 

79 

Whooping  cough 

.......  35 

30 

31 

Diphtheria  

23 

15 

21 

Tetanus  

.......  3 

1 

3 

Tuberculosis  

.......  116 

113 

149 

Tularemia  

1 

0 

0 

Amebic  dysentery 

.......  1 

4 

1 

Malaria  

.......  0 

0 

0 

Influenza  

.......  136 

77 

302 

Smallpox  

...  0 

0 

0 

Measles  

......  44 

28 

103 

Poliomyelitis  

.......  8 

5 

10 

Encephalitis  

3 

3 

1 

Chickenpox  

.......  11 

53 

204 

Typhus  fever 

1 

0 

1 

Mumps  ... 

.......  32 

84 

106 

Cancer  

.......  493 

392 

402 

Pellagra  

.......  0 

0 

0 

Pneumonia  

.......  198 

241 

207 

Syphilis  

.......  128 

131 

125 

Chancroid  

....  1 

2 

6 

Gonorrhea  

275 

210 

265 

Rabies — Human  cases 

.......  0 

0 

0 

Positive  animal  heads  ...  11 

3 

0 

As  reported  by  physicians 

and  including 

deaths 

not  re- 

ported  as  cases. 

*E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S.,  Director 


PROVISIONAL  BIRTH  AND  DEATH  STATIS- 
TICS AND  COMPARATIVE  DATA, 
OCTOBER  1959 


Live  Births 
Deaths 

Causes  of  Death 

Number 

Registered 

During 

October  1959 

Rates* 

(Annual  Basis) 

1959 

— 

1958 

1957 

Total 

White 

Non- 

White 

Live  Births 

6973 

4529 

2444 

25.5 

27.1 

26.7 

Deaths  

2336 

1493 

843 

8.5 

8.1 

9.5 

Fetal  deaths 

168 

79 

89 

23.5 

22.4 

21.2 

Infant  deaths 

under  one  month 

131 

63 

68 

18.8 

21.9 

22.6 

under  one  year. 

196 

85 

111 

28.1 

30.3 

32.9 

Maternal  deaths 

9 

4 

5 

12.6 

12.0 

5.5 

Cause  of  Death 

Tuberculosis,  001-019 

25 

13 

12 

9.1 

10.3 

8.2 

Syphilis,  020-029 

6 

2 

4 

2.2 

1.8 

3.4 

Dysentery,  045-048 

3 

2 

1 

1.1 

0.7 

0.7 

Diphtheria,  055. 

2 

2 

0.7 

0.4 

Whooping  cough,  056 

1 

1 

0.4 

0.4 

Meningococcal  infec- 

fections,  057 

1 9 

Poliomyelitis,  080-081 

1 

1 

0.4 

0.4 

Measles,  085 

2 

1 

1 

0.7 

Malignant 

neoplasms,  140-205 

323 

243 

80 

117.9 

103.6 

120.7 

Diabetes  mellitus,  260.... 

27 

13 

14 

9.9 

10.7 

13.4 

Pellagra,  281 

0.4 

0.4 

Vascular  lesions  of 

central  nervous 

system,  330-334 

332 

209 

123 

121.2 

99.6 

118.1 

Rheumatic  fever, 

400-402  

5 

1 

4 

1.8 

0.4 

0.7 

Diseases  of  the 

heart,  410-443 

787 

524 

263 

287.3 

270.7 

306.3 

Hypertension  with 

heart  disease,  440-443.. 

169 

85 

84 

61.7 

49.0 

56.3 

Diseases  of  the 

arteries,  450-456 

43 

28 

15 

15.7 

18.4 

21.6 

Influenza,  480-483 

3 

1 

2 

1.1 

1.8 

16.4 

Pneumonia,  all  forms, 

490-493  

44 

19 

25 

16.1 

17.0 

32.8 

Bronchitis,  500-502 

3 

3 

1.1 

0.7 

2.6 

Appendicitis,  550-553 

5 

3 

2 

1.8 

1.1 

1.1 

Intestinal  obstruction 

and  hernia,  560, 

561,  570 

9 

4 

5 

3.3 

1.8 

6.0 

Gastro-enteritis  and 

colitis,  under  2, 

571.0,  764  

11 

1 

10 

4.0 

8.5 

2.6 

Cirrhosis  of  liver,  581. ... 

7 

4 

3 

2.6 

7.4 

8.2 

Diseases  of  pregnancy 

and  childbirth,  640-689 

9 

4 

5 

12.6 

12.0 

5.5 

Congenital  malforma- 

mations,  750-759 

39 

23 

16 

5.6 

4.8 

5.0 

Immaturity  at 

birth,  774-776 

30 

13 

17 

4.3 

5.4 

6.8 

Accidents,  total  800-962 

167 

126 

41 

61.0 

59.8 

61.5 

Motor  vehicle 

accidents,  810-835,  960- 

86 

74 

12 

31.4 

29.9 

36.1 

All  other  defined 

causes  _| 

370 

218 

152 

135.1 

122.8 

154.2 

Ill-defined  and  un- 

known  causes, 

780-793,  795 | 

82 1 

37 

45 

29.9 

44.6 

48.4 

Rates:  birth  and  death — per  1,000  population 
infant  deaths — per  1,000  live  births 
fetal  deaths — per  1,000  deliveries 
maternal  deaths — per  10,000  deliveries 
deaths  from  specified  causes — per  100,000  population 
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THE  PLACE  OF  THE  SURGEON  IN  REHABILITATION 

ross  t.  McIntyre,  m.  d.* 

Chicago 


The  subject  of  this  paper,  “The  Place  of 
the  Surgeon  in  Rehabilitation,”  requires 
much  thought,  for  the  entire  process  of  re- 
habilitation is  complex.  Webster’s  Diction- 
ary defines  rehabilitation  as  . . . “To  restore 
to  normal  status:  to  vindicate:  to  restore  to 
a physical  state  where  the  individual  can 
make  a livelihood.” 

In  order  that  this  be  accomplished,  the 
process  of  rehabilitation  requires  considera- 
tion of  the  entire  personality.  We  divide  re- 
habilitation, for  descriptive  purposes,  into 
four  categories: 

(1)  The  discovery  of  the  injury  or  disease. 

(2)  Medical,  surgical  and  hospital  periods. 

(3)  Physical  therapy  and  vocational  train- 
ing. 

(4)  Employment. 

It  will  be  seen  that  the  place  of  the  surgeon 
would  be  mainly  in  the  second  period.  How- 
ever, this  does  not  necessarily  hold  true.  A 
very  important  time  is  in  the  initial  phase 
when,  for  example,  an  individual  is  struck 
down  on  a highway  or  is  badly  injured  in  a 
fall.  It  is  very  necessary  in  my  opinion  that 
every  ambulance  driver,  whether  in  the  city 
or  on  a state  highway,  be  certified  in  ad- 
vanced first  aid.  It  is  at  this  point  where 


"'Deceased  December  7,  1959.  Read  before  Ala- 
bama Surgical  Section,  United  States  Section,  In- 
ternational College  of  Surgeons,  Huntsville,  May 
22,  1959. 


lives  may  be  saved  by  proper  handling  of  a 
severely  injured  patient.  The  surgeon  has  a 
responsibility  to  see  that  the  city  or  county 
takes  these  necessary  precautions. 

The  general  practitioner  will  generally  be 
the  first  medical  man  who  will  see  the  acci- 
dent victim.  It  is  the  surgeon’s  responsibility, 
working  with  the  county  medical  society,  to 
see  that  educational  programs  are  established 
that  will  inform  the  general  practitioner  of 
the  proper  means  of  early  treatment  of  burns, 
fractures,  and  multiple  injuries. 

The  surgeon’s  role,  naturally,  follows  in  the 
field  of  trauma — but  cannot  be  removed 
from  that  form  of  surgery  which  is  recon- 
structive or  corrective  in  nature.  World  War 
II  emphasized  the  early  need  for  rehabilita- 
tion programs.  Pearl  Harbor  had  several 
thousands  of  casualties  in  burns  and  injuries, 
and  a rehabilitation  center  was  set  up  at 
once  to  treat  these  cases,  and  eventually  re- 
turn them  to  a useful  way  of  life. 

The  amputee  is  probably  the  easiest  of  all 
classifications  to  be  rehabilitated.  Surgical 
techniques  have  been  so  well  developed  that 
it  is  now  commonplace  to  perform  the  neces- 
sary surgical  procedures  that  fit  in  with 
prosthetic  appliances.  Not  only  in  our  own 
country  but  in  Germany  prosthetic  devices 
are  so  ingenuous  that  amputees  are  made 
completely  mobile  and  the  prosthetic  appli- 
ances function  amazingly  well. 

Injuries  of  the  head  and  spine  require  a 
much  more  complicated  train  of  processing 
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than  do  the  extremities.  Reconstructive  sur- 
gery has  developed  at  a rapid  pace  in  the  im- 
mediate years.  Plastic  repair  that  at  one 
time  was  disappointing  is,  in  the  main,  a suc- 
cess today.  The  use  of  antibiotics,  the  ad- 
vanced techniques  in  the  use  of  tissue  grafts, 
as  well  as  prosthetic  appliances,  have 
brought  about  a complete  rehabilitation  of 
many  badly  disfigured  individuals. 

There  is  scarcely  a field  in  surgery  that 
does  not,  at  one  time  or  another,  come  into 
the  rehabilitation  process — the  orthopedic 
surgeon  who  has  done  so  much  in  corrective 
surgery  for  the  crippled  child,  the  neuro- 
surgeon who  has  devised  ways  and  means  of 
returning  motor  function  to  paralyzed  mus- 
cles, and  the  plastic  surgeon  who  is  all-im- 
portant in  restoring  morale  to  the  badly 
disfigured. 

The  field  is  limitless.  We  have  ahead  the 
conquering  of  diseases  such  as  Parkinson’s 
disease,  and  the  improving  of  neurosurgical 
techniques  so  that  cerebral  thrombus  can  be 
successfully  removed.  Vascular  tumors  can 
be  isolated.  The  dramatic  results  that  the 
thoracic  surgeon  has  attained  in  the  past 
decade  are  returning  to  active  and  useful 
lives  thousands  of  critical  cardiac  patients. 
Since  this  is  true,  cardiovascular  surgery  will 
expand  into  all  its  fields  and  the  hopeless 
invalid  will  again  have  an  opportunity  for 
useful  living.  There  are  many  other  surgi- 
cal conditions  that  require  definitive  meas- 
ures, such  as  the  harelip,  the  congenital  de- 
formities— but  these  are  within  the  range  of 
present-day  surgery. 

The  answer  to  all  of  these  things  is  pre- 
vention. As  in  the  case  of  poliomyelitis, 
where  we  now  have  promise  of  a vaccine  that 
will  eradicate  this  disease,  there  are  still  tens 
of  thousands  of  damaged  individuals  who  re- 
quire help.  In  this,  treatment  is  imperative 
— and,  fortunately,  it  is  at  hand.  But  what 
of  the  millions  of  individuals  who  have  a 
physical  handicap,  and  who  have  no  way  of 
receiving  help?  What  of  the  thousands  of 
people  who  are  being  injured  yearly?  Last 
year  more  than  250  thousand  men,  women, 
and  children  received  permanent  physical 


damage  due  to  injuries  in  automobile  acci- 
dents, and  accidents  in  industry,  in  the  homes, 
and  on  the  farms.  This  provides  more  ma- 
terial for  surgery,  physical  therapy,  and  all 
of  the  other  corrective  measures.  It  is  the 
responsibility  of  the  medical  profession  to 
move  forward  in  the  field  of  prevention  of 
accidents  as  it  does  in  the  field  of  prevention 
of  disease. 

I believe  that  the  surgeon  has  an  added  re- 
sponsibility here,  for  he  understands  full  well 
the  difficulty  of  correcting  the  deformities 
that  occur  from  accidents,  and  the  economic 
problems  that  result  from  such  things.  He 
has  an  obligation  in  providing  leadership  in 
educational  programs  that  can  do  much  to 
cut  down  the  incidence  of  accidents. 


An  agent  produced  by  the  human  body  that 
appears  to  be  capable  of  stopping  the  common 
cold  and  many  respiratory  infections  was  described 
by  a London  researcher.  The  agent  is  called  in- 
terferon by  its  discoverer,  Dr.  Alick  Isaacs,  of  the 
National  Institute  for  Medical  Research. 

Interferon  is  produced  by  disease-causing  vi- 
ruses themselves.  It  is  manufactured  in  many  dif- 
ferent animal  cells  that  have  been  invaded  by  a 
virus.  The  virus-infected  cells  not  only  protect 
themselves  with  these  interferon  molecules  but 
also  confer  resistance  on  other  cells. 

Dr.  Isaacs  has  found  that  interferon  can  be  pro- 
duced with  inactivated  influenza  viruses,  fowl 
plague  and  Newcastle  disease,  measles,  and  polio- 
myelitis. Production  of  this  agent  is  apparently  a 
property  of  all  viruses.  Interferon  produced  by 
viruses  that  cause  tumor  growth  does  not  inhibit 
the  growth  of  the  tumor,  however.  Interferon 
from  one  virus  is  active  against  other  viruses  but 
is  much  more  active  in  animal  cells  from  the  same 
species. 

Unlike  vaccination,  interferon  apparently  is  ef- 
fective against  infections  that  have  already  started 
in  the  body.  Infection-causing  viruses  can  be  in- 
hibited successfully  by  interferon  without  harming 
body  cells.  The  agent,  a protein  slightly  smaller 
than  an  antibody,  can  be  produced  in  monkey  kid- 
ney cells  for  human  use. 

The  report  was  presented  before  a conference 
of  virologists  in  New  York  on  January  26,  1960. 
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INDICATIONS  FOR  CATARACT  SURGERY 


WILEY  K.  LIVINGSTON,  M.  D. 
and 

JOSEPH  M.  DIXON,  M.  D. 
Birmingham,  Alabama 


The  purpose  of  this  paper  is  to  set  down 
some  principles  used  to  determine  the  indi- 
cations for  cataract  surgery.  Since  the  entire 
field  of  cataract  surgery  is  a wide  one,  dis- 
cussion will  be  limited  to  the  adult  senile  cat- 
aract, and  no  attempt  made  at  this  time  to 
deal  with  the  subject  of  cataracts  having  con- 
genital defects,  trauma,  or  those  complicating 
intraocular  diseases  as  their  etiology. 

In  general,  the  indications  for  cataract  ex- 
traction are  based  on  two  cardinal  principles 
which  are  germane  to  all  surgery  whether 
in  the  field  of  ophthalmology  or  not.  These 
are: 

1.  The  patient  must  benefit  as  the  direct 
result  of  the  proposed  surgical  procedure. 

2.  Prevention  of  complications. 

In  regard  to  the  most  frequently  encount- 
ered condition,  that  of  painless  decrease  in 
vision  in  patients  over  forty  years  of  age,  it 
is  important  to  determine  whether  the  ac- 
tivities of  the  individual  concerned  have 
been  interfered  with,  or  whether  the  patient 
feels  he  is  unduly  handicapped  in  performing 
the  duties  of  his  occupation  or  routine  every- 
day affairs.  With  this  in  mind  it  becomes  ob- 
vious that  no  one  level  of  vision  can  be  set 
as  a standard  for  all  individuals.  Surgery 
is  indicated  earlier  in  individuals  requiring 
acute  vision  in  their  work,  such  as  attorneys 
and  business  executives,  than  in  those  requir- 
ing less  acute  vision — the  farmer,  the  laborer, 
and  retired  and  inactive  individuals.  For 
example,  the  attorney  preparing  contracts 
may  find  a cataract  interfering  with  his  work 
when  the  vision  in  the  better  eye  is  reduced 
to  a level  of  20/50;  whereas,  the  laborer  who 
is  interested  only  in  the  newspaper  head- 
lines may  get  along  without  difficulty  with 
20/200  vision. 

In  fairness  to  the  patient,  several  disad- 
vantages of  surgery  must  be  weighed  in  the 
balance  with  the  annoyance  of  the  blurred 
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vision  of  early  incipient  cataracts  and  the 
clear  central  vision  of  successful  surgery.  The 
disadvantages  of  surgery  are  these: 

The  expense  of  hospitalization. 

The  several  weeks  time  lost. 

The  15%  failures. 

The  photophobia  and  glare  following  lens 
extraction. 

The  later  complications,  such  as  detach- 
ment of  the  retina  and  glaucoma. 

The  disagreeable,  thick,  heavy  lenses  it  is 
necessary  for  the  postoperative  cataract  pa- 
tient to  wear,  and  the  helplessness  of  the  pa- 
tient without  glasses. 

Clear  vision  is  possible  only  through  the 
exact  center  of  the  correcting  cataract  spec- 
tacles while  a few  millimeters  away  from 
center  the  vision  falls  to  20/200. 

The  disturbances  in  space  perception  and 
distortion  of  images. 

Because  of  these  disadvantages  any  case 
with  a perfect  surgical  result  and  20/20  cor- 
rected vision  has  a permanent  25  per  cent 
visual  disability  as  determined  by  the  Coun- 
cil on  Industrial  Health,  American  Medical 
Association.1  Obviously,  any  patient  should 
have  more  than  25  per  cent  disability  from 
cataracts  before  surgery  is  justified. 

In  an  attempt  to  establish  a working  “rule 
of  thumb,”  we  have  set  a visual  level  of  20/70 
as  a dividing  line  for  determining  when  sur- 
gery is  indicated  in  those  patients  falling  in 
the  large  general  group  of  the  population  in 
whom  average  vision  is  required  to  carry 
out  the  daily  routine.  Consultation  with  an- 
other qualified  ophthalmologist  when  lens 
extraction  is  contemplated  in  patients  with 
vision  better  than  20/70  should  be  routine. 
In  this  way  the  public’s  best  interest  will  be 
served  by  reducing  the  amount  of  unneces- 

1.  A.  M.  A.  Archives  of  Industrial  Health,  Oc- 
tober, 1955,  Vol.  12,  pp.  439-449. 
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sary  surgery,  and  the  physician’s  position  is 
strengthened  in  those  instances  requiring 
special  consideration.  If  the  above  is  fol- 
lowed, better  physician-patient  relations  are 
established. 

In  dealing  with  a patient  with  one  cata- 
ractous  lens  and  one  normal  lens,  surgery 
should  be  deferred,  because  the  patient  will 
not  benefit  from  cataract  extraction  in  one 
eye  while  retaining  good  vision  in  the  other. 
It  is  very  difficult  for  patients  to  understand 
why  this  is  true,  but  the  honest  surgeon  will 
not  take  advantage  of  these  patients  who  are 
convinced  that  to  remove  the  cataract  will 
make  them  see  better.  The  only  benefit 
would  be  to  restore  a very  blurred  peripheral 
vision  field.  The  disadvantages  are  the  fail- 
ure to  obtain  binocular  vision  and  postopera- 
tive diplopia.  Mature  cataracts  should  be 
checked  regularly  and  carefully  for  possible 
complications  that  endanger  the  visual  func- 
tion of  the  eye;  i.e.,  secondary  glaucoma, 
iridocyclitis,  and  dislocation  of  the  lens.  Any 
of  these  is  an  indication  for  surgery. 

Many  patients  have  been  led  to  believe 
that  the  diagnosis  of  cataract  means  imminent 
surgery.  Their  slight  haziness  of  vision 
strengthens  this  belief.  In  the  early  stages 
with  vision  of  20/40  or  better,  there  is  very 
little  impairment  of  vision  and  it  is  a seri- 
ous abuse  of  the  public  confidence  in  the 
medical  profession  to  operate  on  these  peo- 
ple merely  because  the  patient  has  the  mis- 
taken belief  that  he  needs  surgery.  Very 
often  the  patient  is  able  to  read  the  smallest 
print  while  the  vision  for  distance  is  reduced 
to  20/100  by  senile  cataractous  changes  of 
the  lens  nucleus.  Surgery  is  seldom  justified 
in  these  instances  because  the  routine  ac- 
tivities of  the  patient  are  impaired  so  little. 
When  these  patients  are  given  a conscien- 
tious explanation  that  there  is  no  medical 
indication  for  surgery,  they  are  very  grate- 
ful, and  their  confidence  in  the  medical  pro- 
fession is  strengthened. 

The  indications  presented  above  may  ap- 
pear to  be  conservative,  but  it  becomes  obvi- 
ous that  cataract  extraction  is  not  a com- 
pletely benign  procedure.  The  restored  vision 


is  never  normal  as  the  patient  once  knew 
it,  in  spite  of  the  partial  success  of  contact 
lenses. 

Finally,  cataract  surgery,  when  done  with 
proper  indications,  is  the  most  gratifying  of 
all  ophthalmic  surgery.  As  the  patient  with 
cataracts  discovers  his  vision  slipping  away, 
he  is  overpowered  by  the  fear  of  helplessness. 
In  time,  simply  moving  about  becomes  a prob- 
lem. Then,  as  one  patient  described  his  feel- 
ings after  successful  surgery,  “I  sat  on  the 
porch,  put  on  my  new  glasses  for  the  first 
time,  and  there  was  my  neighbor  across  the 
street  washing  his  car.  I knew  then  that 
no  human  sense  is  so  precious  as  sight.” 


A live  polio  vaccine  produced  in  Russia — the 
first  to  be  tested  in  this  country — has  proved  in- 
ferior to  those  being  used  in  the  United  States,  ac- 
cording to  a study  of  the  Soviet  vaccine  made  re- 
cently by  Dr.  Gordon  Meiklejohn  of  the  University 
of  Colorado  School  of  Medicine. 

The  Russians,  Dr.  Meiklejohn  pointed  out,  have 
concentrated  on  live  polio  vaccines,  which  are 
made  from  live  but  weakened  polio  viruses  and  ad- 
ministered by  nasal  inhalation.  Vaccines  used  in 
this  country  in  field  trials  are  made  from  dead 
polio  viruses  administered  by  injection. 

Twenty-seven  volunteers  from  the  Colorado 
School  of  Medicine  staff  and  student  body  were 
given  the  Russian  vaccine,  and  results  were  com- 
pared with  a similar  group  who  had  received  an 
American-made  polio  shot. 

Researchers  found  that  the  U.  S.  inactivated  vac- 
cine and  the  Russian  live  vaccine  were  about 
equally  effective  in  producing  antibodies  to  fight 
polio  in  persons  who  had  no  detectable  antibodies 
before  the  vaccines  were  administered. 

“In  producing  a booster  effect  in  persons  who 
had  antibody  before  vaccination,  the  live  vaccine 
appeared  to  be  inferior  to  the  inactivated  vaccine,” 
Dr.  Meiklejohn  said. 

“While  the  data  presented  here  tend  to  support 
the  generally  held  opinion  that  inactivated  vac- 
cines are  preferable  to  live  vaccines,  it  seems  ad- 
visable to  conduct  further  comparative  studies,” 
he  said. 
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From  a position  in  medical  literature  of 
almost  complete  neglect,  the  female  urethra 
is  now  acknowledged  to  have  a significant 
part  in  many  pelvic  disturbances.  Not  in- 
frequently we  still  see,  in  our  daily  examina- 
tion of  patients,  the  female  cripple  who  has 
had  all  her  normal  female  organs  removed, 
to  find  later  that  her  entire  trouble  was  the 
result  of  a small,  painful  caruncle  in  the 
urethra. 

The  chief  factor  which  contributes  to  the 
clinical  importance  of  the  urethra  is  its  ana- 
tomic position.  The  meatus  lies  in  the  vesti- 
bule at  the  roof  of  the  vagina  between  the 
labia  minora.  It  is  constantly  bathed  in 
vaginal,  uterine,  and  rectal  discharges  from 
the  period  of  the  diaper  to  old  age.  It  is  also 
exposed  to  infections  during  coitus  and  to 
trauma  during  labor  and  gynecologic  opera- 
tions. 

The  female  urethra  is  4-5  cm.  in  length,  ex- 
tending from  the  neck  of  the  bladder  to  the 
vaginal  outlet.  Its  only  function  is  to  carry 
urine  from  the  bladder  during  urination.  The 
urethra  is  a muscular  organ,  but  its  normal 
caliber  will  permit  passage  of  a # 24  French 
sound. 

The  female  urethra  resembles  the  posterior 
male  urethra.  They  are  approximately  the 
same  length  and  both  have  periurethral 
glands  with  ducts  opening  into  their  lumina. 
These  glands  are  subject  to  many  abnormali- 
ties, cyst  formations,  and  infections.  Hypo- 
spadias is  fairly  common  and  often  associated 
with  stenosis  of  the  external  meatus,  opening 
high  in  the  anterior  vaginal  fornix.  These 
congenital  stenoses  are  often  seen  in  child- 
hood, and,  if  not  corrected,  may  go  undiag- 
nosed until  adulthood.  Stenosis  of  the 
urethra  predisposes  to  attacks  of  chills,  fever 
and  all  the  symptoms  of  cystitis. 


Read  before  the  Alabama  Section,  U.  S.  Section, 
International  College  of  Surgeons,  Huntsville. 
May  22,  1959. 


URETHRITIS 

Acute  urethritis  in  the  female  is  due  in 
most  cases  to  gonorrheal  infections,  although 
acute  inflammation  may  result  from  other 
cocci  or  from  the  colon  bacillus.  With  gon- 
orrhea on  the  decline,  we  seldom  make 
smears  from  the  urethra  unless  we  suspect 
this  disease.  The  usual  symptoms  are  burn- 
ing, frequency,  pain  in  the  urethra,  and  ur- 
gency on  urination. 

Chronic  urethritis  is  apt  to  be  the  same  as 
an  acute  urethritis  but  of  a milder  degree. 
There  is  frequency,  urgency,  or  a burning  or 
stinging  sensation  on  urination,  and  a con- 
stant dull  pain  which  may  be  referred  to  the 
vagina,  suprapubic  region,  or  higher  in  the 
abdomen  along  the  course  of  the  ureters. 
These  symptoms  are  often  misleading  and 
have  often  led  to  a mistake  in  diagnosis. 

In  the  presence  of  urethritis,  the  urethra 
will  be  found  to  be  thickened  and  somewhat 
tender  on  vaginal  palpation.  Skene’s  glands 
may  or  may  not  be  involved  and  can  be  felt 
on  either  side  of  the  urethral  meatus. 

Massage  of  the  urethra  may  elicit  an  abund- 
ant discharge  which  may  be  only  mucus 
with  the  absence  of  bacteria.  It  is  always 
wise  to  place  a speculum  in  the  vagina  and 
examine  the  cervix  for  endocervicitis  which 
could  be  a focus  of  infection. 

One  learns  by  experience  to  suspect  a 
focus  of  infection  as  the  cause  in  urinary 
tract  infection,  when  local  infection  has  been 
ruled  out.  When  symptoms  appear  only 
periodically,  with  intervals  of  a few  months 
relief,  we  are  always  suspicious  of  some  dis- 
tant, underlying  cause. 

Treatment  consists  of  dilatation  of  the 
urethra  and  emptying  of  the  glands  by  mas- 
saging the  urethra  over  the  sound.  Applica- 
tion of  2 to  5%  silver  nitrate,  on  an  applica- 
tor, along  the  entire  course  of  the  urethra 
gives  much  relief  of  symptoms.  Antibiotics 
and  triple  sulfas  are  beneficial,  along  with 
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weekly  treatments  to  the  urethra.  If  much 
granulation  tissue  and  protrusion  of  the 
urethral  mucous  membrane  persist  and  pain 
continues,  excision  with  the  electrosurgical 
unit  is  advisable. 

Postmenopausal  urethritis  occurs,  in  the 
40-50  age  group,  with  mild  symptoms  of 
urethritis.  These  patients  have,  on  examina- 
tion, all  the  signs  of  postmenopausal  thinning 
and  atrophy  of  the  vaginal  mucous  mem- 
brane, with  splotchy  areas  of  reddening  and 
edema  present.  Dilatation  of  the  urethra  at 
weekly  intervals  and  estrogens  orally  and  as 
suppositories  give  satisfactory  results. 

URETHRAL  CARUNCLE 

A careful  examination  of  a painful  urethra 
often  discloses  a small  reddish-blue,  new 
growth,  varying  in  circumference  from  the 
size  of  a match  head  to  that  of  a large  bean. 
Most  of  these  growths  are  very  tender  but, 
under  local  anesthesia,  they  can  be  removed 
with  an  electric  needle. 

These  small  tumors  are  a proliferation  of 
the  urethral  mucous  membrane  and  may  be 
on  a pedicle  or  a large  base.  They  are  easily 
overlooked  on  pelvic  examination,  but  by 
opening  the  meatus  with  a hemostat  the  tis- 
sue comes  into  view.  Caruncles  can  be  dif- 
ferentiated from  papillary  tumors  in  that  the 
latter  are  less  painful  and  usually  protrude 
from  the  meatus.  This  tissue  should  always 
be  sectioned  and  examined  for  possible  ma- 
lignancy, although  rarely  does  malignancy 
occur  in  the  urethra.  Follow-up  treatments 
with  urethral  dilatation  are  always  necessary 
to  prevent  stricture  formation  and  promote 
healthy  wound  healing. 

URETHRAL  STRICTURE 

There  is  a wide  divergence  of  opinion  in 
regard  to  the  incidence  of  stricture  of  the  fe- 
male urethra.  Such  diversity  of  opinion  is 
probably  best  explained  on  the  basis  of  what 
constitutes  a stricture,  and  we  must  not  con- 
fuse a narrow,  small  caliber  urethra  with  a 
stricture  of  the  urethra. 

Congenital  stricture  or  narrowing  of  the 
urethra  does  exist,  and  dilatation  may  be 
necessary  in  infancy  to  permit  emptying  of 


the  bladder.  Traumatic  strictures  following 
childbirth  exist  and  are  among  the  complica- 
tions of  delivery.  Acquired  strictures,  wheth- 
er due  to  gonococcal  urethritis  or  some  other 
organism,  are  seen  in  practice  and  all  require 
the  same  treatment.  A catheterized  speci- 
men of  urine  is  usually  sterile,  unless  compli- 
cated with  an  associated  cystitis  or  pyelitis, 
as  is  frequently  the  case.  In  office  practice, 
we  apply  a 5%  Cyclaine  in  the  urethra  on 
a cotton  pledget  and  leave  for  five  minutes. 

The  urethra  can  then  be  dilated  up  to  a 
% 22-24  sound.  It  may  be  necessary  to  dilate 
some  urethras  up  to  a % 30  French  sound. 

Clinicians  usually  make  the  diagnosis  of 
stricture  of  the  urethra  from  the  symptoms, 
such  as  frequency  of  urination,  burning,  ur- 
gency, low  back  pain,  partial  incontinence 
and  dribbling.  Residual  urine  is  seldom 
found  even  in  very  tight  strictures. 

DIVERTICULUM 

Urethral  diverticulum  in  the  female  is  a 
pouch  lying  between  the  urethral  and  vaginal 
walls  communicating  with  the  urethra.  It  is 
formed  by  the  dilatation  of  a portion  of  the 
urethrovaginal  septum. 

The  diverticula  are  often  asymptomatic  be- 
cause of  their  tendency  to  periodic  emptying 
and  may  be  overlooked  on  urethral  and  vagi- 
nal examination;  but  the  increased  awareness 
of  this  problem  proves  that  they  are  not  too 
infrequent.  When  routine  examination  in- 
cludes a search  for  diverticula  of  the  urethra, 
the  number  found  rises.  American  literature 
states  that  this  lesion  is  considered  to  occur 
rarely,  but  many  authors  believe  it  is  fre- 
quently overlooked. 

Hyman,  in  his  book,  divides  urethral  di- 
verticula into  two  classes:  one,  wide 

mouthed,  a urethrocele,  and  the  other,  with 
a small  neck,  a diverticulum. 

Lane,  in  the  British  Journal  of  Urology, 
states  that  the  condition  is  more  common  in 
the  United  States,  or  is  being  diagnosed  and 
reported  more  often  than  in  Great  Britain. 
British  textbooks  on  urology  and  gynecology 
are  reticent  on  the  subject. 
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Diverticula  have  been  observed  similarly 
in  young,  middle-aged,  and  elderly  individ- 
uals. Many  theories  have  been  advanced  as 
to  the  etiology  of  urethral  diverticula,  and 
controversy  exists  as  to  whether  they  are 
congenital  or  acquired.  Although  occasional- 
ly congenital,  usually  these  diverticula  are 
the  result  of  trauma  or  an  abscess  into  the 
urethra. 

Cysts  may  arise  from  congenital  rests  in 
the  urethrovaginal  septum,  such  as  Gartner’s 
duct  or  occluded  paraurethral  glands.  It  is 
possible  that  these  cysts  may  rupture  into  the 
urethra  and  later  become  infected.  Wharton 
states  that  diverticula  may  either  be  con- 
genital or  acquired  and  that  the  small  multi- 
ple cysts  and  diverticula  probably  originate 
in  the  periurethral  glands. 

Trauma  from  frequent  childbirth,  infection, 
or  both,  superimposed  on  an  already  existing 
congenital  defect  in  the  urethra,  must  be 
recognized  as  a plausible  etiologic  factor. 

There  is  usually  a history  of  repeated  at- 
tacks of  increased  frequency  and  dysuria, 
with  nothing  specific  to  suggest  the  under- 
lying cause.  In  other  words,  the  symptoms 
are  not  always  the  same  and  a diagnosis  is 
not  easily  made  by  the  history  alone.  Urethral 
diverticula  may  cause  chills,  fever,  headache, 
and  general  malaise.  This  is  often  true  dur- 
ing the  first  attack  or  when  the  duct  to  the 
pouch  is  closed.  A vaginal  mass  or  a fullness 
in  the  region  of  the  urethral  meatus  may  be 
among  the  complaints  and  become  worse  on 
sitting  or  during  coitus.  The  most  common 
symptoms,  however,  are  those  of  frequency, 
urgency,  and  occasional  hematuria.  Drib- 
bling of  a few  drops  of  urine  after  urination 
was  among  the  complaints  in  many  of  our 
patients.  Catheterized  specimen  of  urine  will 
be  sterile  unless  there  is  an  associated  trigo- 
nitis, cystitis,  or  pyelitis,  which  may  often 
be  the  case. 

Pain  in  the  urethra  and  vagina  accentu- 
ated in  the  sitting  position,  and  particularly 
during  coitus,  is  one  of  the  more  common 
complaints.  There  is  usually  a history  of 
intermittent  discharge  of  pus  or  purulent 
urine  from  the  urethra.  Associated  stricture 


at  the  meatus  or  along  the  course  of  the 
urethra  may  give  additional  symptoms  such 
as  pain  referred  to  the  urethra,  bladder, 
sacrum,  inguinal  region,  or  one  or  both  lum- 
bar regions. 

The  diagnosis  of  a urethral  diverticulum 
is  made  by  combining  a careful  history  and 
a vaginal  and  urethroscopic  examination. 

Pelvic  examination  reveals  a fluctuating, 
somewhat  tender  mass  in  the  urethrovaginal 
septum.  Pressure  on  the  mass  results  in  a 
discharge,  either  of  pus  or  a few  drops  of 
cloudy  urine.  Often  the  urine  is  foul  smell- 
ing and,  occasionally,  a bloody  discharge  is 
present.  If  calculi  are  present,  they  may 
easily  be  palpated  and  crepitus  can  be 
elicited. 

Transillumination  with  any  type  of  small 
lamp,  with  vaginal  observation,  is  often  of 
great  assistance  in  making  a diagnosis.  The 
best  test  is  to  examine  the  urethra  with  the 
panendoscope. 

The  orifice  of  the  diverticulum  may  not 
always  be  found  for  often  the  ostium  is  oc- 
cluded. These  openings  may  be  anywhere 
along  the  course  of  the  urethra. 

An  accurate  determination  of  the  size  and 
extent  of  the  ramification  of  the  diverticulum 
can  best  be  demonstrated  by  radiography. 
The  bladder  and  urethra  are  filled  with  an 
opaque  medium.  The  urethral  meatus  is 
blocked  and  the  patient  asked  to  void.  We 
use  an  Asepto  syringe,  filling  the  bladder 
with  5%  sodium  iodide,  and  the  urethra  with 
a sterile  solution  of  Thixokon,  Mallinchrodt. 

The  treatment  should  depend  on  the  stage 
of  the  diverticulum,  whether  it  is  acute  or 
chronic,  and  the  degree  of  its  severity.  Symp- 
tomless diverticula,  found  at  examination, 
need  not  be  treated.  The  smaller  diverticula 
may  respond  to  treatment  with  antibiotics 
and  dilatation  of  the  urethra,  which  will 
sometimes  open  the  ostium,  permitting  the 
drainage  to  escape  through  the  urethra. 

The  treatment  of  choice  is  surgical  eradica- 
tion of  the  sac  in  chronic  cases  and  suturing 
the  rent  in  the  urethra,  if  possible.  In  the 
acute  conditions,  incision  and  drainage  may 
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be  necessary,  but  antibiotics  and  application 
of  heat  will  suffice  in  most  instances. 

ANOMALIES 

Anomalies  of  the  female  urethra  occur  of- 
ten enough  that  we  should  be  on  the  lookout 
for  them.  Agenesis  or  absence  of  the  urethra 
does  occur  but  is  extremely  rare.  Hypospadias 
and  epispadias  are  not  too  uncommon.  Ectopic 
ureteral  openings  are  always  distal  to  the 
sphincter  in  the  female  and  usually  result  in 
dribbling  of  urine,  day  and  night,  and  are  of 
much  concern  to  the  patient.  The  ureter 
which  opens  into  the  urethra  always  drains 
urine  from  the  upper  pole  of  the  kidney,  and 
the  other  ureter  drains  the  lower  pelvis  of 
the  same  kidney. 

We  were  aware  of  the  leaking  of  urine 
from  the  urethra  in  our  first  case,  but  at 
no  time  could  we  demonstrate  the  meatus 
with  the  urethroscope  or  by  blindly  passing 
a catheter  into  the  meatus  and  inserting  it 
into  the  upper  kidney  pelvis.  The  upper  pole 
of  the  kidney  was  removed  and  a catheter 
was  then  inserted  down  the  ureter  and  out 
the  urethra.  The  ureter  which  was  of  small 
caliber  was  severed  in  its  mid-third,  and  the 
patient  made  an  uneventful  recovery. 

The  second  patient  had  a normal  intra- 
venous pyelogram  but  continued  to  complain 
of  pain  in  the  region  of  the  left  kidney  and 
an  intermittent  profuse  discharge  from  the 
urethra.  The  right  kidney  was  much  lower 
than  the  left,  but  no  upper  pole  with  an 


Fig.  1.  Case  2.  Urethrogram  reveals  the  lower 
portion  of  the  right  ureter.  The  upper  part  of  the 
ureter  could  not  be  demonstrated. 


additional  ureter  could  be  demonstrated  by 
pyelogram.  We  were  suspicious  of  either  a 
diverticulum  of  the  urethra,  which  extended 
up  underneath  the  trigone,  or  an  additional 
ureter  opening  into  the  mid-portion  of  the 
urethra.  An  indurated  area  was  palpable  on 
the  right  wall  of  the  vagina  extending  from 
the  urethra  upward.  Urethrograms  were 
made  under  pressure,  which  revealed  the 
right  ureter  passing  upward  above  the  out- 
line of  the  bladder  (Fig.  1) . A right  nephrec- 
tomy and  bilateral  ureterectomy  was  per- 
formed removing  the  upper  ureter  from  un- 
derneath the  bladder.  Patient  had  a bifid 
pelvis  and  a duplication  of  the  ureters  on  the 
right  side.  Patient  made  a satisfactory  re- 
covery and  is  now  free  of  pain  and  urethral 
discharge. 

CONCLUSION 

I.  Every  pelvic  examination  should  include 
at  least  a superficial  urethral  examination. 

II.  Urethritis  should  be  considered  in  all 
females  that  have  frequency,  urgency,  low 
back  pain,  etc.  These  symptoms  are  not  al- 
ways indicative  of  cystitis. 

III.  Catheterize  female  patients. 

IV.  Use  local  anesthesia  before  dilating  the 
urethra. 

V.  Ectopic  ureteral  opening  into  the 
urethra  should  be  suspected  when  patient  has 
a persistant  urethral  discharge  or  continuous 
dribbling  of  urine. 


Ma/ih  M044S1  calenda/i 

99th  ANNUAL  SESSION 

MEDICAL  ASSOCIATION  OF  THE  STATE  OF 

ALABAMA 

APRIL  21-23 

ADMIRAL  SEMMES  HOTEL 
MOBILE 


376 


J.  M.  A.  ALABAMA 


A PRELIMINARY  REPORT  ON  THE  USE  OF  HYDROXY- 
ZINE (VIST ARIL*)  AS  A PREMEDICANT  FOR 
SURGICAL  PATIENTS 

ROBERT  W.  GRADY,  M.  D. 
and 

ALVIN  L.  RICH,  M.  D. 

Fairfield,  Alabama 


An  evaluation  of  parenteral  Vistaril®  for 
preoperative  medication  was  initiated  since 
the  compound  was  observed  to  possess  many 
pharmacologic  properties  which  are  bene- 
ficial to  maintenance  of  a smooth  anesthetic 
course.  Since  other  drugs  which  have  been 
used  similarly  (notably  derivatives  of  pheno- 
thiazine)  have  been  shown  occasionally  to 
produce  hypotension,1  jaundice,2  bizarre 
extrapyramidal  symptoms,3  and  blood  dys- 
crasias,4  it  was  decided  to  study  the  effects 
of  Vistaril®  on  vital  functions,  and  to  note 
the  occurrence  of  any  untoward  side  effects. 

This  drug  was  found  to  be  miscible  with 
atropine,  scopolamine,  and  Demerol.®  It 
may  be  used  concomitantly  with  all  of  the 
usual  preoperative  medications.  Thus,  pa- 
renteral Vistaril®  appeared  to  warrant  a trial 
to  determine  the  degree  of  effectiveness  as 
an  adjunct  to  the  usual  preoperative  medi- 
cations. 

CHEMISTRY  AND  PHARMACOLOGY 

Hydroxyzine  hydrochloride  (Vistaril®)  is  a 
derivative  of  piperazine  which  has  been  dem- 


The  author  and  co-author  are  Director  and 
Senior  Resident,  respectively,  Department  of  An- 
esthesiology, Lloyd  Noland  Hospital. 

*This  drug,  hydroxyzine  hydrochloride,  was 
supplied  by  Charles  Pfizer  Laboratories,  Brooklyn, 
N.  Y. 
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onstrated  to  have  the  following  pharmaco- 
logic activities  in  experimental  animals:5 6*0’7 8 

1.  A reduction  in  the  spontaneous  motor 
activity. 

2.  An  antagonism  to  the  emetic  effect  of 
apomorphine. 

3.  An  antispasmodic  effect,  blocking  the 
spasmogenic  action  of  histamine,  serotonin, 
and  acetylcholine. 

4.  Ability  to  protect  against  asthma  in  ani- 
mals sensitized  to  ovalbumin  with  definite 
antianaphylactic  activity. 

5.  An  ability  to  protect  the  heart  against 
certain  epinephrine-induced  arrhythmias. 

6.  A local  anesthetic  effect. 

7.  A low  toxicity  with  an  oral  L.  D.r>()  of 
550  mg. /kg.  in  mice. 

In  humans  Vistaril®  has  been  reported  to 
be  a useful  calming  agent  in  all  age  groups.7*  s 
Also,  the  drug  has  been  successfully  used  in 
the  management  of  various  cardiac  arrhyth- 
mias and  in  treatment  of  acute  alcoholic  in- 
toxication.9* 10  The  authors  were  unable  to 
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find  reports  of  any  serious  side  effects  or 
contraindications. 

METHOD 

Vistaril®  was  administered  preoperatively 
to  a total  of  300  patients  who  underwent  sur- 
gery. This  report  gives  an  analysis  of  the 
first  100  cases.  The  patients  were  of  both 
sexes,  ranging  in  age  from  10  to  72.  Table  I 
lists  the  types  of  surgical  procedures  for 
which  preoperative  Vistaril®  was  adminis- 
tered. Each  patient  was  thoroughly  examined. 
An  anesthesia  history  was  obtained  by  a 
member  of  the  Department  of  Anesthesi- 


TABLE  i 

OPERATIVE  PROCEDURES 

Abdominal 

Cervical  dilatation  and  uterine  curettage 15 

Bilateral  tubal  ligation 7 

Hysterectomy  1 

Hernioplasty,  inguinal 7 

Appendectomy  6 

Entero-enterostomy  1 

Enterolysis  and  exploratory  laparotomy 1 

Exploratory  laparotomy 1 

Fractures 

Open  reduction  and  insertion  of  nail—' 3 

Open  reduction,  internal  fixation 2 

Closed  reduction 5 

Open  fracture,  cleanse  and  close 1 

Reduction  of  dislocation 1 

Elevation,  depressed  fracture  of  malar  bone  . 1 

Rectal 

Hemorrhoidectomy  2 

Fistulotomy  1 

Dental 

Multiple  and  full  mouth  extractions 13 

Burns 

Dressing  and  relaxation  of  eschar 1 

Skin  graft 1 

Incision  and  drainage ...  6 

Excision 

Cyst  and  ganglion 2 

Calcified  muscle 2 

Bursa  2 

Lipoma  2 

Acromial  tip  and  calcification  : 1 

Mass,  breast 1 

Carotid  arteriogram  1 

Excision,  incarnatio  unguis 5 

Thyroidectomy  2 

Keller  bunionectomy 1 

Debridement  and  closure  of  laceration 2 

Medial  meniscectomy 1 

Tonsillectomy  1 

Suture,  lacerated  lip 1 


Total  100 


ology,  and  medication  prescribed  according 
to  the  physical  and  mental  condition  of  the 
individual  patient  and  according  to  the  pro- 
posed procedure.  The  dosage  varied  from 
25  mg.  to  100  mg.  via  the  intramuscular  or 
intravenous  route,  one  hour  before  surgery. 
In  most  cases  one-half  of  the  therapeutic  dose 
of  Demerol®  was  given  together  with  Vis- 
taril.® About  one-fifth  of  the  patients  re- 
ceived only  atropine  or  scopolamine  with 
Vistaril.®  These  were  in  short  procedures 
which  required  less  analgesia. 

The  majority  of  the  patients  were  given 
Sodium  Pentothal®  with  nitrous  oxide  supple- 
ment. The  agents  and  methods  used  appear 

TABLE  II 

No. 

Cases 

Pentothal®  or  Surital®  with  N..O  Supplement  67 
Pentothal®  or  Surital®  Induction — Cyclo- 


propane   16 

Pentothal®  Induction — Ether 4 

Spinal  Anesthesia 10 

Epidural  2 

No  Anesthesia 1 


in  Table  II.  Additional  doses  of  Vistaril® 
were  given  intravenously  during  anesthesia 
when  indicated,  or  when  specific  drug  re- 
sponses were  being  studied.  Included  was 
observation  for  sedation  in  regional,  spinal, 
and  epidural  anesthesia,  and  in  patients  in 
whom  a high  incidence  of  postoperative  de- 
lirium was  anticipated. 

A detailed  report  summarizing  the  ob- 
served response  before,  during,  and  following 
surgery  was  completed  on  each  patient  within 
24  hours.  Close  observation  was  made  on  all 
patients  for  at  least  five  days  postoperatively 
unless  they  were  discharged  earlier. 

RESULTS 

Our  early  observations  led  us  to  believe 
that  Vistaril®  alone  in  small  doses  did  not 
produce  sufficient  quiescense,  but  when 
larger  doses  were  used  the  degree  of  quie- 
scence was  found  to  be  adequate.  In  short 
minor  surgical  procedures  the  addition  of  a 
parasympatholytic  agent  (usually  scopola- 
mine) produced  satisfactory  premedication. 
In  procedures  such  as  cervical  dilatation  and 
curettage,  and  in  emergency  cases  involving 
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alcohol-intoxicated  patients,  Vistaril®  and  a 
drying  agent  produced  satisfactory  premedi- 
cation. In  major  traumatic  or  painful  surgi- 
cal procedures  a narcotic  was  used  to  prevent 
postoperative  delirium. 

On  arrival  at  the  operating  room,  60  pati- 
ents were  dozing  but  were  easily  awakened 
and  cooperative.  Of  21  patients  who  received 
no  narcotic,  11  were  awake.  Five  patients 
were  judged  to  be  apprehensive  and  inade- 
quately premedicated.  One  patient  was  found 
to  have  a sinus  tachycardia  which  slowed  on 
induction  of  anesthesia.  All  patients  had  a 
smooth  induction  and  maintenance  of  anes- 
thesia. Most  patients  were  reacting  while 
they  were  being  transferred  to  the  recovery 
room.  No  postoperative  delirium  was  noted 
in  patients  undergoing  major  traumatic  sur- 
gery or  full  mouth  teeth  extractions.  Only 
five  patients  had  slight  emergence  nausea. 
The  absence  of  emesis  was  notable  in  20  pa- 
tients who  had  eaten  shortly  before  being 
admitted  for  emergency  surgery. 

Two  patients  had  not  received  Vistaril® 
preoperatively.  One  patient  undergoing  an 
appendectomy  under  spinal  anesthesia  was 
effectively  given  50  mg.  of  Vistaril®  intraven- 
ously for  restlessness.  The  other,  a patient 
undergoing  a hernioplasty,  had  been  given  a 
spinal  anesthetic  and  developed  nausea  which 
was  controlled  completely  with  50  mg.  of 
Vistaril®  intravenously.  One  patient,  who 
was  having  one  of  many  changes  of  burn 
dressings  which  had  required  general  anes- 
thesia previously,  was  given  100  mg.  of  Vis- 
taril® intravenously  and  submitted  to  the 
change  of  dressing  without  complaint.  The 
patient  actually  assisted  with  the  procedure 
by  sitting  up,  with  aid,  and  moving  his  ex- 
tremities as  directed. 

Vistaril®  was  effective  in  controlling  the 
agitation  in  one  uncooperative  acute  alco- 
holic. This  patient  became  calmer  and  co- 
operative after  the  administration  of  75  mg. 
of  Vistaril®  intramuscularly.  The  absence  of 
vomiting  during  emergence  in  four  intoxi- 
cated patients  who  had  general  anesthesia 
with  Vistaril®  premedication  was  quite 
striking. 


There  was  no  clinical  evidence  of  respira- 
tory depression  or  hypotension  due  to  Vis- 
taril® in  any  of  the  patients,  nor  were  any 
significant  cardiac  arrhythmias  detected  dur- 
ing anesthesia.  Vistaril®  appeared  to  be  free 
of  any  side  effects,  regardless  of  when  it  was 
administered,  even  in  doses  in  excess  of  100 
mg.  intravenously. 

When  used  concomitantly  with  a narcotic, 
Vistaril®  appears  to  have  an  additive  rather 
than  a potentiating  effect.  This  additive  ef- 
fect occurs  with  either  barbiturates  or  nar- 
cotics, and  in  no  instance  did  Vistaril®  pro- 
duce detectable  depression,  even  when  used 
following  the  administration  of  intravenous 
narcotics  or  barbiturates. 

DISCUSSION 

Apprehension,  anxiety,  and  fear  are  com- 
monly observed  in  the  patient  who  is  sched- 
uled for  surgery.  These  may  often  be  more 
pronounced  in  the  patient  admitted  for  emer- 
gency surgery  than  in  the  patient  who  has 
adequate  time  for  preoperative  preparation 
and  adjustment  to  the  hospital  environs.  The 
reason  for  this  may  be  that  the  patient  ad- 
mitted for  emergency  surgery  often  suffers 
emotionally  because  of  the  unexpected  injury 
and  because  of  factors  which  are  related  to 
the  injury.  The  busy,  efficient,  and  seem- 
ingly indifferent  atmosphere  of  the  emer- 
gency unit  does  nothing  to  calm  the  patient, 
and  often  there  is  not  sufficient  time  to  allevi- 
ate the  patient’s  fear  by  the  establishment  of 
rapport. 

The  authors  would  like  to  point  out  that 
although  drugs  are  utilized  in  preoperative 
preparation,  the  patients  are  stimulated  by 
the  anesthesiologist  to  discuss  their  fears  con- 
cerning the  operation  and  anesthesia.  A few 
minutes  spent  in  getting  the  patient  to  venti- 
late his  problems,  with  whatever  explanation 
and  assurance  seem  necessary  by  the  anes- 
thesiologist, cannot  be  replaced  by  any  known 
drug  therapy. 

Evaluation  of  the  effectiveness  of  medica- 
tion to  control  preoperative  apprehension, 
anxiety,  and  fear  is  most  difficult  because  of 
wide  individual  variation  in  patient  response 
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to  drugs.  The  magnitude  of  the  proposed 
surgery  and  numerous  other  variable  factors 
also  contribute  to  this  difficulty. 

Nausea  and  vomiting,  although  not  of  the 
magnitude  of  some  years  ago,  occur  more  fre- 
quently in  patients  for  emergency  surgery 
because  of  inadequate  preoperative  prepara- 
tion. Often  the  patient  has  eaten  within  a 
few  hours  before  the  operative  procedure,  so 
that  the  stomach  contains  food.  Sometimes, 
as  a further  complication,  the  patient  has  con- 
sumed alcoholic  beverages  and  may  be  un- 
cooperative and  agitated. 

SUMMARY  AND  CONCLUSION 

The  pharmacologic  effects  of  Vistaril,®  as 
observed  in  this  series  of  100  patients,  indi- 
cate it  to  be  an  effective  and  safe  drug  to  use 
for  preoperative  medication  and  intravenous- 
ly as  needed  during  operation.  Preoperative 
apprehension,  anxiety,  and  fear  were  effec- 
tively controlled  with  Vistaril.®  The  patients 
arrived  in  the  operating  room  in  a wakeful 

state,  or  in  a dozing  state  from  which  they 
were  easily  aroused.  Immediate  preoperative 
depression  of  blood  pressure  or  respiration 
was  absent  in  all  of  the  cases.  All  patients 
had  a smooth  anesthetic  and  postanesthetic 
course,  and  no  complication  of  usage  was  ob- 
served. There  were  only  five  cases  of  mild 
postoperative  nausea,  despite  the  fact  that 
many  patients  had  eaten  shortly  before  sur- 
gery, or  were  intoxicated  from  alcohol  in 
varying  degrees.  These  intoxicated  patients 
reacted  smoothly  from  their  general  anesthe- 
tics without  nausea  and  vomiting.  Such  cases 
may  represent  an  absolute  indication  for  the 
preoperative  and  operative  use  of  Vistaril.® 

Although  severe  hypotension  results  oc- 
casionally from  the  phenothiazine  drugs  used 
similarly,  it  was  notably  absent  with  Vis- 
taril.® Such  a drug,  which  produces  an  ideal 
preoperative  state  without  depression  of  vital 
functions,  and  is  also  an  excellent  anti-nause- 
ant,  will  undoubtedly  help  to  fill  the  spacious 
void  in  present  preoperative  regimens. 


NEPHROTOMOGRAPHY  CALLED 
VALUABLE  DIAGNOSTIC  AID 

The  radiographic  technique  of  nephrotomog- 
raphy, utilizing  the  contrast  agent  Hypaque, 
“yields  a high  degree  of  diagnostic  accuracy  in 
differentiating  between  renal  cysts  and  carci- 
noma,” according  to  results  of  a clinical  study  re- 
ported in  the  Journal  of  Urology. 

The  procedure  was  employed  in  500  consecutive 
cases  at  New  York  Hospital,  it  is  stated  by  Drs.  Kuo 
York  Chynn  and  John  A.  Evans.  The  diagnostic 
accuracy  was  95  per  cent  for  renal  cyst  and  84  per 
cent  for  renal  carcinoma.  The  technique’s  out- 
standing value  is  in  connection  with  a poor  risk 
patient,  where  a definite  diagnosis  of  renal  cyst 
may  avoid  a major  operation. 

“In  the  last  one  hundred  cases  there  has  been 
only  one  diagnostic  error,  a carcinoma  being  diag- 
nosed as  simple  cyst,”  the  investigators  report. 

As  a consequence  of  its  effectiveness,  they  say 
that  nephrotomography  is  now  used  routinely  at 
New  York  Hospital.  In  the  500  cases  studied,  in- 
travenous or  retrograde  pyelography  prior  to 
nephrotomography  showed  a suspicious  lesion  in 
the  kidney,  most  commonly  a space-occupying 
mass. 

The  technique  recommended  by  the  investigators 
consists  of  injection  of  30  cc.  of  50  per  cent  Hy- 
paque into  the  antecubital  vein  to  increase  the 
nephrographic  phase  are  then  obtained  after  rapid 
intravenous  injection  of  50  cc.  of  90  per  cent  luke- 
warm Hypaque.  Rapid  injection  is  suggested  as 
necessary  to  obtain  good  visualization  of  the  ab- 
dominal aorta  and  renal  arteries.  This  arterial 
phase  is  outlined  in  about  75  per  cent  of  cases. 

In  many  cases,  it  is  noted,  the  quality  of  opacifi- 
cation “was  comparable  with  that  obtained  in 
translumbar  aortography.” 

The  study  showed  that  there  were  no  serious 
side  effects  or  fatalities. 


NEW  PSYCHOTHERAPEUTIC  DRUG 
BRINGS  IMPRESSIVE  RESULTS 

A new  psychotherapeutic  drug,  methamino- 
diazepoxide  (Librium),  has  produced  “impres- 
sive” results  in  the  treatment  of  various  mental 
disorders,  according  to  Dr.  Titus  H.  Harris,  a Gal- 
veston, Texas  psychiatrist. 

Writing  in  the  Journal  of  the  American  Medical 
Association,  Dr.  Harris  said  the  drug  reduces 
anxiety  and  agitation  but  does  not  cloud  conscious- 
ness or  impair  intellectual  function. 

“My  experience  with  its  use  in  all  types  of 
anxiety,  such  as  convulsive  disorders,  tension 
states,  obsessive-compulsive  conditions,  agitated 
depressions,  and  jitters  in  alcoholics  indicated  that 
methaminodiazepoxide  is  one  of  the  most  interest- 
ing drugs  of  its  type  that  has  been  developed,”  he 
said. 

“Of  special  interest  is  its  apparent  effectiveness 
in  obsessive-compulsive  neuroses,  which  have  thus 
far  defied  chemotherapeutic  management.” 

Dr.  Harris  said  the  drug  exerts  three  primary 
actions — tranquilization,  muscular  relaxation,  and 
anticonvulsant  effect. 
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USE  OF  AMERICAN  STANDARD  MEASURING  SPOONS 
FOR  ADMINISTRATION  OF  LIQUID  MEDICINES 

ROBERT  E.  CLOUD,  M.  D. 

Birmingham,  Alabama 


Until  recently  there  have  not  been  avail- 
able small  home  utensils  of  definite  capaci- 
ties for  measuring  doses  of  liquid  medicines. 

In  the  latter  part  of  1948  the  American 
Home  Economics  Association  requested  the 
American  Standards  Association,  Inc.  to  initi- 
ate a project  on  standardization  of  terminol- 
ogy, sizes,  measurements  and  markings  of 
baking  and  top-of-range  cooking  utensils.  A 
general  council  of  interested  groups  was  or- 
ganized. This  included,  among  others: 

American  Home  Economics  Association, 

American  Hospital  Association, 

U.  S.  Department  of  Agriculture — Bureau 
of  Human  Nutrition  and  Home  Economics, 

U.  S.  Department  of  Commerce — National 
Bureau  of  Standards, 

U.  S.  Department  of  Labor — Bureau  of  La- 
bor Statistics. 

Mrs.  Elizabeth  Sweeney  Herbert,  principal 
representative  of  the  American  Home  Eco- 
nomics Association  was  made  permanent 
chairman  and  Mr.  George  Sommeripa  of  the 
American  Standards  Association  staff  was 
elected  secretary. 

Of  the  standards  established  for  the  vari- 
ous household  baking  and  home  cooking  uten- 
sils, that  for  the  spoons  is  of  particular  inter- 
est. The  nomenclature,  capacities  and  toler- 
ance are  shown  in  the  accompanying  table. 


TOLERANCE  OF  MEASURING  SPOONS 


Spoons 
Level  Full 

Capacity  of 
Spoons,  Cubic 
Centimeters 

Tolerance  (Plus/Minus) 
for  Spoons 

Cubic  Centimeters 

Per  Cent 

1 Tablespoon 

14.79 

0.73 

5 

1 Teaspoon 

4.93 

0.24 

5 

V2  Teaspoon 

2.46 

0.12 

5 

ti  Teaspoon 

1.23 

0.06 

5 

COMMENT 

While  spoons,  by  reason  of  their  shape,  are 
not  suitable  for  accurate  measurement  of 
liquids,  the  fact  that  those  found  in  the  home 


vary  in  size  adds  an  element  of  error  to  doses 
of  medicine  given  by  such  means.  Standard 
spoons  share  the  disadvantage  of  shape.  How- 
ever, standardization  offers  dependable  uten- 
sils that,  level  full,  are  within  5%  (plus/min- 
us) of  definite  capacities.  The  1/4  and  !/2  tea- 
spoons in  these  sets  furnish  means  of  measur- 
ing small  doses  of  medicines  for  infants  and 
small  children. 

The  established  American  standard  is  in- 
tended as  a guide.  All  manufacturers  do  not 
conform  to  it  but  producers  that  do  so  are 
encouraged  to  show,  on  their  own  responsi- 
bility, on  tags,  labels  or  stamped  on  the  goods 
that  the  articles  are  standard. 

These  measuring  spoon  sets  cost  only  a few 
cents  and  no  doubt  druggists  would  carry 
them  in  stock  if  requested  to  do  so. 


Note:  Data  in  the  foregoing  regarding  Ameri- 

can Standard  Measuring  Spoons  are  obtained  from 
a booklet,  “American  Standard — Dimensions,  Tol- 
erance and  Terminology  of  Home  Cooking  and 
Baking  Utensils,”  published  by  the  American 
Standards  Association,  Inc.,  October  27th,  1949. 


Rheumatoid  arthritis  is  known  to  be  associated 
with  cardiac  disease,  producing  granulomas  in  the 
heart  and  serous  membranes.  Apart  from  these, 
rheumatoid  spondylitis  seems  to  be  fairly  often  as- 
sociated with  aortic  insufficiency.  Four  cases  are 
reported  from  a group  of  39  patients  with  this  type 
of  spondylitis.  In  two  cases  the  patients  died  and 
an  autopsy  was  done  in  one.  Microscopic  exami- 
nation of  the  aorta  revealed  thickening  of  the 
walls  of  the  vasa  vasorum  with  narrowing  of  the 
lumen,  perivascular  lymphocytic  infiltration  and 
necrosis  of  the  media  with  some  calcification  and 
polymorphonuclear  infiltration. 

The  morphology  of  this  aortic  lesion  is  not  char- 
acteristic, but  since  there  was  no  evidence  of  any 
other  disease  it  was  probably  a true  rheumatoid 
aortitis. 

Reprinted  from  Acta  medica  Scandinavica  and 
World  Wide  Abstracts.  Ole  Storstein/Erick  Waaler. 
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Editorials 


POWERFUL  ATTEMPT  TO  ENACT 
FORAND  BILL  IN  PROGRESS 


Will  the  federal  government  write  itself  into  the  health 
insurance  business ? 

The  Wall  Street  Journal  reports  that  proponents  of 
Forand-type  legislation  are  winning  support  from  south- 
ern Democrats  and  conservative  Republicans, 


POLITICAL  MEDICINE  IS  BAD  MEDICINE 

Revolutionary  advances  in  medicine  have 
opened  entirely  new  approaches  to  curing 
illness.  Since  1900,  better  medical  care  has 
helped  to  increase  the  life  expectancy  of  the 
average  American  by  more  than  twenty 
years. 

Obviously,  this  is  very  real  progress.  In 
big  measure,  this  has  been  made  possible  by 
the  opportunity  of  American  physicians  to 
work  in  freedom — as  individual  to  individual, 
as  physician  to  patient,  free  of  governmental 
dictation. 

When  this  opportunity  to  work  in  freedom 
is  restricted  or  abolished,  the  American  peo- 
ple suffer;  and  American  medical  progress 
suffers. 

Yet  there  is  now  under  consideration  in 
Washington  a bill  that  would  undermine  this 
freedom  and  destroy  the  voluntary  progress 
that  has  achieved  so  much  for  our  citizens. 
This  bill  (H.  R.  4700),  sponsored  by  U.  S. 
Rep.  A.  J.  Forand  of  Rhode  Island,  would 
finance — through  higher  social  security  taxes 


— hospital,  surgical  and  nursing  home  treat- 
ment for  some  16  million  persons  eligible  for 
social  security  payments. 

There  are  many  reasons  why  this  legisla- 
tion should  be  decisively  defeated. 

The  bill — a political  approach  to  a health 
problem  developed  by  non-medical  people — 
would  put  the  federal  government  into  an 
area  of  health  care  in  which  it  is  badly 
equipped  to  function;  it  would  cripple  and 
gradually  replace  voluntary  health  insurance; 
it  would  jeopardize  the  traditional  doctor- 
patient  relationship;  it  would  put  an  agency 
of  the  federal  government  in  the  role  of 
setting  fees  for  physicians  and  charges  for 
hospitals  and  nursing  homes;  it  would  mean 
that  an  agency  of  the  federal  government 
would  administer  the  program  and  stipulate 
the  type  of  care  to  be  provided;  it  would 
swing  open  the  gates  to  the  socialization  of 
medicine. 

Moreover,  the  bill  would  be  staggeringly 
expensive.  Authoritative  estimates  indicate 
the  cost  would  be  in  the  neighborhood  of  $2 
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billion  for  the  first  and  second  years.  Yet 
this  would  be  only  the  beginning.  The  costs 
would  keep  on  rising.  Everyone  who  pays 
social  security  taxes  would  be  forced  to  help 
foot  the  bill.  This  means  pay  checks  would 
keep  on  dwindling. 

As  every  wage  earner  knows,  the  tax  went 
up  on  January  1 of  this  year.  A worker  earn- 
ing $4,800  now  pays  a tax  of  $120  and  his  em- 
ployer pays  $120.  By  1969 — if  the  tax  in- 
creases remain  as  scheduled  and  are  not 
raised — the  tax  will  be  $216  for  the  worker 
and  $216  for  the  employer  or  a total  of  $432. 
This  combined  total  is  more  than  double  the 
average  federal  income  tax  today  for  a mar- 
ried man  with  two  children. 

The  original  estimate  of  the  cost  of  Eng- 
land’s National  Health  Service  plan  was  130 
million  pounds  a year.  The  cost  today  has 
skyrocketed  to  690  million  pounds  a year. 

In  an  article  on  the  10th  anniversary  of  the 
National  Health  Service,  the  British  paper, 
The  Sunday  Express  says,  “If  we  let  the  pres- 
ent machinery  grind  expensively  on,  we  shall 
face  a bill  at  the  end  of  the  next  10  years 
of  1.4  billion  pounds  (or  about  3.92  billion 
American  dollars) . And  ‘free’  medical  care 
will  have  brought  Britain  to  the  verge  of 
penury.” 

Commenting  on  the  cost  of  the  Forand  bill, 
a front-page  article  in  the  Wall  Street  Journal 
points  out  that  some  Congressmen  are  “.  . . 
concerned  lest  constant  liberalization  of 
benefits  requiring  greater  and  greater  tax  in- 
creases may  finally  push  Social  Security  tax 
rates  to  a level  so  high  as  to  provide  a popular 
revolt  against  the  entire  system.” 

Despite  its  enormous  cost,  the  Forand  Bill 
would  not  help  the  indigent  aged,  for  the  vast 
majority  of  our  senior  citizens  are  not  eligible 
for  social  security  retirement  and  survivor- 
ship benefits.  And,  the  inflationary  effects 
inherent  in  a bill  of  this  nature  would  hurt, 
not  help,  the  aged  who  depend  on  pensions 
and  other  fixed  income  for  security. 

Thus  the  proponents  of  the  Forand  Bill 
prove  their  interest  in  socialization  . . . not 
in  people. 
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But,  most  important  of  all,  the  bill  would 
reduce  the  quality  of  medical  care.  It  would 
result  in  poorer — not  better — medical  care 
for  the  people  of  this  country. 

The  truth  is  that  the  health  requirements 
of  our  citizens — the  elder  citizens  certainly 
included — can  never  be  met  through  inflexi- 
ble methods  made  compulsory  by  the  federal 
government. 

When  the  federal  government,  no  matter 
how  good  its  intentions,  attempts  to  solve  the 
challenges  posed  by  those  millions  of  Ameri- 
cans over  65,  it  is  foredoomed  by  the  very 
inflexibility  of  its  approach  to  certain  failure. 

What  do  the  facts  show?  The  facts  show 
that  private,  voluntary  methods  are  working 
and  working  well.  At  this  time  about  43% 
of  our  citizens  over  65  are  covered  by  private 
health  insurance.  Much  of  this  growth  has 
occurred  within  the  past  few  years.  Certain- 
ly, there  is  every  sign  that  this  growth  will 
continue.  Sound  estimates  indicate  that  75% 
of  our  elder  citizens  who  need  and  want  such 
protection  will  be  covered  by  voluntary 
health  insurance  by  1965  and  90%  by  1970. 

Actually,  that  is  only  a small  part  of  the 
story  of  the  voluntary  progress  of  our  elder 
citizens  in  recent  years.  Throughout  the 
United  States,  retirement  villages,  new  nurs- 
ing homes,  chronic  disease  care  centers,  home 
care  programs,  recreational  facilities  and  re- 
search projects  have  been  established,  and 
many,  many  more  are  on  the  way. 

All  this  is  good.  Still,  it  is  essential  that 
American  medicine  does  not  attempt  to  re- 
lax and  rest  upon  its  oars.  There  is  still  work 
to  be  done.  It  is  vital  that  more  and  more 
physicians  take  a role  of  leadership  in  their 
own  communities  in  expanding  and  improv- 
ing practical  programs  that  will  help  the  aged 
to  help  themselves.  It  is  vital  that  physicians 
throw  their  weight  behind  such  programs  as 
homemaker  services,  progressive  patient 
care,  high-standard  nursing  home  care,  and 
so  on.  It  is  vital  that  physicians  encourage 
their  patients  to  carry  Blue  Cross,  Blue  Shield 
or  commercial  insurance. 
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And,  no  doubt  about  it,  it  is  vital  that 
physicians  speak  out  their  convictions. 

For,  according  to  a recent  issue  of  the  Wall 
Street  Journal,  the  proponents  of  the  Forand 
Bill  have  gained  considerable  support  in 
Congress  recently. 

Many  Congressmen  report  they  have  been 
flooded  with  letters,  resolutions,  telegrams, 
and  telephone  calls  from  supporters  of  the 
bill. 

The  Wall  Street  Journal  story  also  reported 
that  some  southern  Democrats  and  conserva- 
tive Republicans  are  now  leaning  towards 
Forand-type  legislation.  With  1960  a Con- 
gressional and  a Presidential  election  year, 
these  reports  have  special  significance.  His- 
torically, Congress  has  increased  and  ex- 
panded social  security  benefits  regularly  in 
each  Congressional  election  year. 

At  the  time  of  this  writing  the  House  Ways 
and  Means  Committee  is  holding  hearings  on 
the  entire  Social  Security  System.  On  March 
23  Arthur  Fleming,  secretary  of  the  Depart- 
ment of  Health,  Education  and  Welfare,  ap- 
peared before  the  House  Ways  and  Means 
Committee  to  present  the  views  of  the  Ad- 
ministration with  respect  to  H.  R.  4700 
(Forand  Bill) , 86th  Congress,  and  other  pos- 
sible amendments  to  the  Social  Security  Act. 

His  specific  recommendations  to  the  Com- 
mittee dealt  with  “technical”  amendments  to 
the  Social  Security  Act.  He  reiterated  the 
opposition  of  the  Administration  to  H.  R. 
4700.  He  stated  that  although  his  Depart- 
ment was  studying  numerous  possible  al- 
ternatives to  the  bill,  none  had  Administra- 
tion approval.  He  indicated  that  these  studies 
would  be  continued  and  that  he  was  hopeful 
of  preparing  some  type  of  recommendation 
for  presentation  to  the  Committee  probably 
after  the  White  House  Conference  of  January, 
1961. 

Subsequently  Congressman  Forand  filed  a 
Discharge  Petition,  H.  Res.  483,  requesting 
that  the  Rules  Committee  present  to  the 
House  of  Representatives  the  substance  of 
H.  R.  4700,  despite  the  failure  of  the  House 


Ways  and  Means  Committee  to  consider  fav- 
orably this  legislation.  It  will  be  necessary 
for  Mr.  Forand  to  obtain  the  signatures  of  219 
members  of  the  House  of  Representatives  be- 
fore his  Discharge  Petition  can  be  favorably 
considered. 

Even  if  this  petition  fails,  a Social  Security 
bill  adopted  by  the  House  will  eventually  be 
considered  on  the  floor  of  the  Senate.  Sen- 
ators Kennedy  and  Humphrey,  among  sev- 
eral, will  probably  attempt  to  amend  the  So- 
cial Security  bill  to  include  Forand-type 
provisions.  Until  any  such  attempt  on  the 
floor  of  the  Senate  is  defeated,  we  cannot 
speak  of  victory. 

The  American  Medical  Association  and  the 
Medical  Association  of  the  State  of  Alabama 
are  making  an  appeal  to  you  to  make  known 
to  your  Congressmen  our  opposition  to  legis- 
lation of  this  type. 

The  Association  strongly  urges  you  to  write 
at  least  one  letter  to  your  Congressmen.  This 
letter  should: 

1.  State  your  opposition  to  the  Forand  Bill. 

2.  Cite  the  reason  for  your  position. 

3.  Point  out  that  care  of  the  aged  is  a local 
problem  to  be  met  on  the  state  level  and  that 
adequate  medical  care  for  the  aged  is  pro- 
vided in  Alabama  under  existing  programs. 

4.  Request  your  Congressmen  to  contact 
members  of  the  House  Ways  and  Means  Com- 
mittee and  make  known  your  views. 

A copy  of  all  correspondence  should  be  sent 
to  Rep.  Wilbur  D.  Mills,  Chairman  of  the 
House  Ways  and  Means  Committee,  House 
Office  Building,  Washington  25,  D.  C. 


ANNUAL  SESSION 
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TWENTY  YEARS  AGO 

^^Zusterity  characterized  the  Association’s 
1940  President — austerity  here  meaning 
“gravity  in  attitude.”  He  was  grave  in  aspect, 
disposition  and  judgment,  and  all  his  thoughts 
were  serious  ones.  And  yet,  beneath  the 
stern  exterior,  there  was  a heart  of  gold. 
Most  commanding  was  his  use  of  the  lan- 
guage, illustrated  by  this  brief  quotation:  In 
his  Message  to  the  Association,  Dr.  Davie 
said:  “The  presidency  of  The  Medical  Asso- 
ciation of  the  State  of  Alabama  is  an  honor 
to  be  borne  with  great  pride.  To  me  it  is  an 
accolade — a token  of  my  father’s  ambition  for 
me.  He  was  a horse  and  buggy  doctor  who 
died  before  his  time,  hoping,  with  but  a 
modicum  of  foundation,  that  I might  carry  on 
with  credit. 

“Personally,  the  year  now  closing  has  been 
one  of  peculiar  thrills.  The  first  thrill  was 
the  dawning  consciousness  of  a cooperative 
army  standing  at  attention.  Practically  at 
no  time  did  I call  in  vain  for  help,  and  never 
was  I given  a stone  when  I asked  for  bread.” 

Now  that  the  term  of  office  of  the  1960 
President  of  the  Association  has  come  to  a 
close,  the  foregoing  words  of  President  Davie 
might  well  have  been  mine,  possessed  I the 
power  to  use  the  language  as  he  could  use  it. 
Certain  it  is  I have  never  called  for  help  with- 
out receiving  it,  and  without  the  support  of 
friends  in  the  organization  I could  not  have 
kept  my  head  above  water.  If  I have  one 
word  of  advice  to  give  my  successor  it  would 


be  to  seek  counsel  freely,  for  it  will  be  as 
freely  given,  and  you  and  your  counsellor 
will  be  the  better  for  it. 

In  his  message  Dr.  Davie  paid  a high  tribute 
to  the  Secretary  of  the  Association  and  refer- 
ence is  made  to  it  because  I have  had  an  ex- 
perience no  other  president  has  had  in  a long 
number  of  years,  that  of  having  his  term  of 
service  end  simultaneously  with  that  of  a 
secretary  of  the  organization.  In  the  light  of 
the  record  the  Association  has  helped  him 
establish,  in  length  of  service  one  man  has 
rendered  his  Association,  I want  these  facts 
to  be  a part  of  my  last  President’s  Page:  For 
the  reason  he  was  not  a Counsellor,  the  Con- 
stitution of  the  Association  requiring  that  the 
Secretary  be  one,  he  was  Acting  Secretary 
from  October  of  1923  until  his  counsellorship 
was  attained,  when  he  became  Secretary  in 
fact,  and  thus  has  continued  until  this  day. 
In  1940  he  was  named  Treasurer  of  our  or- 
ganization, and  in  this  dual  capacity  he  has 
served  with  devotion;  and  since  its  inception 
in  July  of  1931  he  has  served  also  as  Editor 
of  the  Journal.  All  these  responsibilities  he 
will  lay  aside  when  the  Association  chooses 
his  successor  on  April  23.  I am  glad  we  could 
be  together  in  his  last  year  in  an  official  ca- 
pacity. I know  I speak  for  many  when  I say 
I wish  the  clock  of  the  years  could  be  turned 
back  to  begin  again  in  a service  that  produced 
many  lasting  friendships  and  relatively  few 
enemies. 
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Dr.  Douglas  L.  Cannon’s  tenure  as  secre- 
tary-treasurer of  the  Medical  Association  of 
the  State  of  Alabama  and  as  editor-in-chief 
of  the  Journal  will  end  on  April  23,  1960. 

Dr.  Cannon  announced  last  April  at  the 
annual  session  in  Birmingham  that  he  would 
retire  following  this  year’s  meeting. 

Dr.  Cannon  has  served  as  editor-in-chief 
of  the  Journal  since  it  was  established  in 
July,  1931. 

On  page  one  of  the  first  issue  of  the  Jour - 
nal  one  finds  the  following  quotation. 

“Bon  Voyage” 

“Deal  kindly,  gentle  reader  and  fellow 
member,  with  this  our  maiden  effort.  The 
field  of  journalism  is  for  us  still  an  unchart- 
ed sea.  May  we  ask  that  you  carefully 
scrutinize  your  ‘first  born’  from  cover  to 
cover  and  send  in  to  its  ‘god  parents’  such 
constructive  suggestions  as  will  speed  up  a 
lusty  growth.” 

The  lusty  growth  envisioned  some  twenty- 
nine  years  ago  by  Dr.  Cannon  has  become  a 
reality,  and  the  twenty-nine  volumes  edited 
by  him  stand  as  a memorial  to  him  and  the 


efforts  he  has  made  in  behalf  of  the  medical 
profession  in  the  state. 

Under  his  astute  leadership,  new  features 
have  been  added  to  the  Journal  so  as  to  make 
it  of  greater  benefit  to  the  membership. 

Throughout  the  period  Dr.  Cannon  has  con- 
stantly striven  to  make  the  Journal  keep  pace 
with  new  and  improved  journalistic  pro- 
cedures. At  the  same  time  he  has  rigorously 
held  to  his  sense  of  dignity  befitting  a pro- 
fessional journal. 

The  Journal  will  miss  the  strong  guidance 
given  by  Dr.  Cannon  as  helmsman  on  the 
initial  and  succeeding  monthly  voyages. 

Those  who  follow  Dr.  Cannon  will,  how- 
ever, have  a fine  model  on  which  to  base  all 
future  issues. 

Bon  Voyage,  Dr.  Cannon! 


AGING  PROBLEMS  DISCUSSED  BY  JOINT 

COUNCIL 

Two  of  the  fourteen  subcommittees  of  the 
Governor’s  Advisory  Committee  on  Aging 
met  with  the  Joint  Council  To  Improve  The 
Health  Care  of  The  Aged  on  February  23  at 
the  Chilton  County  Nursing  Home  in  Clanton. 

Meeting  with  Dr.  J.  J.  Kirschenfeld,  chair- 
man of  the  Joint  Council  and  chairman  of  the 
Governor’s  Subcommittee  on  Health,  were 
Mrs.  Mildred  McGowin,  chairman  of  the 
Governor’s  Subcommittee  on  Nursing  Homes; 
Dr.  Ira  L.  Myers,  State  Department  of  Health; 
Dr.  Polly  Ayers,  Alabama  Dental  Association; 
Miss  Eleanor  Poe,  Alabama  Dietetic  Associa- 
tion; Miss  Catherine  Corley,  Alabama  Nurses’ 
Association;  Mr.  J.  Cecil  Hamiter,  Alabama 
Hospital  Association;  Mrs.  Thelma  M.  Co- 
burn, Alabama  Pharmaceutical  Association; 
and  Mr.  C.  E.  Dunn,  Alabama  Nursing  Home 
Association.  Guests  included  Father  Tom 
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Nunan  and  Sisters  Alice  and  Rose  Mary  of 
the  Little  Sisters  of  the  Poor,  Mobile;  Mr. 
Carl  Cundiff,  Selma;  and  Mr.  James  N.  Sud- 
duth,  director  of  the  Chilton  County  Nursing 
Home. 

In  reporting  on  the  work  of  the  Subcommit- 
tee on  Health,  Dr.  Kirschenfeld  stated  that 
the  Subcommittee  had  conducted  a random 
statewide  survey  of  the  health  status  and 
morbidity  of  the  older  population.  The  data 
gathered  so  far,  he  said,  seems  to  indicate 
that  the  morbidity  and  disability  among  this 
age  group  are  not  overwhelming.  Actually, 
the  majority  of  this  group  feels  that  they  are 
in  pretty  good  health,  he  added.  Rehabilita- 
tion and  home  care  services  in  Alabama  are 
almost  non-existent,  he  said. 

Another  survey,  according  to  Mrs.  Mc- 
Gowin’s  report  on  the  activities  of  the  Sub- 
committee on  Nursing  Homes,  is  being  made 
of  the  nursing  homes  of  the  state  to  determine 
if  the  medical  and  dental  needs  of  their  pati- 
ents are  being  met.  Results  of  this  survey 
will  be  presented  at  the  next  meeting  in 
April. 

Dr.  Kirschenfeld  introduced  Mrs.  Thelma 
M.  Coburn  of  the  Alabama  Pharmaceutical 
Association  as  a new  member  of  the  Joint 
Council.  Mrs.  Coburn  stated  that  her  organi- 
zation had  appointed  a committee  on  aging 
but  as  yet  they  had  not  been  activated.  She 
asked  the  Council  for  suggestions  on  pro- 
grams that  could  be  carried  out  by  her  group. 
Dr.  Kirschenfeld  suggested  that  perhaps  they 
could  work  out  a program  whereby  samples 
of  medicine  could  ge  given  to  the  aged  group. 
Dr.  Kirschenfeld  said  that  a sample  survey  of 
pharmacists  as  to  the  number  of  prescriptions 
filled  for  older  people  would  be  of  value  to 
the  Council. 

Mrs.  Coburn  informed  the  Council  that  at 
the  last  meeting  of  the  Physicians-Pharma- 
cists  Relations  Committee  the  pharmacists 
offered  to  give  older  persons  a reduced  price 
on  drugs  if  the  physicians  would  mark  PP 
(poor  patient)  on  their  prescriptions.  This 
plan  is  being  worked  out  by  the  physicians 
and  pharmacists  and  will  be  reported  on 
shortly,  she  said. 


ESSAY  CONTEST  SUCCESSFUL 

Ninety-one  Alabama  high  school  students 
entered  the  Association’s  essay  contest  this 
year,  according  to  Dr.  John  Chenault,  chair- 
man of  the  contest. 

Student-interest  in  the  contest  this  year 
was  greater  than  ever,  as  indicated  by  the 
fact  that  the  committee  received  entries  from 
15  counties  this  year  as  compared  to  4 coun- 
ties last  year. 

Pike  County  had  the  largest  number  of 
entries. 

The  topics  of  this  year’s  contest  were 
“America’s  Health — Ours  to  Preserve”  and 
“Medicine  as  a Career.”  Fifty-two  students 
elected  to  write  on  the  latter  subject. 

The  winner  of  the  essay  contest  will  be 
presented  a check  for  $100.00  at  the  Annual 
Session  this  month  and  will  read  his  (or  her) 
paper  to  the  membership. 


RURAL  HEALTH  COUNCIL 

A meeting  of  the  Rural  Health  Council  was 
held  recently  in  Sylacauga. 

A community  health  survey  of  255  families 
in  22  communities  in  Jackson  County  was 
conducted  in  January,  according  to  Mrs. 
Clyde  Peck,  home  demonstration  agent. 

The  survey  showed  that  69  per  cent  of  the 
families  received  their  water  supply  from 
wells  and  that  26  per  cent  of  them  had  been 
tested. 

The  survey  revealed  that  73  per  cent  of  the 
toilet  facilities  in  the  county  were  of  a type 
approved  by  the  State  Health  Department, 
with  septic  tanks  accounting  for  67  per  cent. 

As  for  immunizations,  88  per  cent  of  all 
children  under  9 years  of  age  had  been  im- 
munized for  whooping  cough;  75  per  cent 
under  18  years  of  age  had  received  tetanus 
shots;  45  per  cent  of  adults  under  40  years 
of  age  had  been  given  typhoid  shots. 

Nineteen  per  cent  of  the  families  reported 
that  they  did  not  have  a family  doctor. 

A family  insurance  plan  is  carried  by  59 
per  cent  of  the  families,  and  31  per  cent  have 
a sick  and  accident  or  medical  policy.  Only 
7 per  cent  have  health  records. 
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Rats  are  a problem  according  to  78  per  cent 
of  the  families.  Sixty  per  cent  of  the  families 
surveyed  indicated  that  they  would  like  a 
community  rat  eradication  program. 

Eighty-two  per  cent  of  the  families  re- 
ported that  they  did  not  know  what  poison- 
ous materials  are  in  insecticides  used  around 
the  home. 

Reporting  on  the  Shelby  County  polio 
inoculation  program.  Dr.  W.  C.  Browne  stated 
that  13,000  polio  shots  had  been  given  during 
the  past  eight  months. 

Dr.  Nickerson  announced  that  an  organi- 
zational chart  of  the  Council  had  been  pre- 
pared and  is  in  the  process  of  being  printed. 
He  also  stated  that  Dr.  Julius  M.  Davis  had 
been  appointed  to  the  Council  by  the  Ala- 
bama Dental  Association. 

Dr.  W.  J.  Donald  of  the  State  Health  De- 
partment reported  that  he  had  recently  at- 
tended a meeting  of  Auburn  University 
Extension  Division’s  State  Rural  Develop- 
ment Committee.  This  committee,  he  said, 
has  a rural  development  program  that  is  in 
operation  in  Chilton  and  Fayette  counties. 
This  committee  works  with  rural  people  in 
the  field  of  economics  as  we  do  in  health,  he 
said,  and  suggested  that  Dr.  Nickerson  con- 
tact the  committee  chairman,  Dr.  E.  T.  York, 
Jr.  of  Auburn  University,  to  see  if  the  two 
programs  could  be  coordinated. 


NEW  MEMBERS 


The  following  physicians  have  joined  the 
State  Association  through  their  respective 
county  medical  societies  since  the  Roster  was 
printed  in  May,  1959. 

Andrews,  George  L.,  Ozark,  Alabama  ’58 
Austin,  Edward  Hutto,  Fairfield,  Alabama  ’58 

Barnes,  Zerney  B..  Jr.,  Selma,  Emory  ’50 
Box,  William  A.,  Satsuma,  Tulane  ’52 
Browning,  James  P..  Mobile,  Arkansas  ’55 
Butler,  William  G.,  Jr.,  Florence,  Duke  ’53 

Carlisle,  William  E.,  Montgomery,  Tulane  ’53 
Cirlot,  Joseph  S.,  Point  Clear,  St.  Louis  ’30 
Cobb,  Jeptha  B..  Mobile,  Emory  ’58 
Collier,  James  C.  P.,  Tuscaloosa,  Alabama  ’58 
Cowsert,  Elsie  Jean,  Mobile,  Alabama  ’54 


Davis,  Harold  Q.,  Mobile,  Louisville  ’52 
de  Juan,  Eugenio,  Mobile,  Emory  ’53 
Derivaux,  Joseph  H.,  Birmingham,  Georgetown  ’51 
Dixon.  Gloria  Anne,  Birmingham,  Georgia  ’53 
Dismukes,  Jackson  B.,  Montgomery,  Illinois  ’32 
Dumas,  Harold,  Clanton,  Tennessee  ’58 

Edwards,  Hartwell  P.,  Birmingham,  Duke  ’42 

Finley,  Sara.  Birmingham,  Alabama  ’55 
Frederick,  Ralph  H..  Red  Bay,  Tennessee  ’31 
Fridge,  John  C.,  Mobile,  Tulane  ’51 
Friend,  Louise  Elaine,  Montgomery,  Duke  ’54 

Greene,  Walter  L.,  Jr.,  Selma,  Bowman  Gray  ’54 
Gravlee,  Leland  C.,  Jr.,  Birmingham,  Alabama  ’55 

Henderson.  Ernest  A.,  Opelika,  Oklahoma  ’38 
Hester,  Keith.  Mobile,  Arkansas  ’50 
Hollingsworth,  Betty  B.;  Tuscaloosa,  Arkansas  ’50 
Hughes,  Hugh  J.,  Birmingham,  Pennsylvania  ’53 

Johnson,  Abel  L.,  Mobile,  Arkansas  ’53 
Johnson,  James  C.,  Birmingham,  Alabama  ’56 
Jones,  James  D.  II,  Birmingham,  Alabama  ’57 

King.  Virginia  S.,  Birmingham,  Alabama  ’57 
Kramer,  Richard  W..  Mobile,  Tulane  ’46 

Landers,  Bluitt  L.,  Jr.,  Birmingham,  Alabama  ’54 
Langstaff,  Quintus  A.,  Florence,  Duke  ’55 
Lewis,  Thomas  K.,  Jr.,  Decatur,  Emory  ’51 
Little,  William  F.,  Jr.,  Montgomery,  Tulane  ’46 

McCallum,  Charles  A.,  Jr.,  Birmingham,  Ala- 
bama ’57 

McGee,  Lawrence  S.,  Jr.,  Mobile,  Tulane  ’51 
McGehee,  John  McDuffie,  Mobile,  Jefferson  ’52 
McNeil,  Jean,  Birmingham,  Pennsylvania  Wom- 
en ’54 

Miller,  D.  Evelyn,  Montgomery,  Nebraska  ’28 
Moore,  Ewing  J..  Jr.,  Pinson,  Alabama  ’55 

Niehuss,  Charles  E.,  Tuscaloosa,  Tennessee  ’37 

O’Neal.  Joe  W.,  Birmingham,  Alabama  ’54 
Osband,  Richard,  Birmingham,  Chicago  ’55 
Owings,  William  O.,  Brent,  Tulane  ’58 

Parnell,  Leighton  C.,  Jr.,  Bessemer,  Alabama  ’58 
Pritchett,  Hugh  W.,  Sr.,  Town  Creek,  Georgia  ’58 

Rathle,  Henri  A.,  Theodore,  Paris  ’37 
Reich,  Louis  A.,  Irondale,  Tulane  ’55 
Reynolds,  Hugh,  Mobile,  Ireland  '50 
Riley,  Louis  S.,  Jr.,  Birmingham,  Baylor  ’58 
Roberts,  Shaler  S.,  Jr.,  Florence,  Alabama  ’54 

Schermer,  John  W.,  Jr.,  Marion,  Alabama  ’57 
Selikoff,  Eli,  Montgomery,  Alabama  ’55 
Shelton,  James  L.,  Fairfield,  Baylor  ’42 
Short,  William  Buford,  Jr.,  Lafayette,  Emory  ’58 
Smith.  Lamar  M.  C.,  Jr.,  Birmingham,  Tulane  ’52 
Sullivan,  Melvin  B.,  Jr.,  Birmingham,  Tulane  ’49 

Wells.  Buren  E.,  Fairfield,  Alabama  ’55 
Wiles,  George  W..  Mobile.  Tennessee  ’58 
Wright,  C.  Craig,  Sheffield,  Ohio  State  ’53 

Yow,  John  S.,  Jr.,  Montgomery,  Alabama  ’53 

Zumstein,  Robert  F.,  Ariton,  Tennessee  ’58 


388 


J.  M.  A.  ALABAMA 


New  Method  Of  Detecting  Cancer 
Reported  At  Walter  Reed 


Technicians  in  the  Bio-Chemical  Virus 
Laboratory  of  the  University  of  California 
are  doing  important  research  work  on  the 
relationship  between  virus  and  cancer.  They, 
like  thousands  of  other  scientists,  search  for 
a cure  to  the  disease  . . . which  is  yet  to  be 
found. 

Still  important:  concentrate  on  the  early 
detection  of  cancer,  even  before  the  more 
obvious  symptoms  appear.  This  was  strongly 
urged,  at  a meeting  of  the  American  Cancer 
Society,  as  the  best  way  of  fighting  the  dis- 
ease. The  reason  for  this  recommendation  is 
the  mounting  evidence  that  many  forms  of 
cancer  can  be  stopped  if  spotted  early 
enough.  One-third  of  those  who  get  cancer 
are  being  saved  today,  and  with  present 
knowledge  and  detection  methods  the  po- 
tential is  50  per  cent. 

Supporting  this  theory,  along  with  other 
doctors  who  took  part  in  the  meeting,  Cap- 
tain Robert  B.  Brown,  chief  of  surgery  at  the 
Naval  Medical  Center  in  Bethesda,  Maryland, 
discussed  cases  of  81  sailors  and  marines 
treated  for  lung  cancer  between  1950  and 
1957.  A sizable  percentage  of  these  men  are 
alive  today  only  because  lesions  were  de- 
tected in  the  very  early  stages. 


Cancer  of  the  digestive  tract  can  also  be 
checked  in  this  manner.  Drs.  Donald  B. 
Shahon  and  Owen  H.  Wangensteen  of  the 
University  of  Minnesota  Hospitals  have  ex- 
tensive records  showing  that  the  chance  for 
cure  is  2V£-to-4  times  greater  for  patients 
whose  treatment  begins  before  the  appear- 
ance of  obvious  symptoms. 

And  Dr.  Edward  F.  Lewison,  of  the  Johns 
Hopkins  University  School  of  Medicine,  re- 
ported: “Breast  cancer  is  more  readily  cur- 
able if  diagnosed  early.” 

Although  not  discussed  at  the  ACS  meet- 
ing, a quicker  method  of  cancer  detection  is 
reported  from  Washington.  Captain  Le  Roy 
H.  Dart,  pathologist  of  the  Walter  Reed  Army 
Hospital,  and  his  assistant,  Master  Sergeant 
Thomas  R.  Turner,  found  that  a fluorescent 
orange  dye,  in  smears  taken  from  suspected 
cancer  victims,  can  be  used  to  identify  malig- 
nant cells  in  far  less  time  than  present 
methods.  The  dye  causes  nucleic  acids  pres- 
ent in  body  cells  to  glow  with  a green  and 
red  light;  cancer  cells  contain  increased 
amounts  of  these  acids,  and  under  the  micro- 
scope their  fluorescence  is  extremely  bright. 
More  than  5,000  microscopic  specimens 
stained  with  the  dye  were  examined  twice  as 
rapidly  and  just  as  accurately  as  with  the 
technique  now  used  in  most  hospitals. 
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CAN  YOU  INCREASE 
ATTENDANCE  AT  COUNTY 
SOCIETY  MEETINGS? 

The  problem  of  how  to  create  inter- 
est in  . . . attendance  at  . . . regular 
monthly  meetings  is  one  with  which 
county  medical  societies  are  constantly 
faced.  The  Covington  County  Medical 
Society  has  met  this  problem  with  some 
successful  results.  Depicted  here  is 
Covington’s  formula  for  “how  to  do 
it.” 


1.  Select  an  attractive  meeting  place 
. . . not  one  that  has  the  charm  and 
attraction  of  a morgue. 

2.  Stage  dinner  meetings. 

3.  Allow  time  for  fellowship. 

4.  Streamline  business  sessions.  Plan 
efficiently  in  advance. 

5.  Select  scientific  topics  of  interest 
to  the  majority.  Vary  programs  as 
much  as  possible  and  utilize  available 
films. 
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SILENCE  CAN  BE  DANGEROUS 


M.  D.  Press  Relations 


It  is  your  ethical  duty  to  furnish  the  press 
with  prompt  and  accurate  information  . . . 
for  both  professions  have  tremendous  re- 
sponsibilities to  the  public  . . . for  an  unin- 
formed public  can  be  dangerous  to  the  free- 
dom of  both  professions. 


Cooperation  and  mutual  understanding  be- 
tween physicians  and  the  press  are  more 
important  today  than  ever  before  due  to  an 
increasing  public  interest  in  medical  science 
news. 

While  medical  public  relations  have  im- 
proved tremendously  during  the  past  few 
years,  there  still  is  an  occasional  encounter 
between  doctors  and  newsmen  resulting  in 
disappointment  or  annoyance  on  one  side  or 
both.  Usually  these  encounters  stem  from 
a misunderstanding  of  each  other’s  problems 
and  obligations. 

Actually,  the  press  and  the  medical  pro- 
fession have  a lot  in  common.  Both  have  tre- 
mendous responsibilities  to  the  public.  News- 
papers are  concerned  with  the  ills  of  society, 
just  as  the  doctor  is  concerned  with  the  ail- 
ments of  the  individual.  Freedom  of  the 
press  and  freedom  of  choice — the  basic  right 
of  an  individual  to  choose  his  own  doctor — 
are  among  America’s  most  treasured  tra- 
ditions. 

To  fulfill  their  responsibilities  to  the  pub- 
lic, physicians  and  journalists  must  have  an 
opportunity  to  meet  and  talk,  to  promote 
understanding  of  each  other’s  problems,  to 
generate  respect  each  for  the  other,  and  to 
recognize  the  rights  of  individuals,  of  writers, 
of  physicians,  and  of  the  public. 

It  is  to  the  advantage  of  physicians,  hos- 
pitals, and  the  press  that  the  public  be  pro- 
vided with  prompt  and  accurate  information 
within  the  bounds  of  good  taste. 


Since  the  press  is  responsible  for  what  it 
publishes,  it  must  be  the  sole  judge  of  what 
shall  be  published.  Where  the  source  of  news 
is  a physician,  the  press  should  assume  the 
obligation  to  consider  the  life  and  health  of 
patients  and  to  recognize  the  ethics  by  which 
doctors  are  bound. 

The  press  cannot  carry  out  its  traditional 
responsibility  of  informing  the  public  in  the 
area  of  medical  and  patient  news  without  the 
cooperation  of  the  medical  society  and  in- 
dividual doctors.  The  inevitable  penalty  of 
silence  by  physicians  is  public  ignorance,  mis- 
understanding, and  fear.  In  a democracy, 
public  ignorance,  misunderstanding,  and  fear 
can  be  dangerous  to  professional  freedom. 

The  facts  about  medicine  and  the  health 
of  the  people  have  to  be  told  by  those  who 
know  the  facts.  If  a reporter  cannot  get  the 
facts  from  the  doctor,  he  will  go  elsewhere, 
and  the  chances  of  the  public  getting  an  ac- 
curate story  may  be  lost. 

For  years  doctors  feared  that  releasing 
medical  news  to  the  press  would  result  in 
condemnation  by  their  colleagues  for  unethi- 
cal practices.  The  code  of  ethics  now  stresses 
that  it  is  the  responsibility  of  the  physician 
and  the  medical  society  to  see  that  accurate 
medical  information  reaches  the  public. 

Many  communities  have  accomplished  good 
relations  through  codes  of  cooperation  which 
set  forth  workable  policies  on  medical  news 
which  satisfy  both  sides. 

Such  codes  usually  set  up  a system  of  of- 
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ficial  spokesmen  for  each  county  medical 
society.  These  doctors  make  themselves 
available  to  the  press  and  may  be  quoted  in 
matters  of  public  interest  for  purpose  of 
authenticating  information.  And  the  code 
usually  states  specifically  that  this  action  by 
the  spokesmen  shall  not  be  considered  by 
their  colleagues  as  a breach  of  the  time-hon- 
ored practice  of  physicians  to  avoid  personal 


publicity,  since  it  is  done  in  the  best  interests 
of  the  public  and  the  profession. 

But  even  where  the  codes  exist  both  the 
medical  profession  and  the  press  should  be 
able  to  accept  constructive  criticism.  Neither 
is  perfect.  And  sincerely  expressed  criticism 
often  can  be  helpful  to  both. 

Reprinted  from  A.M.A.  News. 


Getting  the  Most 
Out  Of  Your 
Life  Insurance  Dollars 


By  C.  C.  Nash 
New  York,  New  York 


The  dollars  that  go  into  life  insurance 
premiums  are  of  vital  importance  for  two 
reasons:  First,  they  represent  a sizable  block 
out  of  your  current  budget,  year  after  year, 
and  you  want  them  to  be  used  at  maximum 
effectiveness;  second,  they  are  buying  a large 
part  of  your  future  security,  both  for  yourself 
and  your  family. 

Thus  you  want  to  make  certain  from  the 
very  beginning  that  those  life  insurance  dol- 
lars are  most  economically  and  most  effec- 
tively invested.  And  quite  obviously  this 
calls  for  carefully  planned  purchase  and 
maintenance  of  your  policies. 

A generation  ago,  the  more  common  prac- 
tice was  to  buy  a “chunk”  of  life  insurance; 
and  if  it  totaled  $10,000  or  $15,000,  that  seemed 
to  be  substantial  and  adequate.  Since  then, 
however,  several  changes  have  taken  place  in 
family  financial  planning.  It  has  been  dis- 
covered that  future  needs  can  be  quite  clearly 
predicted  and  these  needs  can  be  met  quite 
effectively  through  planning.  The  life  in- 
surance policy  is  now  regarded  as  a benefit 
package,  not  just  a sum  of  money.  It  may 
mean  a life  income  for  one  or  for  several — 
or  a fixed  income  for  a period  of  years — or 


any  one  of  a long  list  of  different  plans. 

This  proces  of  arranging  family  security, 
which  has  come  to  be  known  as  “estate 
planning,”  is  of  particular  interest  to  medical 
students,  as  they  are  moving  into  the  profes- 
sion which  is  making  the  greatest  use  of 
such  planning. 

Estate  planning  is  much  more  comprehen- 
sive than  it  was  a generation  ago.  Today,  it 
includes  anything  in  the  area  of  family  fi- 
nancial security,  provided  it  is  set  up  as  a 
planned  program  for  future  security.  It  may 
involve  a total  “estate”  of  $5,000  or  $10,000 — 
or  it  may  involve  hundreds  of  thousands  or 
even  millions  of  dollars  worth  of  value. 
Whatever  the  amount,  it  should  be  estab- 
lished with  a full  awareness  of  most  effective 
future  use  and  most  economical  present  cost. 

A large  proportion  of  doctors  is  going  to 
be  in  the  upper  small  percentage  of  large 
“estate”  owners.  In  fact,  they  are  going  to 
have  sizable  estates  very  soon  after  setting 
up  practice. 

If,  as  has  been  said,  the  typical  doctor  is  at 
full  lifetime  income  level  within  10  years  of 
leaving  school,  that  means  he  will  by  then 
probably  have  an  estate  of  better  than  av- 
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erage  proportions — probably  a valuable  of- 
fice-home in  the  $25,000  to  $50,000  category, 
possibly  between  $50,000  and  $100,000  of  life 
insurance,  very  likely,  a sizable  portfolio  of 
other  investments,  some  net  worth  in  his 
practice,  a fair  aggregate  of  personal  prop- 
erty. In  sum  total,  this  is  very  apt  to  add 
up  to  $100,000  or  $125,000  as  a gross  estate, 
with  $5,000  to  $10,000  being  added  yearly. 
And  clearly  that  is  an  amount  which,  as  any- 
one can  realize,  should  be  well  planned  if  it 
is  to  be  maintained  at  full  value. 

This  “estate”  package,  however,  rarely 
comes  into  existence  at  a single  moment.  It 
is  something  built  up  over  the  years,  be- 
ginning with  student  days  and  stepping  up 
with  special  emphasis  at  the  times  of  major 
change  in  responsibility — marriage,  parent- 
hood, property  ownership,  debt  involvement, 
child  education,  income  advancement,  in- 
creased tax  potential,  and,  eventually,  retire- 
ment. Quite  evidently,  each  unit  added  to 
the  estate  should  be  added  at  maximum  ef- 
fectiveness and  economy,  if  the  eventual 
estate  is  to  attain  the  best  possible  value. 

This  raises  the  question,  “When  do  you 
start  to  plan  your  estate?”  The  answer  is 
obvious,  “When  you  make  your  first  savings 
or  buy  your  first  life  insurance  policy.” 

In  this  beginning  stage,  of  course,  it  is  not 
essential  to  call  upon  the  “team”  services 
you  will  eventually  need  to  build  and  main- 
tain your  estate — lawyer,  banker,  accountant, 
and  life  underwriter.  But  it  is  essential  that 
each  and  every  item  acquired  be  purchased 
with  a view  to  fitting  most  efficiently  into 
your  future  more  ample  plan. 

The  medical  student’s  policy  bought 
through  his  association,  for  instance,  is 
planned  as  a valuable  part  of  the  future  doc- 
tor’s program.  It  is  a low-cost  term  insurance 
policy  which  converts  to  a permanent  policy 
at  the  post-training  point  of  increased  respon- 
sibility. It  carries  minimum  cost  during  the 
days  of  student  expense,  a period  that  possi- 
bly includes  debt  involvement  and,  in  many 
cases,  even  the  responsibilities  that  come  with 
marriage.  But  it  is  not  just  temporary  low- 


cost  protection;  it  is  a guarantee  of  continu- 
ance on  a permanent  basis  later. 

Likewise,  every  other  dollar  expended  on 
security  and  protection  over  student  years, 
internship,  and  residency,  should  be  placed 
with  an  eye  to  future  use  in  the  total  plan. 

Every  student  should  try  to  capture  a gen- 
eral idea,  at  least,  of  some  of  these  future 
needs  and  uses  of  savings,  so  that  he  will 
have  them  as  background  for  current  ac- 
quisitions and,  what  is  equally  important, 
know  when  to  amplify  the  plan. 

Some  students,  especially  those  who  are 
already  married  and  have  started  their  life- 
time responsibilities,  have  their  life  insurance 
agent  draw  up  a two  or  three  stage  plan,  to 
set  as  a goal  for  future  adoption  as  income 
permits,  and  then  check  off  the  beginning 
items  as  they  acquire  them. 

Much  more  of  this  eventual  program  can 
be  put  into  effect  at  once  than  many  realize, 
through  the  aid  of  term  insurance  plans  and 
special  coverage  insurance  plans.  Many  stu- 
dents thus  have  an  “estate”  of  $20,000  or  $25,- 
000  or  even  more — something  their  fathers 
would  scarcely  have  considered  possible. 
Many  interns  or  residents  have  “estates”  of 
$30,000  to  $40,000  through  these  plans. 

Fundamentals  In  Insurance  Buying 

Perhaps  it  would  be  of  interest  to  quickly 
run  through  some  of  the  fundamentals  you 
are  going  to  want  to  know  eventually,  in 
shaping  your  “planned  estate.” 

First,  of  course,  would  be  some  provisions 
for  paying  off  all  outstanding  bills  and  debts. 
This  would  include  college  loans,  household 
bills,  and  unpaid  taxes.  This  item  will  vary 
from  year  to  year  and  the  program  should  be 
adjusted  accordingly.  The  college  loan,  if 
you  have  one,  would  reduce  rapidly,  but  as 
it  is  reduced,  you  would  undoubtedly  have 
increasing  needs  in  other  channels  to  absorb 
what  is  relieved  by  loan  repayment. 

Next,  if  you  own  a home,  as  you  very  likely 
will  as  soon  as  you  set  up  practice,  you  will 
want  to  provide  for  payment  of  the  mortgage 
in  case  of  death  unless,  by  pre-arrangement, 
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the  family  has  decided  it  does  not  want  to 
continue  in  the  home.  In  the  latter  case,  you 
would  probably  want  to  provide  for  interest, 
amortization  and  taxes  for  a period  sufficient 
to  allow  leisurely  sale  of  the  property.  Other- 
wise a loss  might  have  to  be  taken. 

Closely  tied  to  this,  and  actually  a “first” 
in  the  plan,  would  be  provision  for  temporary 
continuance  of  family  income  at  full  level, 
to  permit  adjustment  to  the  new  program — 
possibly  a one  or  two-year  income  extension. 

Continuance  of  some  family  income  into 
the  longer  future  would  be  wanted,  the 
amount  depending  on  family  size,  standard 
of  living  and  available  resources.  This  is 
an  item  that  can  be  determined  only  by  the 
individuals — and  it  is  one  that  will  undoubt- 
edly fluctuate  materially  over  the  years.  It 
may  be  one  thing  if  there  are  no  children 
and  quite  another,  if  there  are  children.  In 
the  latter  case  it  would  very  likely  call  for 
sufficient  income  to  keep  the  family  together, 
with  the  mother  free  to  care  for  them,  until 
they  are  all  through  the  planned  schooling. 
Even  this  latter  item  will  vary  widely,  ac- 
cording to  family  status  and  your  degree  of 
advancement  in  your  whole  program. 

If  college  is  a determined  objective  for  the 
children,  (and  a fair  percentage  of  doctors’ 
children  follow  in  the  father’s  path,  with 
added  school  requirements)  special  provision 
for  these  college  funds  will  be  made. 

Income  for  the  wife,  after  the  children  are 
through  school,  possibly  for  her  remaining 
lifetime,  is  a further  consideration.  Unless 
you  go  into  industrial  medicine,  under  pres- 
ent procedures,  you  are  going  to  be  her  only 
source  of  life  income.  She  will  not  have 
Social  Security  or  pension  benefits  unless 
you  are  under  some  organizational  payroll. 

Your  own  retirement  income  is  an  essential 
item  to  consider  as  you  amplify  your  plan. 
A high  percentage  of  doctors  are  living  and 
practicing  in  their  70s,  but  at  the  same  time, 
a high  percentage  is  forced  into  retirement 
by  health — and  even  more  may  want  to  retire 
even  though  in  good  health.  Not  long  ago 
one  medical  school  class,  all  past  65,  reported 


7 per  cent  disabled.  They  badly  needed  a re- 
tirement income. 

A need  of  growing  proportions,  as  your 
estate  grows,  will  be  provision  for  meeting 
taxes  and  other  costs  involved  in  settling  an 
estate.  The  shrinkage  in  estates  from  taxes, 
debts,  legal,  and  administrative  expenses  will 
more  than  likely  be  at  least  20  per  cent  and 
may  run  as  high  as  50  per  cent  unless  careful 
planning  is  done. 

A good  many  of  these  items  may  sound  re- 
mote in  the  minds  of  some  medical  students 
or  practicing  physicians.  But  it  should  be 
remembered  that  these  items  are  going  to 
demand  your  attention  in  the  not-too-far  dis- 
tant future,  and  how  you  plan  for  them  will 
have  much  to  do  with  their  future  value  and 
your  eventual  economy. 

For  instance,  it  is  important,  when  buying 
each  new  life  insurance  policy,  that  you  con- 
sider not  only  the  immediate  use,  the  current 
need  for  which  you  are  buying,  but  also  its 
next-step  use,  as  you  amplify  your  plan.  By 
way  of  illustration,  your  second  policy,  the 
one  bought  next  after  your  student  policy, 
should  be  purchased  with  a thought  to  a 
probable  family  protection  need  in  the  near 
future.  If  you  are  not  yet  married,  you  might 
think  this  was  a time  to  start  building  for 
the  eventual  retirement  with  a “Retirement 
Income  Policy.”  But  you  should  consider  the 
likelihood  that  you  will  be  married  soon  and 
such  a policy  is  an  expensive  coverage  for 
family  protection.  Much  more  for  your 
money  can  be  set  up  at  this  point  through  a 
Straight  Life  Policy,  to  which  a special  Fami- 
ly Income  rider  can  be  added  as  soon  as  the 
family  need  arises. 

Similarly,  through  your  step-up  into  full 
practice  and  full  family  responsibility  you 
should  work  closely  with  your  life  insurance 
agent,  to  make  certain  your  insurance  dollars 
are  most  effectively  directed.  If  you  are 
moving  into  residency,  for  instance,  married 
and  soon  to  be  a father,  a payment  of  about 
3 per  cent  of  income  could  buy  a Family  In- 
come Policy  to  provide,  in  case  of  death, 
about  $80  monthly,  until  20  years  from  now, 
with  $8,000  of  cash  payment  at  the  end  of  the 
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period — compared  with  a single  payment  of 
$3,500  to  $4,500  under  a Retirement  Income 
Policy.  Of  course,  at  age  65,  the  Family  In- 
come Policy  would  have  only  about  $4,400 
cash  value  in  it,  while  the  Retirement  Income 
Policy  would  have  from  $6,500  to  $7,500  in  it. 
But  the  Family  Income  Policy  is  the  economi- 
cal plan  for  family  needs. 

Mortgage  Insurance 

Another  example  of  economy  buying  can 
often  be  found  in  connection  with  mortgage 
life  insurance  if  you  own  a home.  If  this  is 
a stated-term  mortgage,  as  it  usually  is,  the 
most  inexpensive  insurance  to  guarantee 
mortgage  repayment  in  full  at  death  would 
be  a term  policy  for  the  number  of  years  of 
the  mortgage  term,  reducing  in  amount  as 
the  mortgage  does.  Often  this  is  done  at 
maximum  economy  by  having  it  as  a de- 
creasing term  rider  on  a permanent  policy 
designated  for  some  other  family  need.  This 
could  be  provided  at  an  annual  premium  at 
age  30  for  a 15-year  $15,000  mortgage  rider 
of  $60  (less  than  14  of  1 per  cent  of  the  face 
of  the  mortgage)  whereas  a straight  life  pol- 
icy for  the  purpose  would  carry  an  annual 
premium  of  about  $275. 

In  any  planning,  an  important  considera- 
tion is  always  the  conversion  of  any  term  in- 
surance that  can  be  converted  just  as  soon  as 
possible — as  soon  as  you  feel  the  increased 
premium  would  be  possible  of  absorption  into 
your  budget.  (The  decreasing  term  mort- 
gage rider  would  not  be  convertible,  but  your 
student  policy  and  most  other  starting  term 
plans  would  be.)  This  will  have  an  import- 
ant bearing  on  your  future  premium  outlay. 
How  important  may  be  illustrated  by  the 
Family  Income  plan  bought  at  age  30.  The 
policy  mentioned,  providing  $80  monthly  in- 
come and  $8,000  later  cash,  would  cost  in  the 
neighborhood  of  $150  yearly  until  age  48  and 
then  about  $120  yearly.  If  you  waited  until 
age  40  to  buy  this  same  policy,  the  yearly 
cost  would  be  nearly  $250  until  age  58  and 
then  about  $175 — or  $55  more  per  year  than 
the  earlier  purchased  policy.  Just  the  differ- 
ence in  cost  on  the  permanent  part  of  the 
policy  would  represent,  at  average  life  ex- 


pectancy, a total  cost  difference  of  some 

$2,000. 

This  is  a clear  illustration  of  how  import- 
ant it  is  to  buy  all  of  your  insurance  as  early 
in  life  as  you  can.  The  cost  differential  is 
large  and  accelerates  as  the  age  advances.  If 
the  doctor’s  total  insurance  is  one  day  going 
to  be  in  excess  of  $100,000,  this  points  to  a 
saving  of  several  thousands  annually  through 
early  purchase — not  to  mention  the  value  of 
full  protection  established  at  the  earliest 
possible  time. 

Other  economies  can  be  effected  in  the 
early  planning.  For  instance,  annual  pre- 
miums cost  less  than  quarterly  or  monthly. 
You  can  save  some  money  by  getting  as  much 
as  possible  of  your  insurance  on  an  annual 
premium  basis.  Often,  if  you  want  to  spread 
the  payments  over  the  year  and  still  have 
your  insurance  on  the  annual  premium  basis, 
you  can  schedule  the  anniversary  dates  of 
various  policies  to  fall  evenly  over  the  year. 
Thus  four  $5,000  policies  could  give  the  equiv- 
alent of  a quarterly  premium  on  a $20,000 
policy.  Twelve  $10,000  policies  (if  your 
eventual  plan  is  to  be  $120,000)  could  give 
the  equivalent  of  a monthly  premium  on  the 
total  package — at  the  annual  rate. 

It  is  also  helpful  to  watch  your  purchases 
today  as  to  unit  amount,  as  many  companies 
offer  premium  reduction  as  policy  size  steps 
up.  The  sizes  qualifying  vary,  sometimes 
$2,500,  sometimes  $5,000  or  $10,000.  It  might 
be  that  a slight  increase  in  policy  size  would 
give  a premium  reduction  of  considerable 
value. 

Loan  Repayment 

It  would  be  advisable  at  all  times  to  keep 
a constant  check  on  your  policies  and  make 
certain  that  unnecessary  additional  costs  are 
not  included.  For  instance,  you  may  have 
made  a policy  loan  at  some  time  and  because 
of  the  liberal  nature  of  this  loan  requiring 
no  repayment  prior  to  death,  you  may  be 
carrying  an  interest  charge  as  a part  of  the 
annual  premium  billing.  Even  though  you  do 
not  have  to  repay  this  loan,  it  may  be  desir- 
able to  do  so  as  soon  as  possible — and  not 
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only  to  eliminate  the  interest  charge  but  also 
to  eliminate  this  item  which  stands  as  a re- 
duction in  your  planned  protection.  The  loan 
has  to  be  paid  in  the  event  of  death  and  will 
be  deducted  from  the  payment  for  the  desig- 
nated need. 

One  of  the  little  details  that  can  loom  as 
important,  for  those  married,  is  the  question 
of  how  benefits  will  be  paid  in  the  event 
both  husband  and  wife  die  as  the  result  of 
the  same  accident — something  that  is  oc- 
curring with  increasing  frequency  today 
with  motor  vehicle,  aviation,  and  other  travel 
so  commonly  a family  business.  A recent 
check  showed  a sizable  percentage  of  the 
highway  toll  on  a single  holiday  week-end 
represented  these  husband-wife  deaths.  Many 
policies  now  provide  for  this,  but  those  that 
do  not  should  have  a “common  disaster” 
clause  written  in,  to  make  certain  the  policy 
proceeds  will  go  directly  and  most  economi- 
cally to  those  for  whom  they  are  intended. 
This  clause  costs  nothing,  but  it  may  save 
your  eventual  beneficiaries  much  cost  and 
confusion. 

For  anyone  who  has  started  to  accumulate 
any  estate  values,  a will  is  a “must.”  As  the 
estate  grows,  it  becomes  more  and  more 
necessary.  This,  of  course,  is  not  in  the 
province  of  the  life  insurance  agent,  but  he 
knows  that  anyone  with  any  disposable 
wealth  should  have  one.  In  fact,  in  many  of 
the  more  complicated  estate  plans,  the  agent 
is  going  to  work  closely  with  the  lawyer- 
banker-accountant  team  in  linking  together 
the  will  and  the  whole  estate  program.  Many 
life  insurance  trusts  are  set  up  today  with 
what  is  called  a “pour-over  will,”  directing 
all  or  part  of  an  estate  to  be  added  to  an 
existing  trust  fund,  the  terms  of  which  were 
not  reiterated  in  the  will  itself.  The  first 
will  should  be  established  early,  however,  and 
every  time  the  estate  plans  change,  the  will 
should  be  checked  to  see  if  it,  too,  needs 
changing. 

Mobility  of  family  is  something  else  to 
watch  closely  as  your  plans  advance.  While 
the  doctor,  once  settled  in  practice,  is  not 
apt  to  be  as  nomadic  as  many  others  during 


his  practicing  years,  he  will  probably  move 
about  in  his  preparatory  years  and  then  pos- 
sibly again  in  later  life.  Any  change  of 
residence  to  another  state  calls  for  careful 
recheck  of  your  whole  program,  for  many 
items  can  change.  Tax  provisions  differ  from 
state  to  state.  Even  the  will,  properly  drawn 
in  one  state,  may  require  altering  in  another. 
The  whole  structure  of  the  estate  may  be 
changed. 

As  the  plan  advances,  there  will  be  more 
and  more  opportunities  for  economy  through 
differing  arrangement  of  policy  provisions 
and  inter-related  units  of  the  plan.  Proper 
use  of  the  marital  deduction  may  make  a 
difference  of  as  much  as  $60,000  in  a $200,000 
estate — which  would  be  a normal  total  estate 
of  a well-established  doctor,  including  an  av- 
erage $100,000  of  life  insurance.  Gift  tax  uses 
can  do  much  to  rearrange  portions  of  an 
estate.  Some  economies  can  be  effected  to- 
day, under  current  regulations,  by  arranging 
to  transfer  all  equities  in  certain  policies  to 
the  wife,  thus  eliminating  the  proceeds  of 
those  policies  from  estate  tax.  But  these 
and  the  many  other  considerations  that  relate 
to  larger  estates  are  matters  that  call  for  the 
estate  planning  “team.”  There  are  no  general 
rules  for  such  matters  and  each  case  has  to 
be  custom-built.  The  student,  intern,  and 
resident  rarely  needs  to  consider  such  mat- 
ters— but  it  is  well  to  know  what  this  is  all 
about. 

There  is  one  other  element  in  the  plan  that 
should  be  thought  of  early,  however,  and  that 
is  the  planning  for  retirement.  This  will  not 
be  included  in  specific  life  insurance  plans 
until  the  program  is  well  under  way,  but  it 
is  well  to  know  as  you  move  along  that  every 
policy  you  have  may  be  fitting  into  this  re- 
tirement plan  eventually.  Comes  the  day 
of  possible  retirement,  if  your  life-time  pro- 
tection needs  have  largely  outrun  their  ur- 
gency, you  may  want  to  use  the  cash  values 
of  many  of  your  policies  to  help  establish  an 

annuity  for  yourself  or  a joint  and  survivor 
annuity  for  yourself  and  wife.  Most  straight 
life  policies  carry  an  age  65  cash  value  of 
from  $550  to  $600  per  $1,000  face  amount  of 
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policy.  Thus  $50,000  worth  of  life  insurance 
might  have  a cash  value  of  nearly  $30,000 — 
which  would  be  enough  to  provide  a straight 
annuity  income  for  you  of  perhaps  $200 
monthly  or  a joint  and  survivor  annuity  of 
about  $130  monthly. 

Insurance  For  Investment  Purposes 

This,  of  course,  raises  the  whole  question 
of  using  life  insurance  for  such  investment 
purposes,  as  contrasted  with  securities  or 
other  investments.  It  is  well  for  even  the  be- 
ginner in  estate  building  to  keep  in  mind 
that,  because  of  tax  differences,  the  accumu- 
lation of  funds  through  life  insurance  turns 
out  to  have  a good  “yield  rate.”  A recent 
analysis  showed  that  a 30-year-old  person  in 
the  $25,000  taxable  income  category  would, 
if  single,  have  to  earn  4.73  per  cent  on  any 
other  investment  to  provide  the  same  cash  at 
65  that  his  life  policy  will  produce — if  mar- 
ried, the  other  investment  would  have  to  earn 
3.40  per  cent.  If  he  is  in  the  $50,000  income 
group,  the  earning  equivalent  would  be  7.76 
per  cent  if  single;  4.73  per  cent  if  married. 
In  other  words,  he  not  only  has  a vital  family 
security  program  in  his  life  insurance,  but 
also  a good  yielding  investment  for  his  re- 
tirement needs. 

Of  course,  as  the  doctor’s  plans  advance  to 
the  point  of  developing  a complete  retire- 
ment program,  he  will  probably  define  clear- 
ly the  portions  of  his  insurance  to  be  held  for 
post-retirement  protection  and  the  portions  to 
be  used  towards  retirement  income — possibly 
add  some  Retirement  Income  policies  to 
round  out  the  plan  with  a minimum  of  in- 
vestment complications. 

At  every  stage  in  the  program,  two  things 
are  essential  to  maintain  full  estate  value  at 
all  times:  First,  a constant  integration  of  all 
elements  in  his  estate,  insurance,  invest- 
ments, real  estate,  and  all  other  items  of 
value;  and,  second,  a repeated  check  and  re- 
check, to  make  certain  the  estate  is  at  all 
times  current.  This  recheck  will  be  made  on 
every  occasion  of  important  change  in  either 
responsibilities,  needs,  or  resources — and  at 
any  rate  probably  every  year  or  at  least  every 


second  year.  This  should  be  done  regularly, 
whether  anything  seems  changed  or  not,  for 
changes  often  come  about  without  aware- 
ness, changes  that  can  affect  estate  values 
or  program  costs. 

This  is  the  over-all  picture  that  should  be 
kept  in  mind  by  everyone  starting  out  on  a 
family  financial  security  program.  It  is 
largely  a matter  of  subconscious  awareness 
at  the  beginning.  But  it  will  be  of  genuine 
value  one  day  and  gradually  be  called  into 
full  effect  as  the  program  grows.  The  medi- 
cal student,  already  started  on  his  program 
through  his  student  policy,  will  profit  by 
storing  such  a picture  in  his  mind  to  guide 
his  growing  program  over  the  years. 

Reprinted  from  The  New  Physician. 

Cancer  Society  Launches 
Drive  This  Month 

The  Alabama  Division  of  the  American 
Cancer  Society  is  conducting  its  annual  fund 
raising  campaign  this  month,  according  to  a 
recent  announcement  by  Dr.  W.  D.  Anderson 
of  Tuscaloosa. 

The  president  of  the  Alabama  Division 
said  that  during  any  fund  raising  campaign, 
the  question  of  how  contributions  are  dis- 
bursed is  one  asked  by  many  fellow  physi- 
cians. 

Sixty  per  cent  of  the  funds  collected  by 
Alabama  volunteer  workers  will  be  allocated 
to  the  local  division  for  research,  education 
and  service  programs,  he  explained.  Twenty- 
five  per  cent  will  go  for  national  research 
programs,  part  of  which  will  be  returned  to 
Alabama  through  research  grants. 

Since  1945,  the  American  Cancer  Society 
has  spent  more  than  a millon  dollars  on  re- 
search in  the  state,  including  studies  at  the 
Medical  College  of  Alabama,  Southern  Re- 
search Institute  in  Birmingham,  and  Auburn 
University.  Findings  of  value  have  been 
realized  from  these  studies,  he  said. 

In  the  field  of  scientific  research,  Dr.  An- 
derson said  great  progress  has  been  made  in 
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the  direction  of  controlling  cancer.  In  1945, 
the  American  Cancer  Society  began  an  all- 
out  effort  in  this  field,  and  the  work  has  been 
fruitful.  As  a result  of  scientific  findings  in 
recent  years,  many  more  cancer  victims  are 
being  saved  today  than  ever  before.  Through 
the  known  techniques  of  using  X-Ray,  radium 
and  surgery,  most  early  cancer  is  curable; 
and  even  in  those  cases  for  which  no  cure  is 
known,  science  has  found  ways  of  prolonging 
life. 

In  the  field  of  education,  Dr.  Anderson 
pointed  out  that  the  American  Cancer  Society 
recognizes  first  that  ignorance  is  cancer’s 
most  powerful  ally.  Education  is  its  greatest 
enemy.  Out  of  every  three  persons  who  die 
of  cancer,  at  least  one  could  be  saved  by 
present  medical  knowledge.  He  or  she  dies 
needlessly  and  could  be  saved  by  early  diag- 
nosis and  treatment. 

The  American  Cancer  Society  strives  con- 
tinually to  help  doctors  keep  abreast  of  new 
developments  through  medical  seminars  and 
professional  literature. 

The  public  education  fight  against  cancer 
is  waged  through  newspapers,  radio  and  tele- 
vision publicity,  films,  booklets,  posters  and 
other  means. 

Another  aspect  of  the  American  Cancer  So- 
ciety’s program,  that  of  service,  is  designed 
to  help  medically  indigent  persons  who  are 
already  afflicted  by  the  disease. 

Through  its  service  program,  the  Society 
seeks  to  help  these  patients  to  the  extent 
permitted  by  its  financial  resources.  Actual- 
ly, he  said,  the  treatment  of  medically  in- 
digent cancer  patients  in  Alabama  is  under 
the  supervision  of  the  State  Health  Depart- 
ment as  prescribed  by  law.  The  law,  Dr. 
Anderson  explained,  does  not  include  trans- 
portation cost;  therefore,  the  Alabama  Di- 
vision of  the  Society  defrays  transportation 
cost  for  indigent  patients  to  state-supported 
clinics  when  no  other  means  are  available. 

The  Alabama  Division  also  supplies  band- 
ages and  dressings  and  palliative  medicines 
to  medically  indigent  patients.  Requests  for 
assistance  of  any  type  provided  by  the  Ala- 


bama Division  should  be  made  by  a physician. 
Some  questions  and  answers  on  the  proced- 
ure for  obtaining  aid  for  these  patients  are: 

Who  is  eligible  for  cancer  treatment  with- 
out charge? 

Only  cancer  patients  who  are  medically  in- 
digent. A patient  must  be  unable  to  defray 
the  cost  of  treatment  while  paying  for  neces- 
sities of  life. 

Who  determines  whether  a patient  is  medi- 
cally indigent? 

This  is  done  by  the  County  Department  of 
Pensions  and  Security  in  the  patient’s  county. 

What  facilities  are  available  for  treating 
indigent  patients? 

Medically  indigent  cancer  patients  can  re- 
ceive treatment  at  any  one  of  the  six  clinics 
in  the  state. 

What  is  the  procedure  for  obtaining  treat- 
ment at  a clinic? 

1.  The  patient  advises  his  doctor  that  he  is 
unable  to  pay  for  the  required  treatment. 

2.  The  doctor  fills  out  an  application  for 
aid.  Forms  are  available  from  county  health 
departments. 

3.  The  forms  should  be  forwarded  to  the 
Department  of  Pensions  and  Security  in  the 
county  where  the  patient  resides. 

4.  The  Department  of  Pensions  and  Securi- 
ty investigates  the  patient’s  claim  of  medical 
indigency.  If  the  claim  is  sustained,  the  pa- 
tient’s application  for  aid  is  sent  to  the  local 
county  health  department  and  is  forwarded 
to  the  State  Health  Department  for  process- 
ing by  the  cancer  division. 

5.  If  approved  for  treatment,  the  patient 
is  notified  and  instructed  as  to  when  and 
where  to  report. 

Who  pays  for  the  patient’s  transportation 
to  clinic? 

The  patient  is  expected  to  provide  his  own 
transportation  if  possible.  If  he  is  unable 
to  do  so,  the  Alabama  Division  will  pay  the 
equivalent  of  the  patient’s  bus  fare  to  and 
from  the  clinic  as  long  as  treatment  is  pre- 
scribed by  the  clinic.  Applications  for  trans- 
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portation  aid  should  be  submitted  to  the 
County  Education  Chairman  of  the  ACS  in 
the  patient’s  county. 

Is  help  given  to  incurable  patients? 

Medical  decisions  regarding  a patient’s 
treatment  are  made  only  by  the  patient's 
physician  and  state  clinic  staff  members.  If 
palliative  or  pain-relieving  drugs  are  pre- 
scribed for  indigent  patients,  ACS  will  pay  up 
to  $1.00  a day  for  such  medicine.  Applica- 
tions for  palliative  medicine  should  be  made 
by  the  physician  on  an  official  ACS  form. 
These  forms  are  obtainable  from  the  state 
division  office,  2029  Warrior  Road,  Birming- 
ham 3,  Alabama. 


Recreation  Spending  Tops 

Health 

Americans  are  spending  twice  as  much 
money  for  recreation,  alcoholic  beverages  and 
tobacco  as  they  are  for  medical  care,  the 
Health  Insurance  Institute  recently  an- 
nounced. Two  out  of  every  18  dollars  the 
public  spends  for  its  personal  needs  goes  for 
recreation,  alcohol  or  tobacco  compared  to 
an  expenditure  for  medical  care  of  one  out 
of  every  18  dollars,  said  the  Institute. 

According  to  data  based  on  1958  figures  and 
released  by  the  U.  S.  Department  of  Com- 
merce, Americans  spent  $293  billion  on  their 
personal  needs. 

Some  $17  billion  of  this  sum,  or  5.8  per  cent, 
was  spent  for  recreation  while  $9.2  billion 
(3.1  per  cent)  went  for  alcohol  and  $6.3  billion 
(2.1  per  cent)  was  used  to  purchase  tobacco 
products,  for  a total  of  $32.5  billion,  or  11 
per  cent  of  total  personal  consumption  ex- 
penditures. 

In  comparison,  $16.4  billion  (5.6  per  cent) 
was  spent  on  medical  care,  stated  the  Insti- 
tute. Other  public  expenditures  in  1958  in- 
cluded $67  billion  for  food,  $38  billion  for 
housing,  nearly  $34  billion  for  transportation, 
$32  billion  for  clothing,  accessories  and  jewel- 
ry, almost  $4  billion  for  religious  and  welfare 


activities,  and  $3.4  billion  for  education  and 
research. 

The  distribution  of  each  dollar  spent  for 
medical  care  changed  sharply  in  the  period 
from  1938  to  1958,  said  the  Institute. 

In  1958,  physicians  and  dentists  received  a 
smaller  share  of  the  medical  care  dollar  than 
they  did  in  1938;  while  hospitals,  medicines 
and  appliances  received  a larger  share. 

Doctors  Drop 

From  each  dollar  of  the  $2.7  billion  spent 
for  medical  care  in  1938,  physicians  received 

30  cents;  but  by  1958  doctors  were  getting  26 
cents  out  of  each  dollar. 

An  even  sharper  drop  in  distribution  of 
the  medical  care  dollar  was  experienced  by 
dentists,  whose  share  of  15  cents  on  the  dol- 
lar was  reduced  to  10  cents. 

The  slack  was  taken  up  by  hospitals,  medi- 
cines and  appliances,  declared  the  Institute. 
Twenty-two  cents  out  of  every  medical  care 
dollar  spent  in  1938  was  for  hospital  services; 
but  by  1958,  this  slice  of  the  dollar  was  up  to 

31  cents.  Hospitals  attribute  this  rise  to  the 
expansion  of  hospital  services  and  their  great- 
er utilization  which  has  increased  the  num- 
ber and  variety  of  skilled  personnel  required. 

The  rise  was  less  dramatic  in  medicines 
and  appliances,  which  climbed  from  26  cents 
to  27  cents. 

The  amount  spent  for  all  other  medical 
needs,  which  include  other  professional  ser- 
vices and  nursing  home  care,  dropped  from 
seven  cents  to  six  cents. 
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Blue  Cross  Has  Record  Year 


Blue  Cross-Blue  Shield  of  Alabama’s  health 
benefit  payments  in  1959  amounted  to  $20,- 
619,561,  E.  H.  Singleton  reported  at  a recent 
meeting  of  the  board  of  trustees  in  Birming- 
ham. 

“This  total  payment  for  hospital  and  doctor 
care  needed  by  our  members  in  1959  is  the 
largest  amount  ever  paid  by  the  Alabama 
Plan  in  a single  year,”  he  said. 

The  payment,  over  $2  million  higher  than 
the  1958  figure,  was  attributed  to  several  fac- 
tors: 56%  of  Alabama’s  750,000  Blue  Cross 
members  are  now  protected  by  the  newer, 
more  comprehensive  coverage  introduced  by 
the  organization  over  the  past  year  or  so; 
Alabama  hospital  costs  of  furnishing  service 
rose  an  average  of  8%  in  1959;  and  increased 
public  confidence  in  the  use  of  hospital  and 
physician  services  for  its  health  needs. 

This  brings  to  $130.6  million  the  benefits 
furnished  by  the  Alabama  organization  since 
it  began  operations  in  1936.  The  high  benefit 
figure  was  coupled  with  a new  low  in  the 
percentage  of  dues  income  required  for  oper- 
ating expense.  Only  6.3%  was  used  for 
operation  during  1959. 

Clyde  L.  Sibley,  administrator  of  Birming- 
ham Baptist  Hospitals,  was  elected  to  a new 
position  as  chairman  of  the  board  of  direc- 
tors. Mr.  Sibley  has  served  on  the  board  of 
non-profit  Blue  Cross-Blue  Shield  of  Alabama 
for  the  past  twenty-four  years,  and  as  presi- 


dent since  1958.  He  recounted  the  early  days 
of  the  organization  as  it  was  first  created  by 
a special  enabling  act  of  the  State  Legislature, 
largely  through  the  efforts  of  the  Alabama 
Hospital  Association  and  other  community- 
spirited  Alabamians.  Growth  has  been  rapid, 
as  Alabama  Blue  Cross  membership  today 
exceeds  750,000  persons.  Through  1959,  over 
1,152,000  hospital  claims  and  1,261,000  medi- 
cal-surgical services  have  been  paid  for  health 
care  to  Alabamians. 

Four  new  directors  were  elected  at  the  an- 
nual meeting.  They  are  R.  C.  Barnes,  admin- 
istrator of  Eliza  Coffee  Memorial  Hospital, 
Florence;  Wood  S.  Herren,  M.  D.,  Birming- 
ham; William  B.  McGehee,  administrator  of 
Stabler  Hospital,  Greenville;  and  Thomas  W. 
Wright,  M.  D.,  Huntsville. 

Re-elected  for  a one-year  term  were  James 
H.  Couey,  Jr.;  J.  Fred  Shackelford;  Harvey 
Terrell;  Dr.  Leslie  L.  Wright,  Birmingham; 
Edward  S.  Perkins,  Anniston;  E.  B.  Fuller, 
Suttle. 

Other  members  of  the  board  of  directors 
are  E.  C.  Bramlett,  James  W.  Donald,  M.  D., 
Mobile;  J.  C.  Hamiter,  Gadsden;  D.  O.  Mc- 
Clusky,  Tuscaloosa;  and  Henry  G.  Hodo,  Jr., 
M.  D.,  Fayette.  The  eighteen  directors  of 
Blue  Cross-Blue  Shield  of  Alabama  represent 
the  general  public,  the  Alabama  Hospital  As- 
sociation and  the  Medical  Association  of  the 
the  State  of  Alabama  in  a policy-making  ca- 
pacity. All  directors  serve  without  pay. 
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PRESIDENT— Dr.  A.  I.  Cheno- 
weth  of  Birmingham  is  pictured 
above  chatting  informally  with 
guest  speaker  Dr.  William  F. 
Nickel,  Jr.,  associate  professor  of 
clinical  surgery,  Cornell  Univer- 
sity. 


POINT  CLEAR — Looking  over  the  program  of  the  ninth 
annual  scientific  meeting  of  the  Alabama  Chapter, 
_ American  College  of  Surgeons,  last  month  were  (left  to 
m right)  Dr.  Paul  Hawley  of  Chicago,  Director  of  the 
American  College,  and  Dr.  John  Donald  of  Mobile, 
chairman  of  arrangements  for  the  meeting. 


NEW  OFFICERS — The  Alabama  Chapter  of  the  American  College  of 
Surgeons  elected  (above,  left  to  right)  Dr.  John  Donald,  Mobile,  coun- 
cilman; Dr.  John  Davis,  Montgomery,  councilman;  Dr.  Emmett  Frazer, 
Mobile,  president;  Dr.  James  Collier,  Tuscaloosa,  president-elect  and 
Dr.  T.  Brannon  Hubbard,  Jr.,  secretary-treasurer. 

HIGHWAY  SAFETY— Participating  in  a panel  discussion  on  what  the 
surgeon  can  do  to  help  control  the  highway  carnage  in  America  were 
(left  to  right)  Dr.  David  G.  Vesely,  and  Dr.  Champ  Lyons,  Medical 
College  of  Alabama;  Dr.  Francis  Murphey,  University  of  Tennessee 
Medical  School.  Standing  are  Dr.  John  Davis  of  Montgomery  (left)  and 
Dr.  William  F.  Nickel,  Jr.,  Cornell  University. 


AROUND  THE  STATE 


MONTGOMERY  TRIO — Three  Montgomery  physicians  were 
elected  officers  of  the  Alabama  Academy  of  Ophthalmology  and 
Otolaryngology.  They  are  (left  to  right)  Dr.  John  Allen  Jones, 
president;  Dr.  Paul  Mertins,  vice  president;  Dr.  Karl  Benkwith, 
secretary-treasurer. 


EDDY  GILMORE — Veteran  Associated  Press  foreign  correspondent 
and  winner  of  the  1947  Pulitzer  Prize,  discussed  the  differences  be- 
tween Russia  and  Red  China  at  a joint  banquet  of  the  surgeons  and 
ophthalmologists. 


AGING — Two  of  the  fourteen  subcommittees  of  the  Governor’s 
Advisory  Committee  on  Aging  met  with  the  Joint  Council  To  Im- 
prove The  Health  of  the  Aged  recently  at  the  Chilton  County  Nurs- 
ing Home  in  Clanton. 
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Seventeen  outstanding  physicians 
will  speak  at  the  99th  annual 
session  of  the  Medical  Association 
of  the  State  of  Alabama.  Pictured 
on  the  next  page  are  (top  left 
group)  Dr.  John  E.  Moss,  intern- 
ist, Mobile;  Dr.  Frank  H.  Krusen, 
chairman  of  American  Medical 
Association’s  Committee  on  Re- 
habilitation; Dr.  Alvin  B.  Hayles, 
professor  of  pediatrics,  Mayo 
Clinic;  Dr.  Joe  Vincent  Meigs, 
clinical  professor  of  gynecology, 
Harvard  Medical  School;  Dr. 
Frank  Kay,  psychiatrist,  Birming- 
ham; (top  right  trio)  Dr.  F.  J.  L. 
Blassingame,  executive  vice  pres- 
ident, American  Medical  Associa- 
tion; Dr.  Garber  Galbraith,  sur- 
geon, Birmingham;  Dr.  T.  Bran- 
non Hubbard,  Jr.,  surgeon,  Mont- 
gomery; (middle  group)  Dr.  Rob- 
ert C.  Berson,  internist,  Birming- 
ham; Dr.  Neal  Owens,  professor  of 
clinical  surgery,  Tulane  Univer- 
sity School  of  Medicine;  Dr.  Or- 
ville W.  Clayton,  surgeon,  Bir- 
mingham; Dr.  Champ  Lyons, 
surgeon,  Birmingham;  Dr.  David 
S.  Carroll,  associate  professor  of 
radiology,  University  of  Tennes- 
see College  of  Medicine;  (lower 
left  group)  Dr.  W.  Nicholson 
Jones,  obstetrician-gynecologist, 
Birmingham;  Dr.  Robert  B. 
Greenblatt,  professor  of  endocri- 
nology, Medical  College  of  Geor- 
gia; Dr.  Earl  B.  Wert,  pathologist, 
Mobile  and  Dr.  Walter  B.  From- 
meyer,  Jr.,  internist,  Birmingham. 
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INTRACELLULAR  STRUCTURE— This  is  a 
mitochondria  from  a liver  cell,  as  seen  through  the 
electron  microscope.  Mitochondria — cytoplasmic 
structures  which  contain  the  enzymes  concerned 
with  the  release  of  energy  for  cell  function — can 
be  seen  only  as  tiny  dots  under  a light  microscope. 

One  of  the  important  tools  which  scientists 
at  the  Medical  Center  are  using  in  their  re- 
search work  is  the  electron  microscope — an 
achievement  of  modern  technology  which 
makes  visible  smaller  units  of  matter  than 
the  human  eye  has  ever  before  been  able  to 
observe  directly. 

This  instrument  was  installed  in  1954  un- 
der a National  Institutes  of  Health  grant  to 
assist  Dr.  J.  F.  A.  McManus,  professor  of 
pathology  and  chairman  of  the  department, 
in  kidney  studies  which  he  is  directing.  In 
addition  to  work  on  the  kidney,  our  electron 
microscope  has  been  used  in  studies  of  skin, 
nerve  fibers  in  the  parasympathetic  system, 
developing  teeth,  cell  fractions,  pituitary  cy- 
tology, and  hepatitis. 

Now  under  the  direction  of  Dr.  M.  W.  Hart- 
ley of  the  departments  of  anatomy  and  path- 
ology, the  fifth-floor  (Basic  Science  Build- 
ing) laboratory  is  equipped  with  a new 
ultramicrotome,  two  other  special  micro- 


THE ELECTRON  SCOPE— This  tremendously 
powerful  “eye”  allows  scientists  here  to  see  and 
photograph  the  internal  structure  of  cells.  The 
electron  microscope,  being  adjusted  by  Miss  Char- 
lotte Bebb  as  Dr.  Marshall  W.  Hartley  looks  on, 
can  even  make  visible  some  of  the  larger  single 
molecules. 

tomes  and  other  equipment  required  in  the 
preparation  of  specimens  for  electron  micros- 
copy as  well  as  the  $23,000  Philips  100  elec- 
tron microscope  with  a front-end  camera. 
There  is  also  a dark-room  complete  with  all 
the  apparatus  needed  to  make  good  prints  of 
negatives  taken  by  the  scope. 

Because  of  natural  properties  of  the 
streams  of  electrons  which  it  uses  to  make 
visible  the  specimen  being  examined,  this 
microscope  can  achieve  a much  higher  reso- 
lution than  that  obtainable  with  even  the 
best  light  microscope.  The  limit  of  resolu- 
tion— the  minimum  distance  between  two 
points  at  which  the  points  may  be  seen  as 
separate — determines  how  much  detail  in  a 
specimen  may  be  seen  once  it  has  been  mag- 
nified enough  so  that  it  becomes  visible  to 
the  human  eye.  This  important  characteristic 
depends  upon  wave  length — the  shorter  the 
wave  length  of  the  illuminating  source,  the 
greater  the  resolution  achieved.  Streams  of 
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electrons  have  a shorter  wave  length  than  do 
light  rays  used  in  light  microscopy,  giving 
the  microscope  which  employs  them  a pro- 
portionately greater  resolution. 

As  a brief  comparison:  the  resolution  of 

the  human  eye  is  1/10  of  a millimeter;  a good 
light  microscope  can  achieve  a resolution  of 
.2  of  a micron  (one  micron  equals  1/1000  of  a 
millimeter) ; the  theoretical  limit  of  the  elec- 
tron microscope’s  resolution  is  1/40  of  an 
angstrom  (one  angstrom  equals  1/10,000  of  a 
micron).  Thus  the  electron  microscope  the- 
oretically can  attain  a resolution  80,000  times 
better  than  that  of  the  best  light  microscope 
and  millions  of  times  better  than  that  of  the 
human  eye. 

At  present,  even  under  the  best  conditions, 
aberrations  in  the  magnetic  lenses,  variation 
in  current  and  voltage,  and  thickness  of  speci- 
mens limit  the  resolution  of  the  electron 
microscope  to  between  five  and  ten  ang- 
stroms. In  dealing  with  biological  prepara- 
tions, investigators  using  an  electron  micro- 
scope such  as  the  one  here  and  under  ordinary 
laboratory  conditions  are  working  with  reso- 
lutions ranging  for  15  to  50  angstroms.  Even 
at  this  range  of  resolution  the  electron  micro- 
scope can  give  a clear  view  of  macromole- 
cules such  as  large  protein  molecules  and  cer- 
tain viruses  which  can  never  be  seen  under 
a light  microscope. 

The  electron  microscope  can  also  give 
higher  magnification  than  does  the  light  mi- 
croscope. Our  scope  can  be  adjusted  to  a 
magnification  of  between  1000  and  100,000 
times  that  of  the  naked  eye.  Ordinarily  the 
light  microscope  gives  a maximum  magni- 
fication of  2000  times  that  of  the  eye. 

Dr.  Hartley  points  out  that  the  electron 
microscope  does  have  important  limitations. 
The  poor  penetrating  power  of  electrons 
limits  the  usefulness  of  the  scope  to  study 
of  very  thin  specimens  (about  1/40  of  a mi- 
cron). Then,  because  specimens  must  be  in 
a vacuum  when  viewed,  they  must  be  dry; 
and  therefore  the  electron  microscope  cannot 
be  used  to  study  living  tissue. 

Preparation  of  specimens  of  this  thickness 
is  a complicated  process.  After  the  tissues 
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are  fixed  and  embedded,  sections  are  cut  on 
the  microtome  with  a diamond  knife  or  the 
freshly  broken  edge  of  plate  glass.  They 
must  then  be  mounted  on  tiny  grids  covered 
with  a thin  plastic  membrane  on  which  a 
thin  layer  of  carbon  has  been  evaporated. 
This  membrane  supports  the  section  so  that 
it  can  withstand  the  electron  beam. 

Since  the  middle  of  last  year  100  different 
tissues  have  been  embedded  and  made  ready 
for  sectioning  and  studying.  Many  of  these 
have  already  been  studied  and  photographed 
with  special  high-resolution  film  used  in  the 
scope’s  cameras.  More  than  1000  negatives 
have  been  prepared,  and  hundreds  printed 
for  a permanent  record  of  tissue  studies. 

Dr.  Hartley  is  assisted  in  the  laboratory 
by  two  highly  trained  technicians,  Miss  Char- 
lotte Bebb  and  Mrs.  Martha  Jo  Harkey,  who 
prepare  specimens,  operate  the  microscope, 
and  carry  out  the  required  photographic  pro- 
cedures. Mrs.  Rebecca  Burt,  a newcomer  to 
the  laboratory,  is  presently  being  trained. 

Several  members  of  the  Medical  Center 
staff  are  collaborating  with  Dr.  Hartley  on 
research  projects  in  which  electron  micros- 
copy is  involved,  and  increasing  attention  is 
being  paid  to  training  graduate  students  in 
electron  microscopy  so  that  they  may  use 
the  scope  in  their  own  research  work. 


DR.  VOLKER  GRANTED  LEAVE  TO 
DIRECT  STUDY  FOR  ARIZONA 

Dr.  Joseph  F.  Volker  has  been  granted  a 
year’s  leave  of  absence  to  serve  as  director 
of  a medical  school  study  for  the  Board  of 
Regents  of  the  Universities  and  State  Col- 
leges of  Arizona. 

Dean  of  the  School  of  Dentistry  since  1948 
and  director  of  research  and  graduate  studies 
here  since  1955,  Dr.  Volker  will  begin  his 
new  assignment  on  July  1. 

Arizona  is  among  the  fastest-growing  sec- 
tions of  the  United  States,  according  to  popu- 
lation figures,  and  this  rapid  growth  presents 
ever-increasing  needs  for  development  of 
greater  health  services.  Dr.  Volker  said  the 
study  he  will  undertake  is  planned  to  de- 
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termine  how  the  state  can  best  meet  these 
needs. 

President  Frank  A.  Rose  said  in  announc- 
ing the  leave  that  Arizona’s  choice  of  Dr. 
Volker  for  this  work  is  a tribute  to  his  ex- 
cellent abilities  and  that  his  service  in  this 
capacity  will  bring  honor  and  recognition  to 
the  University. 

Known  throughout  the  nation  for  his  work 
in  the  fields  of  dentistry,  medical  research, 
and  graduate  studies,  Dr.  Volker  has  in  the 
past  carried  out  a number  of  special  academic 
assignments,  some  of  which  have  taken  him 
to  foreign  lands  for  study  and  teaching. 

Before  coming  to  the  Medical  Center,  Dr. 
Volker  was  dean  of  the  dental  school  at  Tufts 
University  in  Massachusetts.  He  is  a gradu- 
ate of  Indiana  University  (D.  D.  S.)  and  the 
University  of  Rochester  (A.  B.,  M.  S.,  Ph.  D.) . 


LIFE  VISITS  THE  CENTER 

A Life  Magazine  reporter  and  photographer 
visited  the  Medical  Center  in  February  to 
gather  information  and  pictures  on  Dr.  Wen- 
dell Taylor’s  orthodontics  research  project 
and  to  cover  the  National  Dental  Health 
Week  contest  sponsored  by  the  Birmingham 
District  Dental  Society. 

The  Life  reporter  learned  how  Dr.  Taylor 
is  comparing  cephalometric  measurements 
of  Southern  children  with  norms  for  the 
country  as  a whole  in  an  attempt  to  establish 
whether  or  not  there  is  a physiognomical  dif- 
ference peculiar  to  this  region. 

In  covering  the  third  annual  Smile  and 
Dental  Health  Poster  Contests — held  in  con- 
nection with  National  Dental  Health  Week — 
the  two  Life  representatives  interviewed  and 
photographed  Janice  Whisenhunt  and  Steve 
Hallman,  first-place  winners  in  the  Smile 
competition. 


NEW  $1.5  MILLION  HOUSING  PROJECT 
TO  BE  BUILT  THIS  SUMMER 

A $1.5  million  student-facility  housing 
project  will  be  built  at  the  Medical  Center 
this  summer. 

The  project  will  include  an  eight-story 
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This  sixty-two  unit  apartment  building  will  be 
constructed  this  summer  to  house  medical  students 
and  facility  families.  The  eight-story  building 
will  be  ready  for  occupancy  by  September  ’61. 

building  containing  62  apartments,  a court 
of  12  two-story  units,  and  a community  day 
nursery. 

The  project  will  be  financed  through  a loan 
of  $1,555,000  from  the  Community  Facilities 
Administration,  according  to  Dr.  Richard  T. 
Eastwood,  executive  director  of  University 
affairs  in  Birmingham. 

Dr.  Eastwood  said  there  will  be  62  two- 
bedroom  apartments.  These  will  all  be  lo- 
cated in  the  garden-type  court  units  along 
with  four  three-bedroom  apartments.  Four- 
teen efficiencies  and  48  one-bedroom  apart- 
ments are  planned  for  the  larger  building. 

All  units  should  be  ready  for  occupancy  by 
September  1961,  he  said. 


DR.  EDDLEMAN,  JR.  ELECTED  PRESIDENT 
OF  CLINICAL  RESEARCH  GROUP 

Dr.  E.  E.  Eddleman,  Jr.,  associate  professor 
of  medicine,  was  recently  elected  president 
of  the  Southern  Section  of  the  American  Fed- 
eration for  Clinical  Research  at  its  annual 
meeting  in  New  Orleans.  Dr.  Eddleman  has 
served  as  secretary-treasurer  of  the  section 
for  the  past  three  years. 


DR.  FINN  FIRST  VISITING  PROFESSOR 
TO  BRAZIL  UNDER  KELLOGG  PROGRAM 

First  visiting  professor  to  the  Brazilian  As- 
sociation of  Dental  Schools  under  a new  pro- 
gram this  summer  will  be  Dr.  Sidney  B.  Finn, 
professor  of  dentistry  here. 
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DR.  REYNOLDS  HONORED— Dr.  Earl  E.  Barth, 
newly  elected  president  of  the  American  College 
of  Radiology,  is  shown  congratulating  Dr.  Law- 
rence Reynolds  (left),  past  president  of  the  college, 
upon  receiving  the  college’s  gold  medal  for  his 
outstanding  contributions  to  the  college  . . . and 
the  profession  for  which  it  stands.  Dr.  Reynolds, 
donor  of  the  extensive  collection  of  historic  medi- 
cal books  and  documents  housed  in  the  Reynolds 
Library  at  the  Medical  Center,  is  a native  of  Ala- 
bama. 


Dr.  Finn,  who  is  head  of  pedodontics,  will 
be  in  Rio  de  Janeiro  for  six  weeks  beginning 
July  1. 

The  visiting  professorship  is  sponsored  by 
the  W.  K.  Kellogg  Foundation  of  Battle 
Creek,  Mich.,  in  cooperation  with  the  Bra- 
zilian Association  of  Dental  Education  to 
strengthen  dental  education  in  the  South 
American  country.  An  outstanding  dental 
educator  from  the  United  States  will  be  sent 
to  Brazil  annually. 


VA  TO  ADD  ANIMAL  LAB 

A $200,000  animal  research  laboratory  will 
be  added  to  the  Veterans  Administration 
Hospital  this  summer. 

The  new  laboratory  will  include  a cage 
area,  operating  rooms,  a radioisotope  lab, 
storage  space  and  offices. 

Equipment  for  the  new  unit  will  run  a little 
over  $50,000,  according  to  the  VA. 

Dr.  Buris  R.  Boshell,  assistant  professor  of 
medicine  in  the  Medical  College  and  clinical 
investigator  in  the  VA  Hospital’s  research 
department,  will  be  director  of  the  new  lab. 


STAFF  ACTIVITIES 

Dr.  Tinsley  R.  Harrison,  professor  of  medi- 
cine, attended  the  British-American  Council 
meeting  on  the  incidence  of  heart  disease  last 
month  in  London.  Dr.  Harrison  was  a dele- 
gate of  the  American  Committee  of  this  coun- 
cil which  was  sponsored  by  the  US  Public 
Health  Service. 

Dr.  Walter  B.  Frommeyer,  Jr.,  professor 
and  chairman  of  the  department  of  medicine, 
and  Dr.  William  J.  Hammack,  hematology 
division  of  the  department  of  medicine,  at- 
tended the  Cancer  Chemotherapy  meeting  in 
Bethesda,  Maryland,  last  month. 

Drs.  Ward  Pigman,  William  Hammack, 
Margaret  Henry  and  Mr.  Edgar  Gramling  at- 
tended a course  on  Arthritis  and  Related  Dis- 
orders recently  at  the  New  York  University 
Postgraduate  Medical  School. 

Dr.  S.  Richardson  Hill,  Jr.,  associate  profes- 
sor of  medicine,  participated  in  the  Third 
Oklahoma  Colloquy  on  Advances  in  Medi- 
cine at  Oklahoma  City  last  month.  Dr.  Hill 
spoke  on  “Adrenal  Cortical  Secretory  Activi- 
ty in  Rheumatic  Disease  States.” 

Dr.  Arthur  H.  Wuehrmann,  associate  dean 
of  the  School  of  Dentistry,  spoke  on  “Post- 
graduate and  Graduate  Curricula  in  Dental 
Radiology”  at  the  University  of  Illinois  Col- 
lege of  Dentistry’s  workshop  on  teaching  of 
radiology  in  dentistry  last  month. 


BLOOD  DRIVE  SUCCESSFUL 

University  Hospital  and  Hillman  Clinic 
employees  donated  492  pints  of  blood  to  the 
Red  Cross  blood  program  this  year. 

Commenting  on  the  successful  program, 
Matthew  F.  McNulty,  Jr.,  administrator,  said: 
“The  Red  Cross  has  informed  us  that  we  are 
still  the  first  and  only  hospital  in  the  State 
of  Alabama  and  the  only  hospital  in  the 
Southeastern  region  with  more  than  1000  em- 
ployees to  qualify  for  total  group  coverage. 
This  is  most  gratifying.  More  importantly, 
however,  I am  pleased  that  this  invaluable 
free  health  insurance  protection  is  again  for 
the  second  consecutive  year  available  to  our 
employees.” 
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BUREAU  OF  ADMINISTRATION 

D.  G.  Gill,  M.  D. 

State  Health  Officer 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION 

SURVEY 

The  American  Public  Health  Association 
recently  conducted  a nation-wide  survey  of 
problems  and  progress  in  public  health  in 
1959  as  seen  by  the  executive  officers  of  va- 
rious health  jurisdictions.  The  executives 
were  asked  to  answer  the  following  ques- 
tions: What  do  you  regard  as  the  outstand- 
ing public  health  achievements  in  your 
health  jurisdiction  in  1959?  What  are  the 
most  important  newly  emerging  health  prob- 
lems in  your  health  jurisdiction  as  they  af- 
fect people  directly?  What  are  the  most 
important  newly  emerging  public  health 
problems  in  your  health  jurisdiction  as  they 
affect  program  administration?  What  are 
the  most  important  long-standing  public 
health  problems  in  your  health  jurisdiction? 
What  do  you  predict  will  be  the  most  signifi- 
cant new  problem  to  face  you  during  1960? 
What  do  you  predict  will  be  the  most  signifi- 
cant new  development  in  public  health  in 
your  health  jurisdiction  during  1960?  If  you 
had  adequate  personnel  and  finances,  to 
which  program  innovation  or  expansion 
would  you  attach  the  greatest  importance  and 
why? 

Alabama’s  needs  and  interests,  according 
to  the  results  of  the  survey,  are  generally 
in  line  with  those  of  the  rest  of  the  country, 
even  though  different  priorities  may  be  as- 
signed. A brief  summary  of  the  American 
Public  Health  Association’s  findings  follows. 

“Queried  by  the  American  Public  Health 
Association,  a nationwide  panel  of  public 
health  directors  indicated  that  the  most  im- 
portant need  during  1960  is  for  an  expansion 
of  local  health  services.  All  state  and  terri- 
torial health  officers  were  included  in  the 


survey,  as  well  as  a sampling  of  directors  of 
city  and  county  health  departments  and  the 
regional  medical  directors  of  the  U.  S.  Public 
Health  Service. 

“Listed  most  frequently  as  top  public- 
health  achievement  in  1959  was  the  initiation 
of  improved  programs  for  the  control  of 
chronic  disease,  including  mental  illnesses. 

“The  effect  of  our  trend  towards  metro- 
politan living,  and  the  newer  environmental 
hazards  presented  by  atmospheric  pollution, 
ionizing  radiation  and  the  protection  of  food- 
stuffs was  reflected  in  sanitation  being  most 
frequently  mentioned  as  an  important  newly 
emerging  health  problem. 

“The  securing  and  training  of  competent 
public  health  personnel  was  given  top  billing 
by  the  public  health  specialists  amongst  prob- 
lems related  to  the  efficient  administration 
of  their  current  programs. 

“Dr.  Berwyn  F.  Mattison,  Executive  Direc- 
tor of  the  American  Public  Health  Associa- 
tion, pointed  out  that  other  areas  of  grave 
concern  included  mental  health,  radiologic 
health  and  the  field  of  aging.  The  prediction 
was  made  repeatedly  by  the  health  experts 
surveyed  that  expansion  and  recognition  of 
both  state  and  local  health  services  will  be 
necessary  in  order  to  assure  optimum  health 
in  our  communities  with  today’s  high  levels 
of  medical  and  sanitary  science. 

“Satisfactory  progress  was  reported  from 
many  parts  of  the  country  in  the  control  of 
poliomyelitis  and  tuberculosis  in  addition  to 
the  various  disease  control  programs  already 
mentioned.  Improvement  in  nursing  home 
facilities  was  another  area  in  which  progress 
was  reported.  However,  nowhere  was  the 
shortage  of  trained  personnel  said  to  have 
been  overcome  during  the  preceding  year.  It 
remains  as  the  most  universal  long-standing 
public  health  problem  in  most  jursidictions.’’ 
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BUREAU  OF  LABORATORIES 

Thomas  S.  Hosty,  Ph.D.,  Director 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts.  M.  S.,  Director 


SPECIMENS  EXAMINED 
January  1960 


PROVISIONAL  BIRTH  AND  DEATH  STATIS- 
TICS AND  COMPARATIVE  DATA. 

NOVEMBER  1959 


Examinations  for  malaria 19 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 48 

Agglutination  tests 433 

Typhoid  cultures  (blood,  feces  and  urine) 510 

Brucella  cultures 1 

Examinations  for  intestinal  parasites 2,849 

Darkfield  examinations 7 

Serologic  tests  for  syphilis  (blood  and 

spinal  fluid) 23,020 

Examinations  for  gonococci 1,591 

Complement  fixation  tests 11 

Examinations  for  tubercle  bacilli 3,634 

Examinations  for  Negri  bodies  (smears 

& animal  inoculations) 184 

Water  examinations 1,996 

Milk  and  dairy  products  examinations __  4,221 

Miscellaneous  examinations 1,092 


Total.....  39,616 


£ £ £ 


BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  Smith.  M.  D.,  Director 


CURRENT  MORBIDITY  STATISTICS 


1960 


December 


Typhoid  and  paratyphoid 0 

Undulant  fever 0 

Meningitis  1 

Scarlet  fever 69 

Whooping  cough... 30 

Diphtheria  15 

Tetanus  1 

Tuberculosis  113 

Tularemia  0 

Amebic  dysentery... 4 

Malaria  0 

Influenza  77 

Smallpox  0 

Measles  28 

Poliomyelitis  5 

Encephalitis  3 

Chickenpox  53 

Typhus  fever 0 

Mumps  84 

Cancer  392 

Pellagra  0 

Pneumonia  241 

Syphilis  -131 

Chancroid  2 

Gonorrhea  ... 210 

Rabies — Human  cases 0 

Pas.  Animal  heads 3 


*E.  E. 

January  January 


2 

3 

0 

0 

6 

12 

118 

79 

11 

47 

7 

17 

2 

2 

103 

175 

3 

1 

33 

1 

0 

0 

25,282 

1,393 

0 

0 

126 

260 

rj  $ # 

4 

2 

1 

126 

273 

0 

0 

220 

141 

494 

416 

0 

0 

346 

282 

115 

170 

1 

4 

293 

323 

0 

0 

8 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 


*E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


^Delayed  cases  of  poliomyelitis.  Add  to  1959  totals. 


Live  Births 
Deaths 

Causes  of  Death 

Number 

Registered 

During 

November  1959 

Rates* 

(Annual  Basis) 

1959 

1958 

1957 

Total 

White 

Non- 

White 

Live  births 

6,722 

4,140 

2,582 

25.4 

25.9 

26.8 

Deaths  

2,360 

1,452 

908 

8.9 

9.0 

9.8 

Fetal  deaths 

138 

55 

83 

20.1 

18.8 

22.2 

Infant  deaths 

under  one  month  ... 

165 

84 

81 

24.5 

19.9 

21.4 

under  one  year.. 

241 

117 

124 

35.8 

31.2 

32.2 

Maternal  deaths 

4 

1 

3 

5.8 

5.8 

7.0 

Cause  of  Death 

Tuberculosis,  001-019 

23 

10 

13 

8.7 

10.3 

6.9 

Syphilis,  020-029 

1 

1 

0 4 

1.5 

Dysentery,  045-048 

1 

1 

0.4 

0 8 

Diphtheria,  055... 

3 

2 

1 

1.1 

0.4 

0.4 

Whooping  cough,  056. 

0.8 

Meningococcal  infec- 

tions,  057 

1 

1 

0.4 

0.8 

Poliomyelitis,  080,  081... 

2 

2 

0.8 

0.4 

0.4 

Measles.  085 . 

Malignant  neo- 

plasms,  140-205 

286 

197 

89 

107.9 

114.7 

109.7 

Diabetes  mellitus,  260... 

42 

24 

18 

15.8 

13.3 

11.9 

Pellagra,  281 

0.8 

0.8 

Vascular  lesions  of 

central  nervous 

system,  330-334 

335 

206 

129 

126.4 

130.0 

139.4 

Rheumatic  fever, 

400-402  ... 

1 

1 

0.4 

0.4 

0.8 

Diseases  of  the 

heart,  410-443 

789 

520 

269 

297.7 

288.1 

315.4 

Hypertension  with 

heart  disease, 

440-443 

140 

50 

90 

52.8 

50.3 

57.8 

Diseases  of  the 

arteries,  450-456.. .. 

44 

29 

15 

16.6 

22.9 

17.7 

Influenza,  480-483 

6 

4 

2 

2.3 

3.0 

26.6 

Pneumonia,  all 

forms,  490-493 

74 

37 

37 

27.9 

25.5 

39.7 

Bronchitis,  500-502 

5 

4 

1 

1.9 

2.3 

2.3 

Appendicitis,  550-553 

3 

3 

1 1 

1.1 

1.2 

Intestinal  obstruction 

and  hernia,  560, 

561,  570 .. 

12 

9 

3 

4.5 

3,4 

1.9 

Gastro-enteritis  and 

colitis,  under  2, 

571.0,  764  

10 

10 

3.8 

3.0 

2.3 

Cirrhosis  of  liver,  581.. 

13 

8 

5 

4.9 

4.2 

4.6 

Diseases  of  pregnancy 

and  childbirth. 

640-689  

4 

1 

3 

5.8 

5.8 

7.0 

Congenital  malforma- 

tions,  750-759 

30 

20 

10 

4.5 

3.7 

4.6 

Immaturity  at  birth. 

774-776  

53 

25 

28 

7.9 

5.0 

5.6 

Accidents,  total,  800-962 

139 

93 

46 

52.4 

74.3 

63.5 

Motor  vehicle  acci- 

dents,  810-835,  960  ... 

74 

60 

14 

27.9 

43.4 

26.6 

All  other  defined 

causes  

369 

219 

150 

139.2 

140.2 

147.5 

Ill-defined  and  un- 

known  causes,  780- 

793,  795  

114 

40 

74 

43.0 

34.7 

49.7 

Rates:  birth  and  death — per  1,000  population 
infant  deaths — per  1,000  live  births 
fetal  deaths — per  1,000  deliveries 
maternal  deaths — per  10,000  deliveries 
deaths  from  specified  causes — per  100,000  population 
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The  Acute  Medical  Syndromes  and  Emergencies. 

By  Albert  S.  Hyman,  M.  D.,  Associate  Clinical 
Professor  of  Medicine,  New  York  Medical  College, 
with  4 collaborators.  Cloth.  Price  $8.75.  Pp.  442. 
Landsberger  Medical  Books,  Inc.,  51  E.  42nd  Street, 
New  York,  1959. 

This  is  a small,  concisely  written  book  whose 
aim  is  to  bring  together  in  brief  form  the  prin- 
ciples of  treating  medical  emergencies.  These 
are  listed  in  sections  to  include  the  cardiovascular 
emergencies,  the  gastro-intestinal  emergencies, 
pulmonary,  diabetic  and  renal  crises,  and  barbi- 
turate intoxication.  The  editor  and  his  collabora- 
tors have  done  an  excellent  job  of  compiling  and 
subdividing  the  various  acute  states  and  situa- 
tions under  these  various  headings.  It  seems  to 
this  reviewer  that  there  is  actually  no  new  ma- 
terial included  in  this  small  book.  All  of  the 
knowledge  contained  therein  is  also  contained  in 
any  standard  textbook  of  Internal  Medicine.  How- 
ever, the  approach  is  good  and  it  might  serve  as  a 
handy  reference  for  emergency  clinics  and  in  a 
situation  where  emergencies  would  be  expected 
to  arise  with  inadequately  trained  personnel. 

E.  Fred  Campbell,  M.  D. 


Ciba  Foundation  Symposium  on  the  Regulation 
of  Cell  Metabolism.  Edited  by  G.  E.  W.  Wolsten- 
holme,  O.  B.  E.,  M.  A.,  M.  B.,  B.Ch.,  and  Cecilia  M. 
O’Connor,  B.Sc.  Cloth.  Price,  $9.50.  Pp.  387  with 
illustrations.  Little,  Brown  and  Company,  Boston, 
1959. 

This  volume  is  another  report  of  a Ciba  Founda- 
tion Symposium.  It  represents  a valuable  collec- 
tion of  experimental  work  and  would  be  of  real 
interest  to  the  physiologist  or  biochemist.  It  con- 
tains little  of  practical  value  to  the  practitioner. 

Seventeen  papers  are  given  and  such  subjects 
as  the  following  are  discussed:  some  topographi- 

cal aspects  of  the  regulation  of  cell  metabolism; 
quantitative  aspects  of  the  control  of  oxygen  utili- 
zation; some  problems  in  the  choice  of  oxidative 
pathways  of  carbohydrate  metabolism;  limiting 
factors  in  glycolysis  of  ascites  tumour  cells  and 
the  Pasteur  effect;  phosphate  turnover  and  Pas- 
teur effect. 

The  Ciba  Foundation  should  be  commended  for 
the  valuable  service  it  renders  by  holding  and  re- 
porting its  excellent  series  of  symposia. 

Luther  L.  Hill,  M.  D. 


Pain  and  Itch.  Nervous  Mechanisms.  Editors 
for  the  Ciba  Foundation:  G.  E.  W.  Wolstenholme, 
O.  B.  E.,  M.  A.,  M.  B.,  M.  R.  C.  P.,  and  Maere  O’- 
Connor, B.  A.  Board.  Price  $2.50.  Pp.  120,  with 
41  illustrations.  Little,  Brown  and  Co.,  34  Beacon 
Street,  Boston  6,  1959. 

This  is  one  of  those  excellent  compilations  whicn 
is  of  interest  to  only  a few  specialized  groups.  This 
Ciba  study  is  of  interest  to  the  people  in  the 
field  of  neurology,  neurosurgery  or  neurophysi- 
ology. It  consists  of  a group  of  eight  papers  deal- 
ing with  peripheral  nerve  mechanisms  of  pain  and 
the  experimental  method  by  which  this  work  is 
carried  on.  Of  great  interest  to  this  reviewer  was 
the  fact  that  these  experts  feel  that  there  is  a 
very  deep  relation  between  the  mechanism  of  pain 
and  itch.  In  fact  this  is  such  a well-founded  fact 
that  the  physiologists  feel  that  they  can  investi- 
gate the  problem  of  pain  through  animal  studies 
on  itch.  Both  of  these  sensations  are  carried  by 
the  same  fibers. 

The  last  paper  in  the  group  is  entitled  “Studies 
on  the  Mechanism  of  Pain  in  Trigeminal  Neural- 
gia.” This  study  is  of  interest  to  those  in  clinical 
medicine  because  it  is  an  attempt  to  evaluate  not 
only  the  refractory  period  of  this  disorder  but 
also  the  effect  of  certain  drugs  in  the  treatment 
of  trigeminal  neuralgia.  These  investigators  re- 
port that  there  is  some  (but  not  complete  evi- 
dence) that  trigeminal  neuralgia  can  be  abated 
to  a great  extent  by  the  anti-epileptics  such  as 
diphenylhydantoin. 

E.  Fred  Campbell,  M.  D. 


Medieval  and  Renaissance  Medicine.  By  Benja- 
min L.  Gordon,  M.  D.,  F.  I.  C.  S.  Cloth.  Price, 
$10.00.  Pp  843,  illustrated.  Philosophical  Library, 
Inc.,  15  East  40th  Street,  New  York  16,  N.  Y.,  1959. 

The  publishers  say  that  “one  of  the  great  blind 
spots  in  medical  history  is  the  medieval  period. 
This  book  fills  this  void  by  offering  for  the  first 
time  a thoroughly  documented  work  on  the  prac- 
tice of  medicine  during  the  Middle  Ages  and  early 
Renaissance.  It  should  be  of  special  interest  to 
historians,  physicians  and  students  of  the  period.” 

It  is  a monumental  work  and  a distinct  contribu- 
tion to  the  history  of  medicine — not  a book  one 
would  likely  attempt  to  encompass  in  a night  or 
two  but  a volume  a physician  would  want  to  read 
from  time  to  time  to  appreciate  again  the  work 
of  men  whose  names  will  always  live  in  medicine — 
Eustacchio,  Fallopius,  Galen,  Langerhans,  Mal- 
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pighi,  Pare',  Vesalius,  and  many  more.  The  amount 
of  research  involved  in  the  preparation  of  the 
work  must  have  been  staggering. 

Whatever  a physician’s  specialty  may  be,  he  will 
find  the  volume  interesting. 

Douglas  L.  Cannon,  M.  D. 


Virus  Hunters.  By  Greer  Williams.  Cloth.  Price, 
$5.95.  Pp.  503,  and  index  of  19  pages.  Alfred  A. 
Knopf,  Publisher,  New  York,  1959. 

While  traveling  recently  I had  the  time  to  re- 
view this  new  book  by  Greer  Williams.  Since  I 
have  been  interested  in  viruses  for  a number  of 
years,  I read  his  book  with  considerable  interest. 
What  is  rather  amazing  is  that  Mr.  Williams  has 
been  able  to  do  such  a thorough  job  in  presenting 
this  material  so  concisely  and  relatively  error  free. 

When  the  author  describes  those  who  first  saw 
viruses,  I think  he  is  somewhat  confusing  since 
he  really  is  discussing  what  are  not  now  considered 
true  viruses.  Also,  in  his  discussion  of  c.  f.  methods 
he  refers  to  complement  fixation  antibodies  as 
neutralizing  antibodies  which  is  not  quite  true. 
These  are  rather  small  errors  and  in  no  way  de- 
tract from  the  book  itself.  I felt  that  he  over- 
played the  role  of  Dr.  Stanley  in  his  discussion  on 
viruses  and  was  somewhat  amazed  to  see  no  men- 
tion made  of  Karl  Meyer  and  his  beautiful  work 
on  psittacosis.  Here  again  the  author  may  have 
ruled  out  discussion  on  psittacosis  because  it  is 
not  thought  of  now  as  being  a true  virus.  Regard- 
less, the  pioneer  work  of  Meyer  should  have  been 
accorded  more  discussion. 

To  me  and  the  general  reading  public,  I think 
the  chapter  on  discussions  of  polio  vaccine  will  be 
the  most  interesting,  since  it  covers  very  well  the 
happenings  which  occurred  after  live  virus  was 
found  in  the  Salk  vaccine.  The  final  chapter  on 
the  relation  of  viruses  to  cancer  and  their  relation 
to  genes  makes  enjoyable  reading,  especially  for 
those  who  like  to  anticipate  newer  discoveries  in 
the  field. 

I heartily  recommend  this  as  good  reading  by 
anyone. 

Thos.  S.  Hosty,  Ph.D. 


The  Physician  and  the  Law.  By  Rowland  H. 
Long,  Member  of  the  Massachusetts  and  New  York 
Bars,  Assistant  Professor  in  Forensic  Medicine, 
New  York  University  Postgraduate  Medical 
School.  Cloth.  Price,  $5.95.  Pp.  302.  Appleton- 
Century-Crofts,  Inc.,  35  W.  32nd  Street,  New 
York  1,  1959. 

This  is  the  second  edition  of  a most  excellent 
book  whose  primary  objective  is  for  teaching  med- 
ical jurisprudence.  It  is  concisely  written  and 
covers  most  of  the  aspects  of  medicolegal  prob- 
lems as  they  face  physicians  today.  The  book 
opens  with  an  excellent  chapter  on  the  relation- 
ship between  physician  and  patient,  goes  on  into 
malpractice  problems  and  gives  illustrative  cases. 
It  then  takes  up  such  subjects  as  diagnostic  aids  as 
evidence  in  court,  autopsy  and  violent  death.  There 


is  a very  excellent  chapter  on  the  involuntary 
commitment  of  the  mentally  ill.  There  is  a chap- 
ter called  The  Physician  and  the  Criminal  Law  in 
which  abortions,  narcotics,  manslaughter  and 
euthanasia  are  among  the  subjects  discussed  fully. 
There  is  a very  excellent  discussion  of  the  prob- 
lem of  privileged  communication  received  by  the 
physician  and  its  relation  to  legal  statute.  The 
last  two  chapters  should  be  required  reading  for 
any  physician  who  is  called  as  a witness  in  court. 
One  chapter  is  called  the  Testimony  of  Experts 
and  the  second  is  called  On  the  Witness  Stand. 
This  book  is  well  written,  concise  and  can  be 
recommended  to  any  physician  wishing  to  increase 
his  knowledge  of  medicolegal  problems. 

E.  Fred  Campbell,  M.  D. 


A Doctor's  Life  of  John  Keats.  By  Walter  A. 
Wells,  M.  D.  Cloth.  Price,  $3.95.  Pp.  247,  illus- 
trated. Vantage  Press,  Inc.,  120  W.  31st  Street, 
New  York  1. 

When  one  thinks  of  John  Keats,  one  thinks  of 
him  as  a poet,  not  as  a physician  whose  life  “as 
a disciple  of  Aesculapius  is  far  too  little  known.” 
Of  this  part  of  his  life,  Dr.  Wells  writes  charm- 
ingly. “Under  Dr.  Wells’  skilled  hand,  a new  and 
vivid  portrayal  takes  form:  A poet  tortured  by  a 

doomed  love  affair;  a young  apothecary  apprentice 
preparing  pills  and  powders,  applying  bandages, 
helping  set  broken  bones;  a slight  youth  standing 
on  tiptoe,  not  upon  a little  hill  to  see  ‘the  buds, 
with  their  modest  pride  pulling  droopingly,’  but 
in  Guy’s,  beside  a dissecting  table,  to  be  in  a better 
position  to  wield  the  scalpel  on  a gruesome  corpse, 
for  reasons  anatomical.” 

“Just  when  Keats  made  up  his  mind  to  abandon 
medicine  for  a career  of  poetry  cannot  be  exactly 
stated,”  but  the  pull  was  irresistible  and  even  when 
tuberculosis  was  about  to  claim  him,  he  exclaimed: 

“O  for  ten  years,  that  I may  overwhelm 
Myself  in  poesy;  so  that  I may  do  the  deed 
That  my  own  soul  has  to  itself  decreed.” 

He  lived  only  about  five  years,  dying  before  he 
was  twenty-six. 

Those  who  like  biographies,  and  I think  nearly 
everyone  does,  can  read  this  book  with  pleasure 
and  profit. 

Douglas  L.  Cannon,  M.  D. 
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Statistics  Prove  Sex  Hormones 
Aid  Victims  of  Breast  Cancer 

The  first  statistical  proof  that  sex  hormones 
can  prolong  the  life  of  women  with  dissemi- 
nated breast  cancer  was  published  recently  in 
the  Journal  of  the  American  Medical  Asso- 
ciation. 

An  exhaustive  12-year  study  also  showed 
that  female  hormones  (estrogens)  were  “in- 
herently superior”  to  male  hormones  (andro- 
gens) in  treating  cancer  that  has  spread  from 
the  breast.  At  the  same  time  the  findings 
disproved  a number  of  commonly  held  beliefs 
concerning  hormonal  therapy. 

“The  relative  effectiveness  of  these  two 
classes  of  sex  steroids  has  been  determined  in 
physiologically  homogeneous  groups  of  such 
size  as  to  permit  statistically  valid  conclusions 
for  the  first  time,”  according  to  Dr.  Ian  Mac- 
donald, Los  Angeles,  chairman  of  the  A.  M.  A. 
Subcommittee  on  Breast  and  Genital  Cancer. 

The  Journal  article  is  the  final  report  on 
the  study  initiated  in  1947  under  the  sponsor- 
ship of  the  A.  M.  A.  Clinical  data  on  944 
women  with  disseminated  mammary  carci- 
noma was  pooled  from  a cross-section  of  in- 
vestigators in  the  United  States  and  Canada. 
The  purpose  was  to  clarify  the  use  of  sex 
hormones  which  came  into  use  in  the  ’40s. 

“The  study  will  undoubtedly  serve  as  a 
base  line  for  comparative  evaluation  of 
studies  which  are  under  way  in  the  field  of 
cancer,”  Dr.  Macdonald  said. 

“The  most  significant  and  most  consistent 
phenomenon  in  the  behavior  of  the  disease 
under  hormonal  treatment,  both  by  andro- 
gens and  estrogens,  was  the  increased  sur- 
vival time  of  patients  in  whom  objective  re- 
gression of  disease  occurred,”  the  researchers 
reported. 

The  average  survival  period  of  those  who 
did  not  respond  to  hormone  treatment  ranged 
from  8 to  11  months  following  the  initiation 


of  the  treatment,  which  was  about  the  same 
as  that  for  those  receiving  no  treatment. 

For  those  who  responded  to  the  treatment, 
the  survival  time  ranged  from  18  to  27 
months. 

The  frequency  of  tumor  regression  among 
580  patients  treated  with  androgens  was  21.4 
per  cent.  The  frequency  of  a measurable  de- 
crease in  cancer  among  364  patients  treated 
with  estrogens  was  36.8  per  cent. 

The  estrogen-treated  patients  also  survived 
for  a longer  period  of  time  than  did  those 
treated  with  androgens.  Those  who  respond- 
ed to  estrogens  lived  for  an  average  of  27.3 
months,  compared  with  19.1  for  those  given 
androgens. 

The  female  hormones  were  given  only  to 
women  in  which  menopause  had  occurred. 
Before  menopause,  estrogens  may  augment 
breast  cancer. 

The  subcommittee,  on  the  basis  of  the 
study,  recommended  estrogens  as  the  agents 
of  choice  after  the  fourth  postmenopausal 
year. 

The  findings  refuted  the  idea  held  by  some 
that  estrogens  should  not  be  used  until  10 
years  after  menopause,  the  researchers  said. 

The  study  also  debunked  the  belief  that 
androgens  were  of  greater  therapeutic  value 
at  all  ages  for  cancer  involving  the  bones.  It 
showed  that  estrogens  and  androgens  were 
of  equal  value  in  the  treatment  of  bony  in- 
volvement. 

The  belief  that  both  types  of  hormones  be- 
come more  effective  by  reason  of  a trend  in 
aging  women  to  develop  cancer  of  a less  ag- 
gressive pattern  was  not  borne  out  by  the 
study. 

It  was  found  that  the  older  woman  realizes 
longer  survival  than  the  younger,  on  the  av- 
erage, but  she  also  tolerates  the  presence  of 
clinically  detectable  cancer  for  a greater 
fraction  of  that  increased  life  span. 
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RESEARCH  FOR  THE  FUTURE 

LIEUTENANT  GENERAL  ARTHUR  G.  TRUDEAU 
Department  of  the  Army 


It  is  indeed  an  honor  and  a personal  pleas- 
ure for  me  to  be  in  this  friendly  and  pro- 
gressive city  today.  I always  find  it  a stimu- 
lating experience  to  visit  Birmingham  in 
whose  vast  areas  of  mines,  iron  furnaces,  and 
mills  is  forged  the  steel  that  feeds  our  Ameri- 
can economy.  This  great  area,  so  vital  to 
our  national  defense,  reflects  the  know-how 
and  zeal  of  the  increasingly  powerful,  new 
industrial  South. 

I want  to  congratulate  this  Association  on 
your  Diamond  Jubilee  Year  and  pay  tribute 
to  the  service  you  are  rendering  and  the 
progress  you  are  making  in  mankind’s  fight 
against  tuberculosis.  The  work  you  are  doing 
is  extremely  important  also  to  the  Armed 
Forces. 

I also  note  the  honor  you  have  accorded  a 
distinguished  member  of  another  branch  of 
the  Trudeau  family,  Dr.  Edward  Livingston 
Trudeau,  who  sought  the  cure  for  tuberculosis 
in  the  laboratory  and  pursued  its  diagnosis 
and  treatment  in  the  sanatorium  so  success- 
fully. Now,  seventy-five  years  later,  I seem 
to  be  following  family  traditions  in  the  re- 
search field  since  I presently  direct  the 
Army’s  Research  and  Development  Program, 
which,  of  course,  includes  extensive  research 
in  the  medical  sciences. 

Today  I would  like  to  tell  you  about  this 
program  and  something  of  our  research  ef- 


Read  before  the  annual  session  of  the  Alabama 
Tuberculosis  Association,  Birmingham,  September 
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fort  for  the  future  which  is  oriented  toward 
man — the  soldier. 

In  setting  the  stage  for  this  subject  I would 
like  to  point  out  that  we  are  living  in  a truly 
revolutionary  period  of  scientific  and  tech- 
nological progress.  I am  sure  that  you  realize 
that  the  progress  in  technology  over  the  past 
decade  is  all  out  of  proportion,  by  several 
magnitudes,  to  progress  in  any  similar  period 
of  past  recorded  history.  Moreover,  what  is 
equally  important,  the  technological  ad- 
vances which  have  so  greatly  improved  our 
standard  of  living  have  stemmed  largely  from 
the  results  of  research,  some  of  it  of  a military 
nature. 

Each  of  the  modern  miracles  around  us, 
such  as  electronic  computers,  plastic  build- 
ing materials  and  new  energy  sources,  are 
here  today  because  of  basic  research  started 
at  least  ten  to  fifteen  years  before  these  items 
were  developed.  More  and  more  on  the  na- 
tional level,  not  only  in  the  Armed  Forces 
but  in  industry,  we  are  recognizing  that  re- 
search and  development  in  all  fields  is  es- 
sential to  our  economic  progress  and  national 
security. 

We  in  the  Army  have  not  only  contributed 
to  some  of  these  present  day  miracles  but  are 
harnessing  today’s  technological  revolution 
to  provide  the  weapons,  equipment,  and  ma- 
teriel for  tomorrow’s  needs.  We  are  keenly 
conscious  of  the  importance  of  research  in  our 
development  efforts  and  support  this  activity 
with  a substantial  part  of  our  yearly  budget. 
We  know  that  many  of  these  developments 
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born  of  military  necessity  will  redound  to  the 
benefit  of  the  nation  and  of  mankind. 

Now  why  is  research  and  development  so 
important  to  the  Army  of  the  future?  The 
answer  to  that  question  lies  in  recognizing 
that  our  ability  to  provide  for  the  future  se- 
curity of  this  country  and  carry  out  its  na- 
tional objectives  in  the  various  land  areas  of 
this  world  will  largely  be  determined  by  the 
research  and  development  effort  that  is  be- 
ing conducted  today.  We  are  faced  with  this 
fact  of  life  because  of  the  long  lead  time  re- 
quired to  produce  operational  weapons  and 
equipment.  The  building  blocks  of  develop- 
ment are  but  the  combination  of  bits  and 
pieces  of  increased  knowledge  in  the  various 
scientific  disciplines. 

There  should  be  no  doubt  in  any  of  our 
minds  as  to  why  we  must  have  the  best  possi- 
ble weapons  and  equipment  in  our  vital  race 
with  the  communists.  Our  ability  to  main- 
tain and  keep  a sufficient  lead  in  this  tech- 
nological race  may  mean  our  survival  in  years 
to  come. 

I cannot  emphasize  too  strongly  the  im- 
portance in  our  work  of  knowing  the  capa- 
bilities of  any  potential  enemy,  what  he  is 
developing  in  weapons  and  equipment,  and 
what  his  military  objectives  are.  Therefore, 
let  us  examine  for  a moment  the  real  threat 
that  faces  us  now — the  communist  threat 
against  which  we  must  plan  our  organizations 
and  doctrine,  and  develop  our  weapons  and 
equipment  for  the  future. 

The  Sino-Soviet  Bloc  has  more  than  eight 
million  men  under  arms,  including  four  mil- 
lion in  the  armies  of  Red  China,  North  Korea, 
and  North  Viet  Nam.  Active  Soviet  forces 
alone  include  over  175  ground  divisions,  500 
submarines  lurking  in  the  oceans  of  the 
world,  and  more  than  25,000  modern  aircraft. 

The  incredible  array  of  Soviet  scientific 
and  technological  achievements  should  give 
you  some  indication  of  the  weapons,  equip- 
ment, and  materiel  the  Soviets  have  devel- 
oped. Your  conclusion  as  to  the  ballistic 
threat  from  a country  which  has  launched  a 
successful  moon  probe  and  placed  a one  and 


one-half  ton  satellite  into  orbit  should  be 
about  as  good  as  mine. 

Not  only  is  the  Soviet  ready  military 
strength  far  greater  than  ours  today,  but  their 
industrial  base,  about  40%  as  great,  continues 
to  expand  at  a rate  more  than  double  that  of 
ours.  Even  this  does  not  quite  paint  the  full 
picture.  Their  denial  of  consumer  goods  to 
their  own  people  plus  their  absolute  control 
of  the  price  structure  permits  an  unusually 
large  portion  of  their  gross  national  produc- 
tion to  be  devoted  to  military  research,  de- 
velopment and  production.  That  portion  of 
their  annual  tank  production  used  to  equip 
their  satellites  and  allies  exceeds  our  total 
annual  production. 

The  communists  regard  the  struggle  be- 
tween themselves  and  us  as  a matter  of  life 
or  death — as  it  truly  is. 

Lenin  put  it  this  way: 

“A  funeral  dirge  will  be  sung  over  the 
Soviet  Republic  or  over  world  Capitalism.” 

Khrushchev  needed  only  four  words,  5 syl- 
lables to  say  it: 

“We  will  bury  you!”  He  says  he  didn’t 
mean  you  or  me;  just  our  entire  system  and 
civilization. 

This  sort  of  talk  should  clear  the  air  for  us. 
It  certainly  explains  the  fighting  in  far-off 
Laos  and  the  exhaustive  effort  the  Soviets 
are  making  to  compete  with  American  tech- 
nology. There  is  no  indication  either  by  their 
attitude  or  diplomacy  that  the  Soviets  intend 
to  change  their  course  or  the  goal  of  their 
communist  ideology.  In  fact,  as  far  as  I know, 
Khrushchev  spoke  as  the  head  of  the  Russian 
state  and  not  the  leader  of  the  Communist 
party  during  his  visit.  The  tenets  of  Marxism 
cannot  be  changed  even  by  Khrushchev. 

It  is  against  the  backdrop  of  this  form  of 
threat  that  we  gear  our  requirements  for  the 
future  Army.  The  sum  total  of  all  our  ob- 
jectives and  efforts  is,  within  the  funding 
limits  imposed,  to  provide  the  nation  with  an 
Army  that  is  “skilled,  tough,  and  ready- 
around-the-clock.”  This  is  the  kind  of  Army, 
which  along  with  our  other  defense  forces, 
that  must  be  prepared  to  stand  up  against  the 
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sinister  threat  of  communism  both  now  and 
for  the  years  to  come. 

In  this  Army  we  strongly  believe  that  man 
— the  soldier,  will  play  the  predominant  role. 

The  environment  the  soldier  will  face  to- 
morrow is  a severe  one  in  every  respect.  The 
total  and  final  nature  of  war,  as  it  appears 
to  many  of  the  so-called  experts,  would  seem 
to  eliminate  man  and  his  chances  for  survival. 
This  is  fear,  not  fact.  They  believe  that  the 
specter  of  a general  war  involving  the  long- 
range  missile  exchange  of  thermonuclear 
weapons,  or  the  more  conventional  delivery 
of  bomber  aircraft,  would  be  such  a final  ac- 
tion that  ground  forces  would  not  be  able 
to  influence  the  final  results.  Even  when 
the  use  of  the  atomic  bomb  on  Japan  was 
an  important  factor  in  surrender,  its  occupa- 
tion by  up  to  a half  million  Americans  was 
necessary  to  solidify  our  victory  and  it  was 
threatened  only  five  years  later  in  Korea 
when  our  strength  was  reduced  to  a low  ebb. 
The  vision  and  feat  of  the  detonation  of  nu- 
clear weapons  has  so  clouded  the  minds  of 
many  today  that  they  can  see  no  chance  of 
the  individual  surviving  such  a holocaust. 
The  survival  of  this  nation  has  always  re- 
quired that  some  of  the  best  and  bravest  must 
forego  survival  and  this  is  still  the  pattern 
of  things  to  come. 

In  contrast  to  these  views,  the  many  studies 
and  analyses  of  a nuclear  war  have  shown 
that  man  can  survive  such  a conflict.  More- 
over, he  can  do  it  without  any  grossly  harm- 
ful effects  and  still  be  effective  as  a fighting 
man  in  a ground  unit. 

Remember  that  this  concerned  a nuclear 
conflict  only.  What  about  the  communist 
predominance  of  conventional  forces — large 
land  armies,  clouds  of  tactical  aircraft,  and 
millions  of  soldiers?  Doesn’t  that  indicate 
their  reliance  on  conventional  land  warfare 
and  on  man-held  territory? 

Certainly  the  Russians  subscribe  to  this 
theory.  Let  me  quote  to  you  from  a recent 
article  in  an  authoritative  Russian  military 
journal: 

“It  is  true  that  a contemporary  war  is  a 
war  of  the  physical,  chemical  and  biological 


sciences,  of  the  technical  sciences,  of  science 
in  general,  but  it  is  also  true  that  a third 
World  War,  like  all  past  wars  but  to  a still 
greater  degree,  will  be  first  and  foremost  a 
war  of  man.” 

To  support  that  lonely  man  on  the  battle- 
field of  tomorrow,  we  have  our  Army  Re- 
search and  Development  Program.  It  is  in 
this  program  that  we  determine  the  future 
weapons  and  equipment  that  the  soldier  will 
use  in  combat.  The  Army  bases  its  require- 
ments for  its  program  on  the  expected  threat 
our  nation  will  have  to  meet,  the  concepts  of 
tactics  for  the  battlefield  of  tomorrow,  and 
on  the  advances  in  science  and  technology 
today  and  in  the  future. 

In  our  research  and  development  program 
we  conduct  a substantial  amount  of  basic 
research  in  addition  to  applied  research  and 
development.  The  scope  of  our  activities  cov- 
ers an  extremely  wide  spectrum  of  develop- 
ments and  we  feel  our  responsibility  very 
keenly  whether  we  are  seeking  better  mo- 
bility, communications,  firepower,  or  logisti- 
cal support. 

Most  of  the  basic  research  is  contracted  to 
industry  and  to  some  181  colleges  and  uni- 
versities, including  the  University  of  Ala- 
bama. Ten  major  fields  and  74  sub-fields 
are  covered  from  mathematics,  human  fac- 
tors, and  medical  projects  to  polar  and  arctic 
research.  We  will  continue  to  stress  this 
type  of  work  because  without  it  there  would 
be  little  future  development. 

There  is  one  basic  research  area  that  I be- 
lieve may  be  of  particular  interest  to  you. 

This  is  the  research  in  medicine  now  being 
conducted  by  the  Army  Medical  Service.  A 
part  of  this  research  effort  is  directed  to  find- 
ing a cure  for  tuberculosis.  Here  the  Army 
is  pioneering  in  the  use  of  antituberculosis 
drugs,  begininng  with  streptomycin  and  con- 
tinuing through  the  newer  antibiotics  and  the 
nicotinic  acid  derivatives.  We  are  also  ex- 
ploring new  therapeutic  chemicals  useful  not 
only  in  tuberculosis  but  also  in  the  many 
fungus  diseases.  We  have  several  studies  in 
progress  dealing  with  basic  lung  physiology 
and  lung  secretions.  We  hope  that  the  results 


MAY  I960— VOL.  29,  NO.  I I 


415 


RESEARCH  FOR  THE  FUTURE 


of  these  studies  will  have  broad  application 
not  only  to  the  Armed  Forces  but  to  civilian 
health  as  well. 

Not  too  long  ago,  in  the  era  prior  to  1950, 
it  was  necessary  to  retire  all  tuberculous  pa- 
tients from  military  service.  This  separation 
followed  their  receiving  the  best  treatment 
that  we  could  give  them.  Nowadays  the 
phenomenal  advances  in  the  cure  of  tuber- 
culous patients  through  the  use  of  new  drugs 
and  the  application  of  lung  surgery  have 
caused  us  not  only  to  improve  our  treatment 
program  but  actually  to  restore  to  duty  many 
skilled,  career  personnel  which  otherwise 
would  be  lost  to  the  services.  Since  1950, 
there  have  been  almost  3,000  tuberculous  pa- 
tients treated  in  Army  hospitals  with  the  re- 
sult that  eighty  per  cent  have  been  returned 
to  duty.  Of  equal  importance,  most  of  the  re- 
maining twenty  per  cent  were  restored  to 
normal,  useful  civilian  lives. 

Another  part  of  our  medical  research  pro- 
gram is  an  intensive  investigation  in  the 
treatment  of  radiation  casualties  and  other 
types  of  wounds  on  the  atomic  battlefield. 
Here  we  have  made  important  gains  toward 
a practical  means  of  prophylaxis  and  treat- 
ment of  radiation  injuries.  We  have  also  de- 
veloped a “bone  glue”  which  can  be  used  to 
cement  ends  of  a broken  bone  together  or  to 
replace  missing  segments.  Surgical  tech- 
niques have  also  been  advanced  so  that  sev- 
ered nerve  ends,  the  cause  of  the  majority  of 
the  loss  of  limbs,  can  be  joined  again  to  save 
an  arm  or  a leg. 

Other  basic  research  areas,  besides  the  med- 
ical, help  sustain  the  soldier  in  the  ground 
combat. 

One  of  these  concerns  new  methods  of  pre- 
serving and  serving  foods  which  will  guaran- 
tee the  combat  soldier  a marked  improve- 
ment in  battlefield  rations.  The  soldier  will 
be  able  to  prepare  a wholesome  meal  by  sim- 
ply adding  hot  water  to  a wide  variety  of 
dehydrated  foods. 

Another  one  of  our  interesting  programs 
for  the  soldier  is  in  the  area  of  personnel  or 
“human  factors”  research.  Here  we  are  con- 
cerned with  the  selection,  classification,  utili- 


zation, and  assignment  of  our  available  man- 
power. We  are  developing  tests  which  we 
hope  will  enable  us  to  identify  in  advance 
the  man  who  can  and  will  fight  best.  This  is 
essential  if  we  are  to  raise  the  battle  effici- 
ency of  our  field  forces  to  the  highest  possi- 
ble level. 

We  are  also  concerned  with  research  for 
support  of  military  training  and  with  engi- 
neering-psychological research  to  make  the 
machine  and  the  man  compatible.  As  ma- 
chines become  more  necessary  in  combat  op- 
erations, we  must  resist  the  tendency  to  make 
them  more  complex  to  operate.  It  often  oc- 
curs to  me  that  we  are  in  danger  of  out- 
stripping ourselves  in  the  technological  field 
so  that  the  machine  may  become  the  master 
of  the  soldier.  We  can  never  afford  to  let 
this  happen.  Otherwise,  we  may  well  find 
the  machine  rendered  useless  on  some  future 
field  of  battle  because  of  operator  failure. 

The  other  category  of  our  program  is  ap- 
plied research  and  development.  During  this 
phase,  the  results  of  basic  research  are  incor- 
porated into  weapons  or  equipment  by  the 
industrial  engineer  to  meet  the  requirements 
of  the  military.  Here  our  needs  are  generally 
expressed  in  the  fields  of  mobility,  communi- 
cations, firepower,  logistics,  and  those  de- 
signed to  support  the  individual  soldier. 

Let  me  mention  just  a few  of  these  fields. 

Communications  and  electronics  are  im- 
portant parts  of  our  program.  We  recognize 
that  a land  force  cannot  navigate  on  or  over 
any  terrain  on  this  planet  without  some 
means  of  communication  control.  It  also 
cannot  fire  and  guide  missiles  without  ade- 
quate communications  and  electronic  devices 
to  collect  the  necessary  information  and  data. 

Many  types  of  communication  equipment 
are  under  development  to  replace  those  that 
we  have  now.  Better  radios,  world-wide 
communication  nets,  and  more  electronic 
computers  and  devices  promise  to  increase 
the  flow  of  information  and  do  it  reliably. 
Many  of  the  breakthroughs  we  expect  in  this 
area  stem  from  advances  in  the  fields  of  elec- 
tronics. For  instance,  electronic  parts  have' 


416 


J.  M.  A.  ALABAMA 


RESEARCH  FOR  THE  FUTURE 


been  reduced  in  size  through  microminiaturi- 
zation so  that  instead  of  7,000  parts  per  cubic 
foot  we  can  put  700,000  parts  in  the  same 
space. 

Firepower  is  always  a critical  part  of  our 
program.  We  have  improved  weapons  soon 
to  be  operational  that  outperform  anything 
we  have  now.  Many  types  of  guided  missiles 
are  under  development  to  supplement  or  re- 
place those  that  we  have  now.  For  instance, 
Sergeant  and  Pershing,  both  surface-to-sur- 
face guided  missiles,  being  developed  by  the 
Army’s  great  scientific  team  at  Huntsville, 
Alabama,  promise  increased  accuracy  and  re- 
liability at  greater  ranges. 

The  Army  has  an  important  mission  in  the 
air  defense  field,  as  you  know.  We  are  de- 
veloping a shoulder-fired  missile,  Redeye,  for 
the  soldier  to  use  against  attacking  aircraft 
along  with  the  field  mobile  Hawk  missile 
to  be  employed  against  low  flying  aerial  tar- 
gets. Probably  our  most  important  contribu- 
tion in  the  future  will  be  Nike  Zeus,  the 
only  weapons  system  presently  designed  to 
destroy  incoming  ballistic  missiles.  We  have 
just  successfully  fired  the  sustainer  rocket 
motor  for  this  missile  and  are  now  approach- 
ing the  testing  stage  of  the  complete  system. 
In  the  near  future  we  hope  to  fire  it  against 
our  own  IRBMs  and  ICBMs  to  establish  its 
effectiveness  for  the  air  defense  of  our  coun- 
try. There  is  an  urgent  requirement  for  such 
a weapon  while  we  are  faced  with  the  ballistic 
missile  blackmail  of  the  communists.  We  are 
confident  that  Nike  Zeus  can  do  this  job. 

The  Army’s  contributions  to  the  national 
space  program,  made  possible  by  our  experi- 
ence with  missiles,  have  been  substantial. 
We  have  enjoyed  a good  share  of  success  in 
our  projects  for  the  National  Aeronautics  and 
Space  Administration  and  the  Advanced  Re- 
search Projects  Agency.  Probably  the  most 
noteworthy  of  these  were  the  space  probe 
last  March,  still  orbiting  the  sun  as  I stand 
here  now,  and  the  recent  flight  of  the  mon- 
keys in  a Jupiter  missile.  We  look  forward 
to  participating  in  the  Mercury  astronauts’ 
trips  in  space  and  conducting  more  satellite 
and  other  space  experiments  in  the  future. 


The  great  capabilities  existing  here  in  Ala- 
bama must  be  retained  as  a national  asset, 
whatever  the  turn  in  space  responsibilities. 

Today  I have  given  you  some  of  my 
thoughts  on  the  Army’s  Research  and  Devel- 
opment Program  and  on  the  research  for  the 
future  which  is  oriented  on  man — the  soldier. 
Important  as  new  machines  and  weapons  are, 
they  do  not  have  the  heart  and  soul  and  logic 
to  wage  war.  They  can  only  increase  the 
fighting  man’s  capabilities  in  a hostile  en- 
vironment. No  weapon  or  machine  is  any 
more  effective  than  the  man  who  must  main- 
tain and  operate  it. 

We  look  to  you  to  support  the  medical  re- 
search program  in  providing  protection  for 
our  fighting  men.  The  soldier  of  tomorrow 
will  require  not  only  the  means  to  fight  but 
also  protection  against  disease  to  win. 

We  also  look  to  you  for  additional  support 
of  our  Armed  Forces  particularly  in  arousing 
the  temper  of  this  free  nation  to  meet  the 
challenges  of  tomorrow.  What  is  needed  in 
this  country  now  is  a greater  sense  of  de- 
termination, vigilance,  and  preparedness  on 
the  part  of  all  its  citizens.  We  must  replace 
fear  with  faith,  and  complacency  with  cour- 
age. The  development  of  the  means  to  pro- 
vide for  the  security  of  this  country  and  for 
the  support  of  dynamic  national  policies  are 
well  within  our  technological  capabilities  if 
we  but  knew  our  strength. 

All  of  you  have  an  important  role  to  play 
in  this  effort.  As  citizens  of  Alabama,  you 
live  in  an  industrial  and  agricultural  area 
that  is  essential  to  our  national  economy.  As 
members  of  this  Association,  you  have  shown 
a continuing  interest  in  improving  the  health 
and  welfare  of  our  people.  As  Americans, 
you  represent  our  nation’s  ability  to  meet  the 
challenges  of  the  future  with  the  same  great 
courage  and  determination  that  has  marked 
your  history  and  your  heritage.  Let  me  say 
that  it  will  take  the  best  that  we  have  to  give 
to  win  the  titanic  struggle  ahead. 

Malcolm  P.  McNair  of  the  Harvard  Busi- 
ness School  restates  it  like  this,  and  I cannot 
overemphasize  the  real  significance  of  this 
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statement  if  we  are  to  emerge  victorious: 
“As  individuals  we  shall  have  to  change  our 
scale  of  values  so  that  we  do  . . . such  things 
as  spending  more  on  defense,  taxing  ourselves 
more,  working  harder,  sacrificing  something 
from  our  standard  of  living,  disciplining  our- 
selves more,  curtailing  special  and  costly 
benefits  to  privileged  economic  groups,  de- 
veloping rigorous  standards  and  competitive 
excellence  in  education,  and  channeling  our 
best  brains  into  needful  activities  for  national 
survival.” 

That  vital  challenge  of  tomorrow  is  our 
greatest  opportunity  today — the  opportunity 
to  so  advance,  so  build,  so  defend,  and  so 
cherish  this  land  of  ours  that  in  the  far  distant 
future  America  will  still  be  enshrined  and 
sustained  as  the  leader  of  free  men  in  the 
hearts  and  hopes  of  all  the  people  of  the 
world. 

The  kind  of  national  spirit  I believe  we 
should  have — spirit  that  means  service — was 
expressed  clearly  by  a fellow  Vermonter  of 
much  earlier  vintage.  His  name  was  Ethan 
Allen. 

After  he  had  captured  Ticonderoga  and 
turned  in  the  booty,  the  Congress  in  its  timid- 
ity considered  turning  the  captured  cannon 
back  to  the  British.  Aroused  by  this  gesture, 
Ethan  Allen  wrote  a letter  to  Congress  and 
this  is  what  he  said  among  other  things: 

“I  wish  to  God  that  America  would,  at  this 
critical  juncture,  exert  herself.  . . . She  might 
rise  on  eagle  wings  and  mount  up  to  glory, 
freedom  and  immortal  honor  if  she  but  knew 
her  strength.” 


Pioneering  a new  trend  in  the  treatment  of 
mentally  disturbed  persons,  Gracie  Square 
Hospital,  of  New  York  City,  made  public  re- 
cently its  findings  at  the  end  of  its  first  year 
of  operation. 

Dr.  Leonard  Cammer,  director  of  the  hos- 
pital, announced  that  its  program  of  treating 
the  mind  and  body  at  the  same  time  had  en- 
abled the  hospital  to  discharge  patients  with 
acute  mental  disorders  in  an  average  of  23.9 
days  last  year. 


He  pointed  out  that  this  time  contrasted 
sharply  with  the  months  of  hospitalization 
required  in  the  past,  and  attributed  this 
record  to  the  hospital’s  intensive  program 
which  combines  early  diagnosis  with  the 
most  modern  physical  and  psychological 
techniques  existing. 

We  find  that  the  physical  and  mental  as- 
pects of  psychiatric  disorders  are  so  closely 
related  that  we  cannot  improve  one  without 
improving  the  other,  Dr.  Cammer  said.  We 
must  bring  psychiatry  into  the  realm  of  total 
medical  practice  and  utilize  time-tested 
principles  that  have  proven  effective,  he 
added. 

He  pointed  out  that  Gracie  Square  Hospital 
brings  psychiatrists  of  all  different  schools 
together  with  internists  and  general  prac- 
titioners, so  that  they  may  integrate  all  the 
needs  of  a person,  and  through  teamwork  re- 
turn him  to  functioning  capacity  in  the  short- 
est time  possible. 

The  hospital,  one  of  the  nation’s  most  mod- 
ern mental  facilities,  received  1,087  patients 
in  its  first  year.  Of  this  number,  90%  of  the 
admissions  were  voluntary. 

There  were  350  psychiatrists  who  referred 
patients  to  Gracie  Square  Hospital  last  year, 
and  150  internists,  gynecologists,  surgeons 
and  general  practitioners  who  sent  patients 
as  psychiatric  admissions,  many  of  whom  al- 
so needed  medical  and  surgical  treatment. 

Gracie  Square  is  the  only  private  hospital 
in  Manhattan  that  will  accept  a patient  suf- 
fering from  any  emotional  illness,  any  time 
of  the  day  or  night  or  on  weekends.  As  evi- 
dence of  the  need  for  such  facilities,  Dr. 
Cammer  noted  that  53%  of  all  the  hospital’s 
patients  last  year  were  received  as  emer- 
gencies between  5 p.m.  and  7 a.m. 

Among  the  total  number  of  patients  ad- 
mitted to  Gracie  Square  Hospital  last  year, 
28%  were  treated  for  schizophrenic  disorders. 
The  greatest  improvement  in  these  patients 
was  made  through  insulin  coma  combined 
with  psychotherapy,  drugs,  and  a “total  push 
program.”  The  hospital  which  was  active 
in  reviving  insulin  coma  treatment  has  a 
fully  equipped  and  staffed  unit  for  its 
administration. 
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Perforation  of  the  interventricular  septum 
is  a rare  complication  of  acute  myocardial 
infarction.  The  diagnosis  is  not  a difficult 
one  if  this  entity  is  kept  in  mind.  The  con- 
dition is  being  recognized  more  frequently  in 
recent  years  and  antemortem  diagnosis  is 
becoming  more  common.  Latham* 1  was  the 
first  to  report  this  complication  and  describe 
the  pathology  and  clinical  criteria  for  its 
recognition.  In  1923  Brunn2  made  the  first 
antemortem  diagnosis.  When  Sager,3  in  1934, 
reviewed  the  world  literature  he  could  find 
only  18  cases.  In  1953  Bond4  discovered  only 
93  cases  in  a comprehensive  study  of  the  lit- 
erature. By  1956,  when  Sanders  et  al.5  re- 
viewed the  subject,  a total  of  132  cases  with 
established  diagnoses  was  described.  The  to- 
tal number  of  cases  detected  by  1957,  accord- 
ing to  Gottsegen,6  had  risen  to  172,  with  an 
increasing  proportion  of  antemortem  diag- 
noses. Edmondson  and  Hoxie7  found  only 
1 to  2%  of  deaths  from  myocardial  infarction 

From  the  Seale  Harris  Clinic. 

1.  Latham,  P.  M.:  Lectures  on  subjects  connect- 
ed with  clinical  medicine  comprising  disease  of  the 
heart,  London,  Longmans,  Brown,  Green  and 
Longmans,  1845,  Vol.  2,  p.  168. 

2.  Brunn,  F.:  Zur  Diagnostis  der  erworbenen 

Ruptur  der  Kammerscheidowand  des  Horzons, 
Wien.  Arch.  inn.  Med.  6:  533-544,  1923. 

3.  Sager,  R.  V.:  Coronary  thrombosis:  Perfora- 
tion of  the  infarcted  interventricular  septum,  Arch. 
Int.  Med.  53:  140-152,  1934. 

4.  Bond,  V.  F.;  Welfare,  C.  R.;  Lide,  T.  N.,  and 
McMillan,  R.  L.:  Perforation  of  the  interventricu- 
lar septum  following  myocardial  infarction,  Ann. 
Int.  Med.  38:  706-716,  1953. 

5.  Sanders,  R.  J.;  Kern,  W.  H.,  and  Blount,  S.  G.: 
Perforation  of  the  Interventricular  septum  compli- 
cating myocardial  infarction,  Am.  Heart  J.  51: 
736,  1956. 

6.  Gottsegen,  G.;  Szam,  I.;  Romoda,  T.,  and 

Matheides,  P.:  Perforation  of  the  infarcted  sep- 

tum; observations  on  pathology  and  haemody- 
namics, Acta  Medica  Scandinavica  158:  157-162, 

1957. 


were  caused  by  rupture  of  the  interventricu- 
lar septum.  Recently  additional  cases  have 
been  reported  by  Margoshes  et  al.8  and  Dims- 
dale.9 

In  order  that  a small  perforation  of  the  in- 
terventricular septum  may  not  be  overlooked 
at  postmortem  examination,  it  is  imperative 
that  a careful,  detailed  study  of  the  heart  be 
performed.  Small  perforations  might  readily 
be  hidden  in  the  coarse  trabeculae  of  the  low- 
er portion  of  the  septum  or  be  covered  by 
thrombi. 

It  is  the  purpose  of  this  paper  to  present 
a case  of  perforation  of  the  interventricular 
septum  following  acute  myocardial  infarction 
diagnosed  antemortem.  A brief  review  of 
the  literature  on  this  subject  will  be  included. 

CASE  REPORT 

Mrs.  S.  H.,  a 53-year-old,  white  female,  was 
admitted  to  the  Highland  Baptist  Hospital 
on  August  15,  1958  in  a state  of  profound 
shock  and  expired  nine  hours  later.  She  was 
first  admitted  to  the  hospital  on  August  30, 
1954  with  a sixteen-year  history  of  recurrent 
upper  abdominal  pain  with  radiation  to  the 
right  subscapular  region.  At  that  time  her 
blood  pressure  was  156/82.  Her  heart  was 
not  enlarged  and  no  murmurs  were  heard. 
The  lungs  were  clear.  There  was  marked 
tenderness  in  the  right  upper  quadrant  of  the 

7.  Edmondson,  H.  A.,  and  Hoxie,  H.  J.:  Hyper- 
tension and  cardiac  rupture:  A clinical  and  path- 
ological study  of  72  cases  in  13  of  which  rupture 
of  the  interventricular  septum  occurred,  Am. 
Heart  J.  24:  719-733,  1942. 

8.  Margoshes,  S.;  Belle,  M.  S.,  and  Steussy,  C. 
N.:  Perforation  of  the  interventricular  septum  due 
to  myocardial  infarction  diagnosed  antemortem,  J. 
Florida  M.  A.:  Oct.  1958. 

9.  Dimsdale,  L.  J.:  Interventricular  septal  rup- 

ture as  a result  of  myocardial  infarction  with  sur- 
vival for  18  months,  Diseases  of  Chest  35:  569- 

576,  1959. 
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abdomen.  X-ray  of  the  chest  showed  a nor- 
mal size  heart  with  mild  dilatation  of  the 
aorta  in  which  early  sclerotic  changes  were 
present.  At  operation  September  2,  1954 
multiple  gallstones  were  found  in  an  acutely 
inflamed  gallbladder.  Her  postoperative 
course  was  uneventful.  In  February  1957  her 
blood  pressure  was  194/90;  and  in  May  1957, 
it  was  170/90. 

Her  second  and  final  admission  to  the  hos- 
pital was  on  August  15,  1958.  She  apparently 
had  been  well  since  last  seen  until  48  hours 
prior  to  admission  when  she  developed  severe 
substernal  pain  with  radiation  into  the  mid- 
back,  followed  by  nausea  and  vomiting.  She 
was  seen  by  her  local  doctor  who  adminis- 
tered an  injection  for  the  pain.  During  the 
night  it  was  stated  that  she  was  very  restless 
and  complained  of  continuous  pain  in  the 
chest  and  back.  The  pain  apparently  con- 
tinued except  when  relieved  by  injections. 
The  attending  physician  stated  that  her  blood 
pressure  was  high.  During  the  second  night 
relatives  noted  that  she  was  cold,  clammy, 
and  sweating  profusely.  When  seen  the  fol- 
lowing morning,  her  local  doctor  arranged 
for  immediate  transfer  to  the  hospital.  Upon 
admission  the  blood  pressure  was  unobtain- 
able and  no  pulse  could  be  felt  at  the  wrist. 
The  skin  was  cold,  wet,  and  clammy.  She  ap- 
peared drowsy  but  was  able  to  talk  rationally. 
The  heart  sounds  were  quite  distant  and  a 
soft  apical  systolic  murmur  was  heard.  The 
lungs  were  clear.  Examination  of  the  ab- 
domen revealed  no  palpable  organs  or  masses 
and  there  was  no  tenderness.  The  white 
blood  count  was  22,900  with  78  neutrophiles, 
16  lymphocytes,  and  6 monocytes.  The  PCV 
was  44%.  Hemoglobin  13.3  gm.  One  nucleat- 
ed RBC  was  noted. 

She  was  first  seen  by  a surgical  colleague 
who  administered  10  mgm.  of  neosynephrine 
by  intravenous  drip.  She  was  given  Demerol 
for  pain  and  placed  in  an  oxygen  tent.  Slight 
response  was  noted  to  this  therapy.  The  pa- 
tient’s skin  became  dry  and  the  blood  pressure 
was  heard  at  85  systolic  but  the  diastolic  pres- 
sure could  not  be  determined  accurately.  At 
this  time  a grade  4 apical  systolic  murmur, 
loudest  along  the  left  sternal  border,  was 


heard.  Three  hours  later  the  blood  pressure 
was  not  obtainable.  She  was  given  30  mgm.  of 
Wyamine  intravenously  without  response. 
An  infusion  of  Levophed®  was  begun,  again 
without  response.  The  concentration  of 
Levophed®  in  the  infusion  was  increased  sev- 
eral times  without  response.  Six  hours  after 
admission  cyanosis  appeared;  the  patient, 
however,  remained  conscious.  Her  condition 
steadily  deteriorated;  the  heart  sounds  be- 
came barely  audible  and  nine  hours  after  ad- 
mission the  patient  expired.  The  murmur 
persisted  until  shortly  before  death  when  the 
cardiac  rate  began  to  decrease  and  the  heart 
sounds  became  very  indistinct.  Because  of 
the  history,  the  irreversible  shock,  and  the 
appearance  of  a loud  systolic  murmur  along 
the  lower  left  sternal  border  during  the  peri- 
od of  observation,  an  antemortem  diagnosis 
of  myocardial  infarction  with  rupture  of  the 
interventricular  septum  was  made. 

An  electrocardiogram  was  requested  but 
had  not  been  obtained  when  the  patient  ex- 
pired. 

Postmortem  examination  confirmed  the  di- 
agnosis. 

The  interventricular  septum  showed  an 
area  of  necrosis  measuring  approximately  2.8 
cm.  in  diameter.  Located  within  this  area 
4 cm.  from  the  apex  was  a perforation  1.5  cm. 
in  length  (Fig.  1). 


Figure  1.  Photograph  of  the  interventricular 
septum  with  a probe  placed  through  the  perfora- 
tion. 
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DISCUSSION 

The  clinical  picture:  Following  an  acute 
myocardial  infarction  a sudden  change  for 
the  worse  in  symptoms  and  physical  signs, 
together  with  the  apperance  of  a loud,  blow- 
ing, low-pitched  systolic  murmur  along  the 
left  sternal  border  in  the  4th  or  5th  inter- 
costal space,  is  highly  suggestive  of  septal 
perforation.  Conspicuous  accentuations  are 
noted  in  the  degree  of  anginal  pain,  dyspnea, 
and  cyanosis,  with  the  development  of  con- 
gestive heart  failure  and/or  peripheral  vas- 
cular collapse.  A systolic  thrill  often  accom- 
panies the  systolic  murmur.  A diastolic  mur- 
mur has  been  noted  in  only  4 cases.  Careful 
auscultation  will  reveal  the  systolic  murmur 
appearing  within  the  first  week  following  the 
acute  infarction.  In  the  cases  described  by 
Edmondson  and  Hoxie,7  an  average  fall  in 
the  systolic  blood  pressure  of  75  mm.  of  mer- 
cury was  recorded.  The  heart  tones  are  weak 
and  distant  and  the  pulse  is  of  feeble  quality. 

Differential  diagnosis:  Systolic  sounds  de- 
veloping after  acute  myocardial  infarction 
are  heard  with  rupture  of  a papillary  muscle, 
with  the  onset  of  a pericardial  friction  rub, 
or  functional  mitral  insufficiency.  Most  im- 
portant in  the  differential  diagnosis  is  rup- 
ture of  a papillary  muscle,  in  which  case  the 
following  clues  are  helpful:10  (1)  the  mur- 
mur is  usually  diastolic  rather  than  systolic 
with  greatest  intensity  over  the  apex;  (2)  a 
thrill  is  almost  never  present;  (3)  acute  left 
ventricular  failure  develops  more  common- 
ly.* 11* 12  Factors  other  than  acute  myocardial 
infarction  may  produce  rupture  of  the  inter- 
ventricular septum,  including  trauma,  neo- 
plasm, infection,13*  14  and  parasitic  invasion. 

10.  Sahagun,  E.,  and  Burns,  R.  O.:  Perforation 
of  the  interventricular  septum  following  acute 
myocardial  infarction:  A report  of  four  cases  diag- 
nosed antemortem,  Ann.  Int.  Med.  44:  657,  1956. 

11.  Bickerman,  L.  J.,  and  Irons,  E.  E.:  Myo- 

cardial infarction  resulting  in  interventricular  sep- 
tal perforation:  Report  of  a case  diagnosed  during 
life,  Ann.  Int.  Med.  31:  918,  1949. 

12.  Goetz,  A.  A.,  and  Gropper,  A.  N.:  Perfora- 
tion of  the  interventricular  septum,  Am.  Heart  J. 
48:  130,  1954. 

13.  Diaz-Rivera,  R.  S.,  and  Miller,  A.  J.:  Rup- 
ture of  the  heart  following  acute  myocardial  in- 
farction, Am.  Heart  J.  35:  126,  1948. 


In  the  differential  diagnosis  should  be  in- 
cluded rupture  of  a chorda  tendinea,15  rup- 
ture of  a congenital  aneurysm  of  the  mem- 
branous portion  of  the  septum  or  sinus  of 
Valsalva,  rupture  of  a mitral  or  aortic  valve, 
subacute  bacterial  endocarditis,14  and  con- 
genital ventricular  septal  defect. 

The  time  interval  from  onset  of  the  acute 
myocardial  infarction  to  perforation  of  the 
septum  has  ranged  from  a minimum  of  4 
hours  to  a maximum  of  one  month.4 

The  electrocardiogram  is  important  in  the 
diagnosis  of  some  cases.  Reiff16  described 
the  electrocardiographic  patterns  associated 
with  septal  infarction  as:  (1)  auriculoven- 

tricular  block;  (2)  right  ventricular  conduc- 
tion defects;  (3)  left  ventricular  conduction 
defects;  (4)  Q waves  and/or  RS-T  segment 
displacement  in  right  ventricular  leads  di- 
rectly referable  to,  or  at  least  suggestive  of, 
septal  infarction,  and  (5)  absence  of  direct 
evidence  of  a septal  lesion.  However,  Sahagun 
and  Burns10  are  of  the  opinion  that  the  elec- 
trocardiograms of  their  4 reported  cases 
showed  no  characteristic  changes  following 
perforation  which  would  help  in  substanti- 
ating the  clinical  diagnosis  of  perforation  of 
the  interventricular  septum. 

Catheterization  of  the  heart  has  recently 
been  performed  in  an  effort  to  confirm  the 
diagnosis  of  perforation  of  the  septum.  Muller 
et  al.17  were  able  to  confirm  the  diagnosis  of 
septal  rupture  in  vivo  by  cardiac  catheteriza- 
tion but  Sanders  et  al.5  could  not  demonstrate 
by  such  studies  the  existence  of  a perforation 
since  no  shunt  was  proved. 

Clinical  course:  Interventricular  septal 

perforation  is  usually  associated  with  exten- 

14.  Levy,  L.,  II,  and  Hull,  E.:  Perforation  of  the 

interventricular  septum  in  a case  of  subacute  bac- 
terial endocarditis,  Am.  Heart  J.  33:  856,  1947. 

15.  Bailey,  O.  T.,  and  Hickam,  J.  B.:  Rupture  of 

mitral  chorda  tendineae:  Clinical  and  pathologic 

observations  on  7 cases  in  which  there  was  no  bac- 
terial endocarditis,  Am.  Heart  J.  28:  578-600,  1944. 

16.  Reiff,  W.  H.:  Rupture  of  the  interventricu- 
lar septum  due  to  myocardial  infarction:  Report 
of  two  cases,  Ann.  Int.  Med.  40:  1125-1134,  1954. 

17.  Muller,  O.;  Hummerfeld,  S.;  Rasmussen,  H., 
and  Storstein,  O.:  Acta  Cardiol.  5:  633,  1950. 
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sive  infarction  of  the  myocardium,  hence  the 
high  mortality.  Within  the  first  week  after 
the  perforation  approximately  50%  die;  13% 
survive  the  second  month;  one  patient  has 
survived  over  6 years. 1S  The  poor  survival 
rate  is  in  part  due  to  the  severity  of  the  con- 
gestive failure  which  is  refractory  to  the  most 
meticulous  care.  The  prognosis  is  invariably 
poor  as  compared  to  an  uncomplicated  acute 
myocardial  infarction,  where  approximately 
80%  of  the  patients  survive  the  initial  attack 
and  25%  remain  alive  10  years  after  the  first 
episode. 

Treatment:  The  treatment  of  a perforated 
septum  is  that  for  acute  myocardial  infarc- 
tion, including  bed  rest,  morphine  for  relief 
of  pain,  oxygen,  anticoagulants,  measures  to 
relieve  shock  such  as  norepinephrine,  and 
digitalis  for  congestive  failure.  Medical 
treatment  at  its  best  is  usually  very  dramatic 
but  futile. 

In  recent  years  surgical  intervention  has 
been  attempted  to  correct  septal  rupture.  In 
1957  Cooley  et  al.19  reported  closure  of  an  ac- 
quired septal  perforation  of  11  weeks’  dura- 
tion, resulting  from  myocardial  infarction, 
the  diagnosis  having  been  confirmed  by  car- 
diac catheterization.  It  was  their  impression, 
although  death  occurred  from  technical  rea- 
sons 45  days  later,  that  a direct  surgical  cor- 
rection of  this  and  other  complications  of 
acute  myocardial  infarction  may  be  feasible. 

Although  infarction  of  the  interventricular 
septum  is  known  to  occur  in  the  majority 
(70%)  of  all  cases  of  myocardial  infarc- 
tion,20’ 21  spontaneous  perforation  of  the  sep- 

18.  Schlappi,  J.  C.,  and  Landale,  D.  G.:  Perfora- 
tion of  the  infarcted  interventricular  septum,  Am. 
Heart  J.  47:  432-436,  1954. 

19.  Cooley,  D.  A.;  Belmonte,  B.  A.;  Zeis,  L.  B., 
and  Schnur,  S.:  Surgical  repair  of  ruptured  inter- 
ventricular septum  following  acute  myocardial  in- 
farction, Surgery,  41:  930-937,  1957. 

20.  Osher,  H.  L.,  and  Wolff,  L.:  The  diagnosis 
of  infarction  of  the  interventricular  septum,  Am. 
Heart  J.  45:  429-440,  1953. 

21.  Myers,  G.  B.;  Klein,  H.  A.,  and  Hiratzka,  T.: 
Correlation  of  electrocardiographic  and  pathologic 
findings  in  infarction  of  the  interventricular  sep- 
tum and  right  ventricle,  Am.  Heart  J.  37:  720-770, 
1949. 


turn  is  rare,  occurring  in  only  1 to  2%  of  cases. 
In  contrast,  rupture  of  the  heart  wall  occurs 
in  about  8%  of  cases.22*  23  The  anterior  por- 
tion of  the  septum  is  the  most  commonly  in- 
farcted, since  it  receives  its  blood  supply  from 
the  left  coronary  artery,  which  is  known  to 
thrombose  at  least  three  times  more  frequent- 
ly than  the  right.  It  is  believed  that  good 
collateral  circulation  of  the  septum  probably 
prevents  its  rupturing  more  often.  In  spite 
of  this  collateral  circulation,  extensive  in- 
farction and  necrosis  are  known  to  be  com- 
mon. Additional  factors  of  importance  are 
hypertension,  lack  of  reparation,  and  old  age. 
Hypertension  would  seem  to  play  a promi- 
nent role  in  increasing  the  intraventricular 
pressure  known  to  predispose  to  rupture  of 
the  heart.7*  23>  24  Although  myocardial  in- 
farction occurs  more  commonly  among  men, 
heart  ruptures  are  known  to  occur  more  fre- 
quently among  women,  probably  due  to  the 
hypertensive  factor.  The  majority  of  septal 
perforations  are  found  in  the  anteroapical 
portion  of  the  septum,  the  area  most  com- 
monly involved  in  cases  of  septal  infarction. 
Most  perforations  occur  singularly  but  mul- 
tiple perforations  have  been  reported.17  The 
size  of  the  perforation  is  subject  to  great  va- 
riation. Perforation  of  the  interventricular 
septum  in  combination  with  rupture  of  the 
free  ventricular  wall  is  very  u n c o m - 
mon.6*  25>  26 

SUMMARY 

A case  of  perforation  of  an  infarcted  inter- 
ventricular septum  is  reported.  The  diag- 
nosis was  made  antemortem.  Antemortem 
diagnosis  is  possible  in  this  condition  if  the 
entity  is  kept  in  mind.  It  is  strongly  sug- 

22.  Gould,  S.  W.:  Pathology  of  the  heart, 

Springfield,  111.,  1953,  Charles  C.  Thomas,  Publisher. 

23.  Wessler,  S.;  Zoll,  P.  M.,  and  Schlesinger,  M. 
J.:  The  pathogenesis  of  spontaneous  cardiac  rup- 
ture, Circulation  6:  334-351,  1952. 

24.  Wright,  I.  S.;  Marple,  C.  D.,  and  Beck,  D.  F.: 
Myocardial  infarction,  New  York,  1954,  Grune  & 
Stratton,  Inc. 

25.  Snyder,  G.  A.  C.:  Spontaneous  double  rup- 
ture of  the  heart,  Arch.  Path.  29:  976-979,  1940. 

26.  Carroll,  D.,  and  Cummin,  S.  D.:  Double  rup- 
ture of  the  heart  following  myocardial  infarction, 
Am.  Heart  J.  34:  894-898,  1947. 
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gested  by  the  sudden  appearance  of  a blowing 
systolic  murmur  along  the  lower  left  sternal 
border  following  an  acute  myocardial  infarc- 
tion. At  the  same  time  the  general  condition 
of  the  patient  is  seen  to  take  a dramatic  and 
sudden  turn  for  the  worse.  The  differential 
diagnosis  has  been  discussed,  emphasis  being 
placed  upon  the  differentiation  from  rupture 
of  a papillary  muscle.  Cardiac  catheteriza- 
tion may  assist  in  the  differential  diagnosis 
in  some  cases. 

The  prognosis  is  invariably  poor.  Medical 
treatment  is  unsatisfactory.  Surgical  treat- 
ment is  feasible  and  holds  some  degree  of 
promise  for  the  future. 

The  literature  is  briefly  reviewed. 
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MIDGET  BASEBALL  PRESENTS  HEALTH 

HAZARDS 

Little  league  baseball  presents  a situation 
that  can  prove  harmful  to  the  health  of  par- 
ticipating youngsters,  say  two  physicians  in 
the  current  Today’s  Health  magazine. 

Drs.  Thomas  E.  Shaffer,  Columbus,  Ohio, 
and  John  L.  Reichert,  Chicago,  said  there 
were  many  undesirable  features  in  organized 
midget  baseball,  but  neither  disagreed  with 
the  underlying  theory  that  the  leagues  can 
promote  healthy  competition. 

No  informed  person  will  deny  that  com- 
petition is  an  essential  part  of  every  child’s 
education  and  growth,  Dr.  Reichert  said  in 
the  American  Medical  Association  magazine. 

But  it  is  equally  true  that  competitive 
drives  must  be  allowed  to  develop  normally 
and  not  be  overstimulated  or  suppressed,  so 
that  as  the  child  matures,  competition  and 
cooperation  are  balanced  forces  in  his  per- 
sonality, he  said.  A child  can  best  be  de- 
veloped in  respect  to  posture,  coordination, 
strength  and  control,  and  emotional  balance 
by  a process  of  gradual  training  during  the 


years  of  physiological  immaturity,  not  by  the 
forced  development  of  special  athletic  skills, 
he  said. 

With  regard  to  injuries,  Dr.  Reichert  said, 
pre-adolescent  and  adolescent  children  are 
in  a vulnerable  age. 

During  this  age  there  are  periods  of  rapid 
growth  with  temporary  maladjustments  and 
weaknesses.  During  these  periods,  the  child 
is  particularly  susceptible  to  dislocations  of 
joints  and  to  bone  injuries. 

Dr.  Shaffer  said  athletic  competition  for 
children  is  undesirable  when  organized  along 
adult  patterns.  In  such  cases,  he  said,  the 
unavoidable  emphasis  placed  on  winning  puts 
too  many  pressures  on  children. 

Competitive  physical  activities  for  this  age 
group  are  desirable  provided  they  are  con- 
ducted with  due  regard  for  developmental 
characteristics  such  as  short  attention  span, 
variations  in  physical  skills,  and  a natural 
tendency  to  disregard  need  for  rest  and  re- 
laxation, he  said. 

Most  of  the  undesirable  features  of  the 
little  leagues  could  be  eliminated  by  discon- 
tinuing sponsorship  of  teams  by  business  or- 
ganizations, by  eliminating  tournaments  ex- 
cept on  a community-wide  championship 
schedule,  by  requiring  medical  examination 
at  the  start  of  a season  and  during  the  season 
if  accident  or  illness  occurred,  and  by  requir- 
ing trained,  experienced  individuals  in  po- 
sitions of  leadership. 


OB-GYN  LOANS  NOW  AVAILABLE 

The  American  College  of  Obstetricians  and 
Gynecologists  has  set  up  a Higher  Education 
Loan  Program  (H-E-L-P)  to  enable  resident 
physicians  to  complete  their  training  in  ob- 
stetrics and  gynecology.  Loans  up  to  $5,000 
will  be  made  to  help  physicians  through  their 
specialty  training  period  and  early  practice. 

H-E-L-P  will  start  operations  with  an 
initial  working  fund  of  $36,000,  contributed 
by  ACOG  and  its  district  organizations.  This 
will  be  added  to  through  individual  contribu- 
tions and  grants  if  necessary. 
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Stroke  or  hemiplegia  was  once  a complete 
diagnosis.  Implied  was  an  intracerebral  le- 
sion— embolic,  thrombotic  or  hemorrhagic. 
Treatment  was  supportive  and  the  prognosis 
depended  on  the  natural  course  of  the  disease. 

In  recent  years  the  attitude  toward  this 
condition  has  changed.  It  is  recognized  that 
a stroke  or  hemiplegia  is  a symptom  rather 
than  a disease.  Intracranial  hemorrhages, 
thromboses  and  emboli  do  occur  producing 
strokes.  However,  other  conditions  such  as 
brain  tumors,  vascular  malformations  and  oc- 
clusions of  the  cervical  carotid  and  vertebral 
arteries  produce  similar  symptoms.  For 
therapy  to  be  effective  it  must  be  directed  at 
a specific  etiologic  agent. 

Our  interest  in  this  field  has  been  toward 
lesions  producing  cerebral  ischemia  by  ob- 
struction in  extracranial  carotid  or  vertebral 
vessels.1  Increasing  the  cerebral  blood  flow 
in  such  instances  has  resulted  in  gratifying 
relief  of  symptoms.2 3 4'  3>  4 

Our  material  consists  of  13  cases  that  were 
operated  on.  Three  were  explored  early  in 
the  series  without  adequate  angiographic 
studies  and  with  negative  operative  findings. 
Two  died  24  and  48  hours  postoperatively.  In 
both,  the  exploration  was  done  under  local 
anesthesia  and  seemed  to  be  well-tolerated. 
Postmortem  examination  revealed  a massive 


1.  Fisher,  M.:  Occlusion  of  the  Carotid  Arteries. 
Further  Experiences,  Arch.  Neurol,  and  Psychiat. 
72:  187,  1954. 

2.  De  Bakey,  M.  E.;  Crawford,  E.  S.;  Cooley, 
D.  A.,  and  Morris,  G.  C.:  Surgical  Considerations 
of  Occlusive  Disease  of  Innominate,  Carotid,  Sub- 
clavian, and  Vertebral  Arteries,  Ann.  Surg.  149: 
690,  1959. 

3.  Lyons,  C.,  and  Galbraith,  G.:  Surgical  Treat- 
ment of  Atherosclerotic  Occlusion  of  the  Internal 
Carotid  Artery,  Ann.  Surg.  146:  487,  1957. 

4.  Rob,  C.,  and  Wheeler,  E.  B.:  Thrombosis  of 
Internal  Carotid  Artery  Treated  by  Arterial  Sur- 
gery, Brit.  Med.  J.  2:  264,  1957. 


cerebral  hemorrhage  in  one  and  cerebral  em- 
boli, plus  multiple  visceral  and  peripheral 
emboli,  in  the  other. 

There  have  been  ten  cases  of  carotid  ob- 
struction, one  being  bilateral.  One  unusual 
case  was  an  occlusion  of  the  internal  carotid 
artery  in  a seven-year-old  boy  producing  a 
hemiplegia.  This  will  be  reported  in  more 
detail  elsewhere.  Nine  cases  were  of  arterio- 
sclerotic obstruction  of  the  carotid  arteries 
and  form  the  basis  of  this  paper. 

All  were  male.  The  age  ranged  from  51 
to  71,  with  6 being  in  the  sixth  decade.  Each 
has  had  associated  arteriosclerotic  lesions. 
These  lesions  have  been  occlusive  disease  of 
the  terminal  aorta  and  its  branches  in  7, 
previous  coronary  occlusions  in  2,  and  an  ab- 
dominal aortic  aneurysm  in  1. 

Symptoms  have  varied  in  degree  from  a 
transient  unilateral  weakness  to  a massive 
hemiplegia.  Monocular  blindness  has  been 
unusual.  Hypertension  has  been  the  excep- 
tion. Headaches  and  dizziness  are  frequent. 
Some  patients  have  had  recurrent  episodes 
for  periods  ranging  from  a few  days  to  sev- 
eral years.  We  have  been  unable  to  correlate 
the  symptom  complex  with  the  pathology 
found  at  operation.  In  some  cases  relatively 
minor  symptoms  have  been  associated  with 
complete  arterial  occlusions.  Contrariwise, 
persistent  paralysis  has  been  found  with  only 
partial  obstructions. 

Physical  examination  has  been  most  help- 
ful. The  presence  or  history  of  paralysis 
helps  to  localize  the  site  of  the  occlusion.  In 
the  local  search  for  the  occluding  lesion  pal- 
pation, auscultation,  and  digital  occlusion 
have  been  used.  Palpation  is  used  to  detect 
the  magnitude  of  pulsation  of  the  common 
carotid  and  internal  carotid  externally  and 
along  the  tonsillar  fossa,  and  of  the  radial  and 
axillary  arteries.  In  at  least  2 individuals 
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with  thin  necks  a plaque  has  been  easily  and 
definitely  palpable  at  the  bifurcation  of  the 
common  carotid. 

Auscultation  has  been  a helpful  maneuver. 
Murmurs  heard  only  over  the  internal  carotid 
have  been  present  in  7.  In  2 patients  mur- 
murs have  been  heard  at  the  base  of  the  neck 
and  have  extended  along  the  carotid  and  sub- 
clavian arteries.  Though  not  universally 
present  even  with  partial  obstructions,  the 
presence  of  a murmur  is  evidence  of  under- 
lying disease.  Auscultation  of  the  neck  is  a 
simple,  atraumatic  procedure  which  may  pay 
large  dividends  in  selected  cases. 

Intermittent  claudication  following  activi- 
ty of  an  extremity  has  been  recognized  for 
years  as  a sign  of  vascular  disease.  In  this 
instance  the  pain  is  caused  by  a relative 
ischemia  caused  by  increased  demand  of  the 
muscles  for  oxygen.  Apparently  such  in- 
creased demand  is  not  a feature  of  cerebral 
activity  and  the  blood  flow  is  relatively  con- 
stant. By  carotid  compression,  unilateral  or 
bilateral,  the  blood  flow  can  be  diminished 
and  a relative  ischemia  produced.  As  the 
brain  is  extremely  sensitive  to  oxygen  defi- 
cits the  effects  can  be  immediately  observed. 
These  have  varied  from  syncope  to  increas- 
ing paralysis  or  only  tingling  in  the  affected 
limb.  We  have  chosen  to  call  this  sign  pas- 
sive cerebral  claudication.  This  maneuver 
has  proved  extremely  valuable.  In  all  our 
surgical  cases  compression  of  the  affected 
artery  has  caused  no  symptoms,  while  com- 
pression of  the  unaffected  (good)  artery  has 
resulted  in  cerebral  claudication  of  some  de- 
gree. 

The  single  most  important  diagnostic  aid 
is  that  of  carotid  or  vertebral  angiography. 
The  procedure  has  the  great  advantage  of 
demonstrating  not  only  cervical  but  intra- 
cranial lesions.  The  procedure  is  not  with- 
out hazards  but  is  our  most  accurate  means  of 
localizing  the  site  and  type  of  problem. 

The  most  common  surgical  procedure  has 
been  exploration  of  the  area  of  bifurcation 
of  the  common  carotid.  This  has  been  ex- 
tended to  exploration  of  the  origin  of  the  ver- 
tebral arteries  of  the  same  side. 


Bypass  procedures  were  done  in  3 cases. 
These  were  from  common  to  internal  carotid 
artery  in  two  and  from  subclavian  to  in- 
ternal carotid  in  one.  In  the  light  of  our  pres- 
ent knowledge,  thromboendarterectomies, 
which  were  done  on  the  other  6 cases,  would 
have  been  done  in  both  of  the  former  cases. 
In  our  small  group  of  cases  this  has  been  a 
very  satisfactory  procedure. 

The  subclavian  to  internal  carotid  bypass 
was  done  in  a case  with  complete  thrombosis 
of  the  common  carotid  artery.  The  other 
bypass  procedures  were  done  with  partially 
occluding  clamps  in  an  attempt  not  to  shut 
off  the  cerebral  circulation.  Since  we  have 
used  the  cerebral  claudication  concept,  that 
occlusion  of  the  bad  artery  did  not  pro- 
duce symptoms,  we  have  not  hesitated  to  oc- 
clude the  common,  internal  and  external 
arteries  on  the  obstructed  side.  Such  oc- 
clusion is  necessary  in  the  performance  of 
endarterectomies.  The  occlusion  time  has  va- 
ried between  17  to  35  minutes.  There  have 
been  no  residual  symptoms  from  the  occlu- 
sion. 

The  findings  at  surgery  are  usually  obvi- 
ous. A large  plaque  is  present  at  the  bifur- 
cation of  the  common  carotid  extending  for 
1 to  2 cm.  into  the  internal  carotid.  Usually 
there  is  some  extension  into  the  origin  of  the 
external  but  to  a much  less  degree.  The  in- 
ternal carotid  distal  to  the  plaque  has  been 
soft,  with  comparatively  normal  walls  even 
in  those  cases  with  complete  obstruction  and 
thrombosis.  The  walls  of  the  common  carotid 
have  showed  variable  degrees  of  arterioscle- 
rosis. Except  for  one  common  carotid  which 
was  completely  thrombosed  there  has  been 
an  adequate  lumen  of  this  vessel. 

After  the  three  carotid  vessels  are  dissected 
free,  they  are  occluded  by  vascular  clamp  or 
tapes  for  a five  minute  test  period.  If  no 
symptoms  ensue,  the  clamp  is  removed  for 
another  5 minute  period  and  then  reapplied. 
A vertical  incision  over  the  plaque  is  made 
and  a thromboendarterectomy  is  done.  The 
various  vessels  are  released  at  times  to  flush 
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out  clots  and,  in  the  case  of  the  internal  ca- 
rotid, to  determine  back  flow.  Heparin  is 
given  intravenously  before  the  vessels  are 
occluded  and  heparin  solution  is  used  to  flush 
out  the  operative  area.  After  all  plaques  have 
been  removed  the  arteriotomy  is  closed  with 
a continuous  suture  of  5-0  arterial  silk. 

Case  1:  J.  E.  C.  is  a white  male,  51  years 

old.  In  1956  he  suffered  an  acute  myocardial 
infarction  with  good  recovery.  One  month 
before  admission,  dizziness  and  tinnitus  de- 
veloped, associated  with  numbness  and  weak- 
ness of  the  right  arm  and  leg.  After  a short 
period  of  hospitalization  he  was  put  on  anti- 
coagulants and  sent  home.  Episodes  of  left 
hemiparesis,  lasting  5 to  60  minutes  and  oc- 
curring several  times  daily,  continued.  The 
patient  was  fairly  well  between  these  epi- 
sodes. 

Examination:  Blood  pressure  150/110.  The 
left  carotid  pulse  was  weaker  than  the  right. 
A systolic  murmur  was  present  on  the  left. 
Carotid  compression  was  not  done.  A left  ca- 
rotid angiogram  revealed  a plaque  at  the  bi- 
furcation of  the  common  carotid  with  post 
stenotic  dilatation  of  the  internal  carotid 
(Fig.  1). 


Figure  1.  Left  carotid  angiogram.  Arrow  de- 
notes stenotic  area  in  left  internal  carotid  artery. 

At  operation  5-6-57  a large  plaque  in  the 
proximal  portion  of  the  internal  carotid  was 
found.  An  end  to  side  nylon  graft  between 
common  and  internal  carotid  was  done. 


Except  for  one  transient  episode  of  numb- 
ness, his  convalescence  has  been  uneventful. 
He  has  returned  full  time  to  his  job  as  sales- 
man. Thirteen  months  later  I had  the  pleas- 
ure of  operating  on  him  again,  this  time  for 
fissure  in  ano. 

Case  2:  M.  A.  B.,  male,  59,  mechanic.  Three 
years  ago  he  blacked  out  after  walking  a long 
distance.  In  June  1957  he  became  dizzy  and 
blacked  out  but  quickly  recovered.  On  June 
27,  1957  he  developed  a headache,  partial 
paralysis  of  the  right  arm  and  leg  and  slur- 
ring of  speech.  He  was  put  on  anticoagulants 
with  partial  improvement  but  weakness  of 
the  right  arm  and  leg  persisted. 

Examination  showed  a diminished  pulsa- 
tion of  the  left  internal  carotid  artery  with 
a systolic  murmur.  Angiograms  were  of  poor 
quality  but  suggested  a plaque  in  the  internal 
carotid  artery. 

The  left  carotid  was  explored  Jan.  13,  1958. 
A large  plaque  was  found  at  the  bifurcation 
of  the  common  carotid,  with  a palpable  thrill 
in  the  internal  carotid.  A bypass  graft  be- 
tween common  and  internal  carotid  arteries 
was  done  using  a section  of  saphenous  vein. 
At  the  conclusion  of  the  procedure  the  in- 
ternal carotid  was  pulsating  normally  and 
the  thrill  was  no  longer  palpable. 

Improvement  was  noted  immediately  post- 
operatively.  The  paralysis  cleared  and  he 
could  now  use  his  trigger  finger.  The  tight 
feeling  in  his  head  has  disappeared.  Improve- 
ment has  persisted. 

Case  3:  A.  C.,  aged  51,  is  a white  male  con- 
struction superintendent  who  had  blackout 
spells  for  many  years.  These  would  begin  by 
tingling  of  the  left  hand  and  were  followed 
by  syncope  of  short  duration  with  complete 
recovery.  Four  weeks  before  admission  a 
massive  left  hemiplagia  occurred  in  Buffalo, 
New  York.  Marked  residual  paralysis  with 
slurring  of  speech  and  drooling  persisted. 
The  patient  also  gave  a history  of  intermit- 
tent claudication  of  legs,  and  examination  re- 
vealed diminished  pulsations  of  the  lower 
limb  vessels. 
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Examination  of  the  carotid  vessels  showed 
a loud  murmur  over  the  left  (good)  carotid. 
No  murmur  was  present  on  the  right.  Com- 
pression of  the  right  carotid  produced  no 
symptoms.  Compression  of  the  left  carotid 
caused  immediate  syncope.  A right  carotid 
angiogram  showed  no  filling  of  the  internal 
carotid  artery  (Fig.  2). 

At  surgery  there  was  a large  plaque  at  the 
bifurcation  of  the  common  carotid,  with  ex- 
tension into  the  internal.  A superimposed 
thrombus  caused  complete  obstruction  of  the 
internal  carotid.  A thromboendarterectomy 
was  done.  The  internal  carotid  was  com- 
pletely occluded.  Distally  the  vessels  were 
soft  and  pliable  and  old  black  blood  seeped 
from  the  intracranial  portion.  The  vessel 
was  irrigated  with  heparin  and  heparin  was 
continued  in  the  postoperative  period. 

There  was  considerable  but  not  dramatic 
improvement  while  in  the  hospital  and  after 
discharge.  Despite  considerable  weakness  of 
the  left  arm  and  leg  he  was  able  to  hunt 
squirrels  that  fall. 

In  February  1959  the  patient  had  begun  to 
notice  occasional  dizzy  spells.  His  family 
felt  that  his  personality  had  changed. 


Fig.  2.  Identical  right  angiograms  in  1958  and 
1959.  Arrow  denotes  site  of  origin  of  internal 
carotid  with  complete  occlusion. 


Examination  now  showed  the  left  carotid 
murmur  to  be  softer  and  less  intense  than  the 
year  before.  Compression  of  the  left  carotid 
for  long  periods  caused  only  slight  dizziness 
where  last  year  this  had  produced  immediate 
syncope.  Bilateral  carotid  angiograms  dem- 
onstrated a narrowing  of  the  left  internal  ca- 
rotid at  the  bifurcation  (Figures  2 and  3). 
There  was  no  filling  of  the  right  internal  ca- 
rotid. 

On  March  25,  1959,  under  local  anesthesia, 
the  left  internal  carotid  was  explored.  The 
artery  was  occluded  for  5 minutes  without 
changes  in  the  patient’s  condition.  After  the 
clamp  had  been  released  for  5 minutes,  it 
was  reapplied  and  a thromboendarterectomy 
was  done.  A hard,  almost  completely  occlud- 
ing plaque  was  removed.  Convalescence  was 
without  incident.  No  objective  change  in 
the  patient’s  condition  could  be  detected.  His 
family  was  of  the  opinion  that  his  personality 
became  much  more  normal  after  the  latter 
procedure. 

He  has  recently  resumed  work  as  a con- 
struction superintendent  on  a large  project 
in  northern  Canada. 


Fig.  3.  Left  carotid  angiogram,  with  marked 
narrowing  of  first  portion  of  internal  carotid 
artery. 
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Case  4:  F.  P.,  male,  71,  salesman.  In  1952 

a coronary  occlusion  was  diagnosed.  In  1956 
a slight  stroke  occurred  involving  the  right 
arm  and  leg.  At  that  time  his  blood  pres- 
sure rose  to  250  mm.  but  had  since  returned 
to  more  normal  levels.  The  paralysis  grad- 
ually cleared  but  the  patient’s  family  noted 
that  his  memory  was  poor.  Intermittent 
claudication  of  the  legs  had  been  present  for 
several  years.  For  the  past  four  to  five 
months  temporary  episodes  of  “swimming- 
headedness,”  tingling  of  the  left  side  of  the 
face,  and  numbness  of  the  right  arm  had  been 
noted. 

Examination  showed  no  murmurs  and  a 
blood  pressure  of  160/90.  There  was  ques- 
tionable widening  of  the  abdominal  aorta. 

At  operation  on  July  24,  1958  a thrombosis 
of  the  common  carotid  artery  from  aorta  to 
bifurcation  was  found.  The  internal  carotid 
was  soft,  nonpulsatile  and  had  a very  poor 
back  flow  when  opened.  A bypass  graft  from 
subclavian  to  internal  carotid  artery  was 
done. 

Postoperatively  he  seemed  somewhat  im- 
proved and  was  quite  active.  On  Dec.  25,  1958 
he  died  suddenly  of  a rupture  of  the  “ques- 
tionable” aortic  aneurysm.  At  autopsy  the 
graft  was  found  thrombosed. 

Case  5:  W.  B.  H.,  male,  55,  who  has  had 

intermittent  hypertension  for  7 years,  with 
readings  as  high  as  210  mm.  systolic.  Sev- 
eral times  he  felt  like  he  was  having  a facial 
stroke  but  never  had  muscular  weakness.  In 
the  past  several  months  has  had  transient 
episodes  of  facial,  right  arm  weakness  and 
gunbarrel  vision.  He  has  noted  difficulty 
in  writing  and  in  memory.  A “swishing” 
sound  has  been  heard  in  his  left  ear.  There 
is  a history  of  intermittent  claudication  of 
the  right  calf. 

Examination.  There  were  loud  murmurs 
at  the  base  of  the  left  neck  extending  along 
the  subclavian  artery.  Blood  pressure  was 
160/90  in  right  arm  and  130/90  in  left  arm. 
Carotid  pulsations  were  equal.  Left  carotid 
compression  produced  no  symptoms.  Oc- 
clusion of  right  carotid  caused  syncope,  with 
convulsive  motions  and  visual  changes. 


Angiograms  were  unsuccessfully  attempt- 
ed. 

Exploration  of  left  carotid  and  vertebral 
arteries  was  carried  out  on  11-6-58.  The  ver- 
tebral was  pulsating  normally.  There  was 
no  evidence  of  obstruction.  There  was  a large 
plaque  at  the  bifurcation  of  the  carotid,  with 
no  pulsation  of  the  internal  carotid  though 
the  distal  portion  of  this  vessel  was  soft.  A 
thromboendarterectomy  was  done  removing 


Fig.  4.  Operative  specimen  in  Case  5.  The  large 
occluding  plaque  at  the  bifurcation  is  seen  with  a 
long  distal  thrombus  extending  up  the  internal 
carotid. 

a large  plaque  plus  a recent  thrombosis  (Fig. 
4) . This  extended  approximately  2 inches 
into  the  internal  carotid.  After  its  removal 
some  backflow  occurred.  The  patient  was 
placed  on  heparin  postoperatively.  He  has 
returned  to  his  former  activity  and  has  had 
no  further  spells. 

Case  6:  J.  N.  P.  is  a 58-year-old  white  male. 
In  1955  he  developed  intermittent  claudica- 
tion of  the  right  thigh.  Aortograms  showed 
sclerotic  changes  of  the  distal  aorta  with  oc- 
clusion of  the  right  iliac  artery.  On  1-2-59 
he  noted  weakness  and  numbness  of  his  right 
leg  and  arm.  On  getting  out  of  bed  he  fell. 
He  was  admitted  to  the  hospital  and  his 
symptoms  improved  rapidly,  clearing  in  ap- 
proximately 36  hours. 

Examination  showed  diminished  pulsation 
of  the  right  internal  carotid.  Murmurs  were 
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present  at  the  base  of  the  neck  and  were 
transmitted  along  both  carotids.  Compres- 
sion of  the  left  carotid  caused  dizziness,  with 
weakness  of  the  left  arm  and  leg.  Compres- 
sion of  the  right  carotid  caused  slight  diminu- 
tion of  vision.  A right  carotid  angiogram 
showed  stenosis  at  the  bifurcation  of  the 
common  carotid  (Fig.  5). 


Fig.  5.  Right  carotid  angiogram  in  Case  6.  A 
stenotic  area  in  the  proximal  internal  carotid  can 
be  seen. 


Fig.  6.  Operative  plaque  removed  by  throm- 
boendarterectomy  in  Case  6. 


At  exploration  a normal  right  vertebral 
artery  was  found.  There  was  a large  plaque 
at  the  bifurcation  of  the  common  carotid. 
Thromboendarterectomy  produced  a large 
atherosclerotic  plaque  with  a superimposed 
recent  thrombosis  (Figures  6 and  7) . A good 
backflow  from  the  internal  carotid  was  pres- 
ent. Anticoagulants  were  continued  in  the 
postoperative  period. 

Convalescence  was  uneventful  except  for 
a wound  hematoma.  Cerebral  symptoms  have 
cleared  and  he  is  back  at  work. 

Case  7:  R.  H.,  male,  71,  unemployed.  In 

December  1958  he  developed  a left  hemi- 
plegia. This  apparently  was  complete  but  he 
partially  recovered  after  a few  days.  Since 
that  time  he  has  had  recurrent  minor  epi- 
sodes, with  dizziness  and  temporary  increases 
in  the  degree  of  paralysis. 

Examination  showed  a thin,  elderly  male 
with  a partial  spastic  paralysis  of  his  left  arm 
and  leg.  All  pulses  of  the  right  leg  were  ab- 
sent. Both  carotid  arteries  were  prominent, 
and  a firm  enlarged  area  could  be  felt  at  the 
right  bifurcation.  There  was  a soft  murmur 
over  the  right  internal  carotid  artery  and  a 
loud  blowing  murmur  over  the  left.  Bilat- 
eral carotid  angiograms  showed  narrowing 
of  both  internal  carotid  arteries,  with  most 


Fig.  7.  Cross  section  of  operative  specimen  in 
Case  6.  Darker  inner  portion  of  specimen  repre- 
sents recent  thrombus  causing  almost  complete 
occlusion. 
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Fig.  8.  Fig.  9. 

Right  carotid  angiograms  showing  marked  narrowing  in  region  of  bifurcation  of  common  carotid  in 
Case  7. 


narrowing  present  on  the  right  (Figures  8 
and  9). 

On  July  2,  1959  a thromboendarterectomy 
of  the  right  internal  carotid  artery  was  done. 
Large,  almost  occluding,  plaques  were  re- 
moved. Postoperatively  the  patient  was  con- 
tinued on  heparin.  Forty-eight  hours  later 
he  began  to  bleed.  Reexploration  of  the 
wound  revealed  a bleeding  point  on  the  su- 
ture line  which  was  closed  with  a single  su- 
ture. The  next  day  a tracheotomy  was  done 
because  of  a large  cervical  hematoma.  Sub- 
sequent convalescence  was  uneventful. 

Improvement  has  been  partial  but  consid- 
erable. Motion  of  the  arm  and  leg  has  great- 
ly improved.  In  particular,  disagreeable 
numbness  and  paresthesias  of  the  left  arm 
and  hand  have  cleared. 

Case  8:  F.  H.,  male,  56,  mechanic.  In  1952 
he  had  an  episode  of  left  shoulder  and  arm 
pain.  This  was  diagnosed  as  a posterior  myo- 
cardial infarction. 

For  2 or  3 years  he  has  noted  transient 
spells  in  which  he  temporarily  lost  sight  in 
one  eye.  These  were  usually  associated  with 


dizziness.  Three  weeks  before  admission  he 
experienced  a severer  spell,  with  dizziness 
and  weakness  in  right  arm  and  hand  and 
difficulty  in  swallowing.  These  symptoms 
cleared  after  several  hours. 

He  has  noted  intermittent  claudication  for 
several  years  and  impotence  for  3 years. 

Examination  of  the  carotid  vessels  showed 
a loud  bruit  over  the  mid-portion  of  the  left 
carotid.  Pulsations  over  the  left  internal 
carotid  arteries  were  diminished.  Compres- 
sion of  the  left  carotid  artery  produced  no 
symptoms  but  momentary  compression  on 
the  right  caused  severe  dizziness  and  a feel- 
ing that  he  was  going  to  black  out.  Blood 
pressure  was  130  in  both  arms.  Murmurs  and 
diminished  pulsations  were  present  over  both 
femoral  arteries. 

Left  carotid  angiography  showed  marked 
narrowing  of  the  left  internal  carotid  artery 
at  the  level  of  the  bifurcation  of  the  common 
carotid  (Figures  10  and  11). 

On  July  16,  1959  a thromboendarterectomy 
of  the  left  internal  carotid  artery  was  done 
under  local  anesthesia.  A large  plaque  con- 
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Fig.  10.  Fig.  11. 

Left  carotid  angiograms  in  lateral  and  anteroposterior  projections  in  Case  8.  Both  demonstrate 
marked  narrowing  of  the  proximal  portion  of  the  internal  carotid. 
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Fig.  12.  Fig.  13. 

Operative  specimen  removed  by  thromboendarterectomy  in  Case  8.  Fig.  12  shows  plaque  as  re- 
moved. Fig.  13  demonstrates  dark  central  area  of  recent  thrombosis. 


taining  only  a pinpoint  lumen  was  present 
(Figures  12  and  13) . In  the  postoperative  pe- 
riod the  patient  complained  of  a throbbing 
headache  over  his  left  hemicranium.  This 
gradually  cleared.  He  has  been  continued  on 
anticoagulants.  No  symptoms  have  recurred 
and  he  is  back  at  work. 

Case  9:  H.  G.  T.,  male,  68,  retired.  In  1956 
this  patient  had  a coronary  occlusion.  He 
had  been  on  digitalis  and  antihypertensive 
medication  since  that  time.  On  July  14,  1959 


a left  hemiplegia,  associated  with  difficulty 
in  speaking,  developed.  This  gradually 
cleared  after  3 or  4 days.  On  August  3,  a 
second  episode  occurred  involving  the  left 
shoulder  and  arm,  with  pain  in  the  left  ear 
and  cervical  region.  This  had  not  complete- 
ly cleared.  Pain  in  the  above  areas  and  mild 
spasticity  of  his  left  arm  persisted. 

Physical  examination  showed  good  pulsa- 
tions of  both  carotids.  At  the  base  of  the 
neck  loud  murmurs  were  present  extending 
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Fig.  14.  Right  carotid  angiogram  in  Case  9. 
There  is  marked  narrowing  of  internal  carotid  ar- 
tery just  above  its  origin. 


along  both  carotids.  There  was  definite  in- 
tensification of  the  murmur  over  the  midpor- 
tion of  the  right  carotid.  Angiograms  showed 
marked  stenosis  of  the  internal  carotid  one 
centimeter  distal  to  the  bifurcation  (Fig.  14) . 

On  August  19,  1959  a thromboendarterec- 
tomy  of  the  right  internal  carotid  artery  was 
done.  The  obstructing  lesion  consisted  of 
arteriosclerotic  plaques,  with  a rather  re- 
cent superimposed  thrombus  which,  fortun- 
ately, had  not  completely  obstructed  the 
lumen  (Fig.  15). 

Convalescence  was  uneventful. 

Improvement  was  noted  in  motion  and 
strength  of  the  left  arm  and  leg  while  the  pa- 
tient was  still  on  the  operating  table.  The 
discomfort  in  the  left  ear  and  neck  similarly 
cleared  dramatically.  He  states  that  the  arm 
is  not  so  strong  as  before  his  first  stroke,  but 
this  is  not  obvious  on  objective  examination. 

RESULTS 

In  the  nine  cases  with  positive  findings, 
six  had  only  partial  obstruction,  with  patent 
internal  carotid  arteries.  Four  have  had  com- 
plete remission  of  symptoms  and  have  re- 
turned to  their  previous  activities.  One  was 
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Fig.  15.  Operative  specimen  in  Case  9 removed 
by  thromboendarterectomy. 


relieved  of  his  unilateral  weakness  and 
numbness  of  the  extremities  but  has  not  been 
able  to  return  to  full-time  work.  One  is  con- 
siderably improved  after  a hemiplegia  per- 
sisting for  7 months  preoperatively. 

In  all  of  these  cases  the  preoperative  mur- 
murs have  disappeared  and  the  effects  of 
digital  compression  of  the  contralateral  ca- 
rotid have  cleared  or  greatly  diminished. 

Three  cases  had  completely  occluded  ves- 
sels. In  only  one  instance  was  the  internal 
carotid  distal  to  the  obstruction  cleared 
enough  to  produce  a fairly  good  back  flow. 
He  is  back  at  work  and  has  noted  consider- 
able improvement.  Both  of  the  other  cases 
were  proved  to  be  occluded  several  months 
later.  In  both  there  had  been  definite  sub- 
jective and  objective  improvement.  In  one 
patient  the  improvement  in  cerebral  blood 
flow  was  enough  to  tolerate  a thromboen- 
darterectomy of  a partially  stenosed  left  in- 
ternal carotid  in  the  face  of  complete  occlu- 
sion of  the  right  internal  carotid. 

This  small  series  shows  clearly  that  early 
cases,  before  complete  occlusion  has  taken 
place,  will  yield  excellent  results.  Our  fol- 
low-up period  is  limited,  the  earliest  case 
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having  been  done  slightly  more  than  2 years 
ago.  In  the  favorable  group  we  have  had 
no  evidence  of  recurrent  symptoms. 

DISCUSSION 

Arteriosclerosis  is  a generalized  disease. 
Its  effects  may  be  localized  with  large 
plaques  and  vascular  occlusions  of  single  ves- 
sels. The  occurrence  of  this  process  in  the 
arteries  to  the  brain  is  one  of  the  causes  of 
strokes.  Diagnosis  can  be  made,  largely  in 
the  office  or  at  bedside,  by  careful  examina- 
tion directed  at  the  carotid  arteries.  Aus- 
cultation, palpation  and  the  production  of 
passive  cerebral  claudication  are  of  help  in 
localizing  the  process.  Angiograms  are  of 
greatest  help  in  accurate  localization  of  the 
lesion. 

Our  therapy  has  consisted  in  removing  or 
bypassing  the  obstruction.  The  above  dis- 
cussion has  been  confined  in  large  part  to 
chronic  or  long-standing  conditions.  It  is 
probable  that  similar  procedures  should  be 
applied  to  more  acute  strokes  as  early  emer- 
gency procedures. 

Time  is  also  of  importance  in  chronic  le- 
sions. The  best  results  have  been  obtained  in 
those  cases  with  partially  occluded  internal 
carotid  arteries  and  a good  back  flow.  As  in 
vascular  surgery  in  other  locations,  results 
in  cases  with  poor  run  off  are  usually  poor. 
Our  indications  for  surgical  exploration  have 
been  symptoms  of  cerebral  ischemia,  associ- 
ated with  evidence  of  an  occlusive  vascular 
lesion  by  physical  examination  or  angiogram. 
We  now  feel  that  every  person  having  a 
stroke  is  a candidate  for  a complete  anatom- 
ic diagnosis.  Search  for  an  occluding  or  oth- 
er specific  lesion  should  be  carried  out  and 
therapy  directed  in  an  attempt  to  return  the 
patient  to  normal. 

ADDENDUM 

Since  preparation  of  this  paper,  six  addi- 
tional patients  have  been  explored.  These 
included  four  patients  with  carotid  obstruc- 
tion, bilateral  in  one.  The  other  two  cases 
were  proximal  obstructions  of  the  great  ves- 
sels. The  first  was  an  obstructing  plaque  of 
the  right  subclavian  proximal  to  the  origin  of 


the  vertebral.  This  was  thromboendarterec- 
tomized.  The  second  was  a case  of  “pulse- 
less disease”  in  a young  woman,  treated  by 
a bifurcation  graft  from  the  arch  of  the  aorta 
to  the  right  innominate  and  left  subclavian. 

The  results  have  been  in  keeping  with  those 
recorded  in  the  above  paper.  They  confirm 
our  impression  that  this  is  a most  valuable 
procedure,  and  should  be  much  more  widely 
used. 


POPULAR  SEDATIVE  CAUSES  PROFOUND 
JUDGMENT  ERRORS 

A widely  used  barbiturate  produces  pro- 
found errors  of  judgment  when  taken  in  av- 
erage doses,  two  Harvard  researchers  said 
in  a recent  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

Gene  M.  Smith,  PH.D.,  and  Henry  K. 
Beecher,  M.D.,  said  the  striking  judgment 
distortion  produced  by  the  barbiturate  is  par- 
ticularly important  from  the  practical  stand- 
point. 

One  can  only  wonder  how  many  accidents 
occurring  each  year  on  the  highway,  in  indus- 
try, in  the  home,  and  elsewhere  are  due  in 
part  to  impairment  produced  by  barbiturates, 
analeptics  (stimulants) , tranquilizers,  and 
other  drugs  given  to  ambulant  patients,  they 
said. 

The  widespread  use  of  these  medicaments 
by  persons  whose  decisions,  judgments,  and 
behavior  affect  their  own  welfare  and  the 
welfare  of  others  makes  further  quantitative 
assessment  of  the  mental  and  behavioral  ef- 
fects of  these  agents  a matter  of  practical 
importance. 

The  researchers  studied  the  effects  of  a 
typical  barbiturate,  secobarbital,  and  am- 
phetamine, a stimulant,  on  15  college  men 
swimming  time  trials  alone  and  in  groups 
of  three.  Each  swimmer  was  a highly  trained 
athlete  in  mid  season  form  who  was  skilled 
in  estimating  his  performance  time,  they  said. 

Nevertheless,  they  found  that  swimmers 
given  secobarbital  evaluated  their  speed  in 
solo  trials  as  significantly  better  than  usual 
when  their  performances  actually  were  sig- 
nificantly slower. 
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Patients  with  diabetes  mellitus  are  more 
prone  to  foot  infections  and  gangrene  than 
non-diabetic  patients.  It  is  well  established 
that  control  of  infection  is  essential  for  prop- 
er control  of  daibetes  and  vice  versa.  Final- 
ly, a small  amount  of  time  spent  with  the 
diabetic  patient  in  preventing  foot  problems 
can  often  save  a foot  or  a leg  and  thus  main- 
tain useful  productive  citizens  as  opposed  to 
the  loss  of  such  members  of  the  body  with 
resulting  dependent  long-term  welfare  pa- 
tients. 

A knowledge  of  the  three  principles  men- 
tioned heretofore  for  the  care  of  the  diabetic 
patient  helps  to  discharge  the  physician-pa- 
tient relationship.  The  principles  are  of  sig- 
nificant humanitarian  consideration  as  well. 
However,  for  the  purposes  of  this  presenta- 
tion, emphasis  should  be  placed  not  on  physi- 
cian responsibility  nor  the  humanitarian 
motivation  but  rather  a third  factor,  and  that 
is  the  one  of  the  consideration  of  the  tre- 
mendous economic  importance  to  the  state 
and  the  country  in  rendering  such  care  to 
diabetic  patients. 

Because  of  poorer  education,  sociologic 
problems  and  other  environmental  circum- 
stances, the  indigent  patient  with  diabetes  is 
particularly  susceptible  to  problems  of  the 
feet.  With  such  knowledge  in  mind,  the  Dia- 
betes Clinic  of  the  University  Hospital  and 
Hillman  Clinic,  the  University  of  Alabama 
Medical  Center,  believed  that  it  was  essential 
to  expand  its  services  to  include  proper  su- 
pervision of  foot  problems  in  patients  with 
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diabetes.  This  belief  was  implemented  by 
the  invitation  to  well  qualified  and  recog- 
nized podiatrists  to  establish  a Podiatry 
Clinic  in  collaboration  with  the  Diabetes 
Clinic  of  the  University  Hospital. 

The  original  invitation  was  very  well  re- 
ceived. As  a result,  an  active,  effective  Po- 
diatry Clinic  is  now  in  operation,  working 
under  the  direction  of  the  Chief  of  the  Dia- 
betes Clinic  of  the  Hospital.  In  so  operating, 
the  Podiatry  Clinic  has  the  following  objec- 
tives: 

1.  To  instruct  diabetes  patients  in  the 
proper  care  of  their  feet  and  to  explain  the 
inherent  complications  and  dangers  of  vari- 
ous foot  problems  for  the  diabetic.  In  these 
instructions  there  is  an  emphasis  on  the  af- 
firmative as  well  as  the  negative.  The  pa- 
tient is  alerted  as  to  what  should  be  done  as 
well  as  what  should  not  be  done.  For  exam- 
ple, the  patient  is  advised  to  avoid  the  use  of 
strong  chemicals,  such  as  salicylic  acid  prep- 
arations, and  also  to  avoid  any  do-it-yourself 
bathroom  surgery  on  corns,  nails,  and  other 
foot  conditions. 

2.  To  treat  any  foot  problem  called  to  the 
podiatrist’s  attention  by  a physician  or  pa- 
tient attending  the  Clinic.  To  treat  condi- 
tions which  are  already  present  as  complica- 
tions of  the  diabetes,  such  as  infections  or 
ulcerations.  To  treat  particularly  conditions 
which  are  potentially  dangerous,  such  as  bad- 
ly inverted  toenails  which  could  become  in- 
fected if  the  patient  were  to  attempt  self- 
medication. 

3.  To  examine  as  many  new  patients  ad- 
mitted to  the  Diabetes  Clinic  as  is  possible. 
To  reexamine  all  patients,  insofar  as  possi- 
ble, every  six  months.  The  latter  is  impor- 
tant for  many  diabetic  patients  acquire  ul- 
cerations and  infections  of  which  they  are 
unaware  because  the  condition  is  painless — 
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the  absence  of  pain  usually  arising  as  a re- 
sult of  diabetic  neuropathy. 

Over  the  months  of  each  operation,  the 
most  common  foot  problems  seen  in  the 
Podiatry  Clinic  of  the  Diabetes  Clinic  are: 

1.  Infected  heloma  (corn). 

2.  Infected  tyloma  (callus) . 

3.  Ulcerations  at  points  of  excessive  weight 
bearing. 

4.  Uncontaminated  ulcerations. 

5.  Infected  ingrown  toenails. 

6.  Painless  inverted  toenails. 

7.  Thickened  toenails  (particularly  on  the 
great  toes)  which  have  pressure  ulcerations 
underneath. 

8.  Mycotic  infections  with  secondary  bac- 
terial infections. 

9.  Localized  cellulitis  with  no  apparent 
point  of  entry. 

10.  Diabetic  neuropathy  with  its  various 
manifestations  in  the  feet. 

After  a period  of  careful  observation  and 
evaluation  it  is  possible  to  report  that  the 
establishment  and  operation  of  a Podiatry 
Clinic  has  aided  greatly  the  mission  of  the 
Diabetes  Clinic  in  the  care  of  the  diabetic 
patient.  It  should  be  emphasized,  of  course, 
that  the  treatment  and  control  of  the  diabetes 
supersedes  any  local  foot  treatment.  If  the 
patient’s  blood  sugar  is  then  within  normal 
limits,  treatment  and  cure  of  foot  problems 
are  greatly  facilitated.  Finally,  it  is  impor- 
tant to  maintain  close  liaison  at  all  times 
with  the  Surgical  Clinic  for  Peripheral  Vas- 
cular Diseases  for  more  complicated  prob- 
lems. It  can  be  concluded,  however,  that 
consideration  should  be  given  to  the  inclu- 
sion of  podiatrists  in  the  care  of  the  diabetic 
patient  to  work  under  the  direction  of  the 
physician  in  the  prevention  and  correction 
of  foot  problems  of  non-surgical  nature. 


A monthly  publication  which,  for  the  first 
time,  focuses  upon  major  common  concerns 
of  two  great  professions — medicine  and  the 
law — will  be  launched  this  month  as  a ser- 
vice to  161,000  physicians. 


“Legal  aspects  have  become  so  entwined  in 
the  healing  arts  that  no  longer  is  it  possible 
to  regard  medicine  as  apart  from  the  law,” 
states  an  “Editor’s  Blueprint”  published  in 
the  first  issue  of  Medicolegal  Digest.  Also 
presented  are  articles — some  specially-writ- 
ten and  others  selected  and  condensed  from 
leading  law  journals — on  artificial  insemina- 
tion, third  party  medicine,  the  doctor  as  a 
witness,  and  medicolegal  aspects  of  space 
flight. 

A dozen  authorities  in  law,  medicine,  and 
hospital  administration  comprise  the  editorial 
board  of  the  new  journal,  which  is  being  dis- 
tributed to  family  dotors  and  specialists  in 
private  practice.  The  board  members  are: 

Ray  E.  Brown  of  Chicago,  superintendent 
of  the  University  of  Chicago  Clinics  and  past 
president  of  the  American  Hospital  Associ- 
ation. 

Russell  S.  Fisher,  M.D.  of  Baltimore,  chief 
medical  examiner  of  the  State  of  Maryland. 

August  H.  Groeschel,  M.D.  of  New  York 
City,  associate  director  for  professional  ser- 
vices of  New  York  Hospital. 

Manfred  S.  Guttmacher,  M.D.  of  Baltimore, 
chief  medical  officer  of  the  Supreme  Bench 
of  Baltimore. 

Marshall  Houts,  LL.B.  of  Woodland  Hills, 
Calif.,  editor-in-chief  of  the  journal,  Trauma. 

Charles  P.  Larson,  M.D.,  of  Tacoma,  Wash- 
ington, chairman  of  the  Council  on  Forensic 
Pathology  of  the  American  Society  of  Clini- 
cal Pathologists. 

Alan  R.  Moritz,  M.D.  of  Cleveland,  direc- 
tor of  the  Institute  of  Pathology  of  the 
Western  Reserve  School  of  Medicine. 

Andrew  A.  Sandor,  M.D.,  LL.B.  of  Alham- 
bra, California. 

LeMoyne  Snyder,  M.D.,  LL.D.  of  Paradise, 
California,  medical  consultant. 

Russell  F.  Staudacher  of  Chicago,  pub- 
lisher of  The  New  Physician,  journal  of  the 
Student  American  Medical  Association. 

Carl  Erwin  Wasmuth,  M.D.,  LL.B.,  of 
Cleveland,  from  the  Department  of  Legal 
Medicine,  Cleveland  Marshall  Law  School. 

Alexander  S.  Wiener,  M.D.  of  Brooklyn. 
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AUTOMATIC  DEVICE  FOR  TYING  THE  UMBILICAL  CORD 


L.  CLARK  GRAVLEE,  M.  D. 
and 

W.  NICHOLSON  JONES,  M.  D. 
Birmingham,  Alabama 


Bleeding  from  the  umbilical  stump  has  al- 
ways been  a problem.  Although  many  meth- 
ods of  cord  ligation  have  been  tried,  all  have 
faults,  as  evidenced  by  the  fact  that  no  one 
method  is  in  universal  use.  The  need  for  a 
simple,  absolutely  secure  ligation  technic  was 
forcibly  brought  to  our  attention  by  the  ex- 
sanguination  of  a healthy  term  infant  whose 
cord  had  been  tied  with  the  conventional  cot- 
ton tape. 

During  the  year  1957,  close  observation  was 
made  of  400  private  and  clinic  babies  whose 
cords  were  ligated  with  cotton  cord  ties;  of 
these  108  required  retying  of  the  cord  be- 
cause of  bleeding. 

METHOD 

In  our  search  for  a simple,  secure  method 
of  ligation  of  the  umbilical  cord,  the  follow- 
ing criteria  were  adopted: 

(1)  It  must  provide  immediate  and  per- 
manent hemostasis. 

(2)  It  must  prevent  cord  contact  with  con- 
taminants from  the  operator’s  hands. 

(3)  It  must  not  serve  as  a culture  medium 
for  pathogenic  organisms. 

(4)  It  must  be  adaptable  to  cords  of  all 
sizes. 

(5)  It  must  allow  rapid  completion  of  liga- 
tion. 

(6)  It  must  enable  the  operator  to  com- 
plete the  tying  with  one  hand. 

(7)  It  must  be  simple  to  prepare  and  easy 
to  operate. 

In  1940,  Kanner  described  a method  of  li- 
gating the  umbilical  cord  with  a rubber  band. 
Since  then,  Krakower  and  Nabolotny  and 
Nelson,  have  reported  various  methods  of 
cord  ligation  using  rubber  bands.  Salvatore, 
in  1957,  and  Lancaster,  in  1958,  devised  instru- 
ments to  use  a single  piece  of  latex  tubing. 


In  1957,  Hamilton  described  an  instrument 
by  which  a multilooped  rubber  band  could 
be  pushed  off  with  the  fingers  around  a loop 
of  cord.  However,  none  of  these  processes 
met  all  of  the  criteria  listed. 

With  these  criteria  as  our  guide,  a device 
was  developed  which  places  a piece  of  1/16" 
x 3/16"  latex  rubber  tubing,  3/16"  in  length, 
around  the  umbilical  cord.  This  instrument 
consists  of  2 pieces  of  steel  pipe,  2 springs,  a 
hook,  and  a trigger  (Fig.  1). 


Barrel  screw 

Fig.  1.  Ty  ing  device  prepared  for  ligation  procedure. 


A conical  metal  loader  was  made  to  fit 
over  the  end  of  the  inner  barrel  (Fig.  2) . The 
latex  bands  and  loaders  are  soaked  in  zephi- 
ran  (benzalkonium  chloride)  1: 1000  solution 


Rubber  band 

Fig.  2.  Loading  procedure. 
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Fig.  3.  Ligating  procedure. 


for  at  least  24  hours.  The  nurse  scrubs  the 
usual  10-minute  surgical  scrub  and  puts  10  to 
15  bands  on  each  loader  while  it  is  held  sub- 
merged in  the  zephiran  solution.  These  load- 
ed cones  are  stored  in  zephiran  solution  until 
time  for  loading.  The  gun  may  be  soaked 
or  autoclaved,  but  the  bands  cannot  be  auto- 
claved in  the  expanded  state.  The  loaded 
guns  may  be  kept  in  the  zephiran  solution 
or  placed  on  the  delivery  table. 

When  the  gun  tie  is  used,  the  baby  is  placed 
on  the  mother’s  abdomen.  The  slack  cord  is 
hooked  at  the  desired  distance  from  the  um- 
bilicus. The  trigger  is  pulled,  bringing  a 
loop  of  cord  within  the  barrels.  The  trigger 
is  then  pulled  a little  more  forcefully,  and 
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the  inner  barrel  telescopes  inside  the  outer 
barrel,  thus  tripping  the  rubber  band  off 
around  the  cord.  The  trigger  is  released,  and 
the  cord  is  delivered  automatically,  un- 
touched by  the  obstetrician’s  potentially  con- 
taminated hands.  To  insure  firm  fixation  of 
the  band  upon  the  cord,  the  point  of  the  gun 
is  raised  until  the  loop  slips  back  over  the 
exposed  hook  shaft  (Fig.  3) . The  cord  is 
then  clamped  distally  and  cut  in  the  usual 
manner. 

RESULTS 

Two  series  of  cord  ligation  cases  were  run 
using  the  conventional  cotton  tape  tie  in  one 
and  the  rubber  band  application  by  the  gun 

437 


TYING  THE  UMBILICAL  CORD 


in  the  other.  Of  the  2663  cases  on  which  the 
gun  tie  was  used,  only  one  bled.  This  cord 
was  tied  by  a new  intern  who  tripped  off  the 
rubber  band  onto  the  side  of  a large  cord,  on- 
ly kinking  the  cord  and  not  forming  a loop. 
As  a result,  an  area  of  blood  3 cm.  in  diameter 
was  found  on  the  diaper,  and  the  stump  was 
retied. 

Another  objection  to  cotton  ties  is  that 
they  do  not  contract  on  the  cord  as  it  desic- 
cates and  becomes  smaller;  therefore,  hemo- 
stasis is  not  maintained.  Because  of  its  in- 
trinsic nature,  the  rubber  band  contracts  as 
the  cord  shrinks,  thus  maintaining  constant 
constriction,  which  effectively  prevents 
seepage  from  the  stump. 

Because  of  the  apparent  reduced  neonatal 
stump  infection  with  the  use  of  the  gun  tie, 
a delivery  room  study  of  cord  contamination 
was  made.  Cultures  were  made  on  the  gun 
ties  before  they  reached  the  operator’s  hands 
and  after  ligation;  the  results  were  negative 
for  pathogenic  organisms  in  every  case.  The 
ends  of  the  cotton  tapes  used  to  tie  the  cord 
were  cultured  in  brain-heart  infusion  broth 
and  plated  out  on  the  appropriate  culture 
media  for  identification.  These  were  100  per 
cent  positive  for  pathogens.  Since  in  all 
cases  the  cord  was  tied  by  the  operator  per- 
forming the  delivery,  the  positive  cultures 
indicate  that  the  gross  contamination  of  the 
operator’s  hands  could  be  a prime  factor  in 
neonatal  stump  infections  (Table  1). 

According  to  Boissard  and  Eton,  the  neo- 
natal umbilicus  may  be  a source  of  strepto- 
coccal infection  in  the  maternity  unit. 
Kwantes  and  James  found  that  the  hemolytic 
streptococcus  may  be  cultured  from  the  um- 
bilicus 8 weeks  after  the  initial  contamina- 
tion. They  suggested  that  this  could  produce 
a public  health  problem. 

It  seems  that  the  gun-tie  method  of  liga- 
tion meets  the  criteria  set  up  and  has  several 
advantages  over  other  ligation  technics.  Since 
everyone  is  familiar  with  the  contour  and 
workings  of  a pistol,  this  instrument  can  be 
handled  with  skill  and  ease  by  anyone.  The 
umbilical  cord  can  be  ligated  in  a few  sec- 
onds; therefore,  the  obstetrician’s  attention 


TABLE  1.  PATHOGENIC  ORGANISMS  CULTURED  FROM 
THE  ENDS  OF  COTTON  TAPE  ON  100  DELIVERIES* 


E.  Coli 51% 

Staph,  albus  (coag.  neg.) 50% 

Enterococci  (A,  B,  Gamma) 38% 

Proteus  8% 

Alpha  Strep 7% 

Diphtheroids  7% 

Staph,  aureus 6% 

Staph,  aureus  (coag.  pos.) 5% 

B.  subtilis 4% 

Clostridium  species 4% 

Gamma  strep 4% 

Beta  strep 4% 

Pseudomonas  species 3% 

Paracolon  bacilli 3% 

Bacteroides  2% 

Anerobic  strep 2% 

Klebsiella  pneu 1% 

Staph,  albus  (coag.  pos.) 1% 

Clostridium  welchii 1% 

Anerobic  beta  strep 1% 


* Most  of  the  cotton  tapes  cultured  grew  two 
or  more  pathogenic  organisms. 


is  not  diverted  needlessly  away  from  the 
mother  or  baby. 

If  the  patient  has  a large  “jelly”  cord,  this 
can  be  tied  with  ease  by  placing  the  index 
finger  against  the  “safety  bolt”  on  the  barrel. 
This  pressure  prevents  the  inner  barrel  from 
telescoping  and  tripping  the  band  premature- 
ly. The  mechanism  of  the  gun  is  very  simple 
and  should  last.  It  can  be  sterilized  by  any 
conventional  method.  The  rubber  tie  re- 
mains in  place  and  will  drop  off  with  the  cord 
within  2 weeks. 

This  instrument  in  no  way  alters  the  meth- 
od of  managing  the  umbilical  cord  prior  to 
ligation.  The  obstetrician  may  prefer  to 
strip  the  cord.  Contamination  of  the  umbili- 
cal stump  from  the  hands  can  be  avoided  by 
not  stripping  to  the  point  of  ligation. 

SUMMARY 

The  automatic  gun  ligation  method  ful- 
fills our  criteria  for  ideal  umbilical  cord  man- 
agement. 
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NEW  LIQUID  FORMULA  DIET  PRESENTS 
WIDE  POSSIBILITIES 

A new  mineral  and  protein-free  liquid 
formula  diet  has  been  tested  successfully 
among  a group  of  volunteer  college  students. 

Dr.  Victor  Vertes,  division  of  medicine,  Mt. 
Sinai  Hospital,  Cleveland,  said  the  liquid  con- 
centrate (Controlyte)  promises  to  be  valu- 
able for  many  conditions  in  which  mineral 
and  protein  intake  must  be  avoided  or  con- 
trolled. 

Writing  in  the  current  issue  of  the  Journal 
of  the  American  Medical  Association,  the 
Cleveland  physician  said  the  formula  was 
found  to  be  “palatable  and  well  tolerated” 
when  taken  by  the  healthy  students  during  a 
three  to  five-day  test  in  contrast  with  many 
previous  formula  diets. 

None  of  the  subjects,  19  men  and  one  wom- 
an, complained  of  hunger,  although  six 
craved  solid  food. 

Weight  losses  ranged  from  3 to  11  pounds. 
Some  weight  loss  was  expected,  Dr.  Vertes 
said,  because  the  calories  provided  were  not 
adequate  for  such  active  subjects.  Prelim- 
inary data  indicate  that  weight  loss  does  not 
occur  in  hospitalized  patients. 

Dr.  Vertes  said  there  has  been  an  obvious 
need  for  such  a formula  but  difficulty  had 
been  encountered  in  the  past  in  reducing  the 
mineral  content  to  a reasonably  low  level. 

The  new  formula,  which  contains  carbohy- 
drate and  vegetable  fat,  represents  a “98  to 
99  per  cent”  removal  of  minerals  compared 
to  a normal  diet,  he  said. 


The  diet  may  benefit  persons  with  cirrhosis 
of  the  liver,  congestive  heart  failure,  kidney 
disease,  and  other  disorders  in  which  sodium 
retention  is  a factor,  he  said. 

“Patients  who  cannot  adhere  to  routine  low- 
salt  diets  might  be  benefited  by  periodic  use 
of  the  formula  as  an  adjunct  to  other  thera- 
pies,” he  added. 

The  diagnostic  uses  of  such  a formula  are 
multiple,  Dr.  Vertes  said.  For  example,  he 
said,  the  special  diet  kitchens,  trained  per- 
sonnel, and  complicated  laboratory  processes 
now  required  to  study  a patient’s  metabolism 
could  be  eliminated  since  any  “fair-sized  hos- 
pital” could  perform  metabolism  studies  if 
the  formula  were  the  sole  food  given  the 
patient. 


LUNG  CANCER  INCREASING  IN  WOMEN 

Cancer  of  the  lung  is  primarily  a disease 

of  men,  Dr.  Ochsner  states,  but  it  is  increas- 
ing among  women.  In  New  York  State,  in  the 
19  year  period  between  1931  and  1950,  the 
incidence  of  cancer  of  the  lung  in  men  in- 
creased 385  per  cent,  while  that  of  all  other 
cancer  increased  only  2 per  cent.  During  the 
same  time,  the  incidence  of  cancer  of  the  lung 
in  women  increased  68  per  cent,  while  that 
of  all  other  cancers  decreased  15  per  cent. 

It  is  the  only  cancer  the  incidence  of  which 
is  increasing  in  both  sexes,  Dr.  Ochsner  as- 
serts. As  far  as  treatment  is  concerned,  the 
tragedy  about  cancer  of  the  lung  is  that  clini- 
cal manifestations  are  so  indefinite  that  diag- 
nosis is  usually  delayed,  he  says.  It  is  diffi- 
cult to  make  a diagnosis,  and  that  is  one  of 
the  principal  reasons  why  the  results  have 
been  so  poor. 

Dr.  Ochsner  reports  on  results  of  a study 
of  1,453  lung  cancer  patients  in  his  own  clinic 
which  showed  that  only  8.5  of  all  patients 
were  alive  within  five  years. 

He  suggests  two  ways  of  attacking  this 
problem:  first,  the  physician  should  suspect 
cancer  of  the  lung  in  every  obscure  lesion 
that  does  not  respond  to  therapy;  second,  the 
person  who  smokes  should  have  an  X-ray 
taken  every  six  months,  preferably  three 
months,  so  that  when  cancer  develops  it  can 
be  detected  while  it  is  still  curable. 
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DR.  DOUGLAS  L.  CANNON 

One  of  the  highlights  of  this  year’s  Annual 
Session  in  Mobile  was  the  presentation  of  an 
honorarium  to  our  beloved  Douglas  L.  Can- 
non for  his  long-time  service  to  the  Associa- 
tion. 

As  most  of  you  know,  Dr.  Cannon  had  an- 
nounced last  year  at  the  Birmingham  Annual 
Session  that  he  would  retire  as  secretary- 
treasurer  and  as  editor-in-chief  of  the  Journal 
following  this  year’s  meeting. 

In  making  the  presentation  to  Dr.  Cannon, 
Dr.  Grady  O.  Segrest,  former  president  of 
the  Association,  expressed  the  feeling  of  ev- 
ery member  (and  the  central  office  staff 
too)  with  these  words: 

“We  come  at  this  time  to  pay  a solemn  and 
beautiful  tribute  to  one  of  our  own  group — 
a doctor  who  has  rendered  more  unselfish  ser- 
vice to  the  doctors  and  the  people  of  Alabama 
than  any  other  Alabama  physician  in  his  gen- 
eration. The  service  has  been  possible  be- 
cause this  man  was  capable,  energetic,  full  of 
wisdom,  and  decided  early  in  life  to  think 
first  of  his  duty  to  God,  and,  second,  his  re- 
sponsibility to  man.  As  he  grew  and  de- 
veloped his  personality,  he  followed  closely 
the  teachings  of  Saint  Peter,  as  recorded  in 
the  Bible,  in  that  he  added  to  his  faith — 
virtue;  and  to  virtue — knowledge;  and  to 
knowledge — temperance;  and  to  temperance 
— patience;  and  to  patience — Godliness;  and 
to  Godliness — brotherly  kindness;  and  to 
brotherly  kindness — charity. 

“In  attempting  to  develop  his  personality 
further,  he  decided  to  lay  aside  all  malice, 
and  all  guile,  and  hypocrisies,  and  envies, 
and  all  evil  speaking  that  he  might  grow  and. 
increase  his  capacities  for  service. 

“It  takes  eighteen  to  twenty-two  years  or 
less  for  one  to  reach  his  full  physical  matur- 
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ity,  but  it  takes  from  sixty-five  to  eighty 
years  to  develop  a well  rounded,  well  organ- 
ized, effective  and  minutely  integrated  per- 
sonality. 

“This  man,  in  order  to  develop  this  type  of 
personality,  realized  from  his  youth  up  that 
it  would  be  necessary  to  follow  certain  funda- 
mental and  universal  laws,  such  as:  first, 

thought  control.  He  knew  that  it  had  been 
said  in  old  times,  ‘That  as  a man  thinketh, 
so  is  he.’  He  accepted  that  as  one  of  the  rules 
by  which  it  would  be  necessary  to  live  in 
order  to  develop  his  full  personality.  Second, 
hard  work.  In  reviewing  biographies  and 
autobiographies  he  soon  learned  that  all  great 
men  had  at  least  two  things  in  common — 
energy  and  integrity,  and  so  he  made  this 
another  aim  in  life.  Third,  charity  and  love 
for  his  fellow  man,  expressed  in  a life  of  ser- 
vice to  other  people. 

“We  have  reference  to  Dr.  Douglas  L.  Can- 
non. Dr.  Cannon  was  born  in  Spartanburg, 
South  Carolina.  He  married  Rosamond 
Hamilton  and  they  have  one  son,  Joe,  a pedia- 
trician. Dr.  Cannon  graduated  from  Spartan- 
burg High  School  and  took  his  preprofessional 
college  course  at  Clemson  Agricultural  Col- 
lege, receiving  a B.  S.  degree  in  1913.  Follow- 
ing this  he  attended  the  Medical  College  of 
the  University  of  North  Carolina  for  two 
years  and  graduated  from  Jefferson  Medical 
College  in  1919.  He  interned  in  the  Hillman 
Hospital,  Birmingham,  and  received  his  Mas- 
ters in  Public  Health  at  Johns  Hopkins  Uni- 
versity in  1936. 

“He  was  Assistant  Health  Officer  of  Ala- 
bama from  1922  to  1928,  and  State  Health 
Officer  from  1928  to  1929,  Deputy  State 
Health  Officer  and  Director  of  County  Health 
Work,  1930  to  1955;  member  of  the  Medical 
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Association  of  the  State  of  Alabama  of  which 
he  was  Secretary  from  1931  to  1939,  and  has 
been  Secretary-Treasurer  since  1940;  Man- 
aging Editor  and  Editor-in-Chief  of  the 
Journal  of  the  Medical  Association  of  the 
State  of  Alabama  since  1942;  Director  of 
Montgomery  YMCA  and  President  of  that  or- 
ganization in  1942;  Awarded  Silver  Beaver 
in  1944  for  his  services  to  the  Boy  Scouts  of 
America;  President,  Montgomery  Charity 
and  Welfare  Council,  Community  Chest, 
1945  and  1946.  He  is  a Diplomate  of  the 
American  Board  of  Preventive  Medicine  and 
Public  Health;  Fellow,  American  Medical 
Association;  member  of  Southern  Medical  As- 
sociation; and  Alabama  Public  Health  Asso- 
ciation; Member  of  Phi  Chi  Medical  Fratern- 
ity. He  is  a Democrat,  a member  of  the 
Presbyterian  Church,  and  belongs  to  the 
Montgomery  Rotary  Club,  of  which  he  was 
President  from  1935  to  1936. 

“There  is  one  man  the  world  will  never 
forget — a man  that  takes  out  of  the  world  a 
little  less  than  he  puts  into  it — a man  who  has 
been  a friend  and  rendered  unselfish  service 
to  his  neighbors,  friends,  poor  relations,  and 
to  the  organizations  to  which  he  belongs.  Dr. 
Cannon  belongs  to  this  type  of  man. 

“The  good  that  men  do  live  after  them — so 
it  will  be  with  Dr.  Cannon.  The  service  he  has 
rendered  to  the  Medical  Association  of  the 
State  of  Alabama  will  be  enjoyed  by  the  doc- 
tors in  Alabama  from  now  until  then — the 
end  of  time.” 


OLDEST  LIVING  PAST  PRESIDENT 

In  doing  research  on  the  hometowns  of  the 
past  presidents  of  the  Association  for  the 
Mobile  Press-Register  and  the  Birmingham 
News,  it  was  interesting  to  learn  that  Dr. 
Joseph  Davis  Heacock  of  Birmingham  is  the 
oldest  living  past  president  of  the  Associa- 
tion. 

Dr.  Heacock  was  elevated  to  the  presidency 
of  the  Association  at  the  Annual  Session  of 
1924  in  Montgomery  and  served  during  the 
1924-25  period. 

We  are  happy  to  report  that  Dr.  Heacock  is 
still  practicing  medicine  today  at  the  age  of 
91. 
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Dr.  Heacock  is  the  oldest  member  of  the 
Jefferson  County  Medical  Society,  and  also 
the  oldest  practicing  physician  in  the  Bir- 
mingham area. 

Dr.  Heacock  graduated  from  Tulane  Uni- 
versity in  1892  and  has  practiced  medicine 
for  68  years. 

Through  his  proficient  and  untiring  minis- 
try in  the  science  of  healing,  Dr.  Heacock  has 
done  honor  to  God,  his  community,  his  pro- 
fession, and  himself. 


A.  M.  E.  F. 

The  American  Medical  Education  Founda- 
tion is  an  organization  exclusively  for  phy- 
sicians. It  was  conceived  and  organized  by 
the  American  Medical  Association  for  the 
sole  purpose  of  getting  physicians  to  contrib- 
ute some  of  their  charity  dollars  to  the  medi- 
cal schools.  Although  many  physicians  al- 
ready contributed  to  their  own  schools 
through  alumni  funds  and  endowments,  the 
medical  schools  were  still  in  dire  need  of  ad- 
ditional operating  funds;  and  it  was  felt  that 
more  doctors  would  contribute  to  their  sup- 
port if  asked  to  do  so.  Furthermore,  the 
alumni  funds,  endowments,  and  other  funds 
the  schools  already  had  were  designated  for 
certain  specific  uses.  What  the  schools  need- 
ed most  was  undesignated  money  which  they 
could  use  wherever  it  was  needed,  from  sup- 
plementing teachers’  salaries  to  buying  more 
equipment.  A multitude  of  letters  from  the 
various  medical  schools  to  AMEF  headquar- 
ters in  recent  years  attest  the  very  great  val- 
ue of  the  money  already  received  and  the 
urgent  need  for  continuing  this  vital  support. 

Nation-wide  the  AMEF  contributions  for 
1959  increased  17.2%  over  1958,  and  a total  of 
$1,195,824.79  was  given.  ( Since  all  AMEF 
expenses — administrative  and  otherwise — 
are  paid  by  the  AMA,  every  dollar  contrib- 
uted goes  directly  to  the  schools  as  undesig- 
nated funds.)  In  Alabama,  although  the 
number  of  individual  contributors  dropped 
from  586  to  568,  the  total  amount  received 
rose  from  $8,387.16  in  1958  to  $13,051.42  in 
1959.  This  year  we  ought  to  do  better! 

Your  state  AMEF  committee  met  in  Mont- 
gomery on  January  17  to  map  plans  for  1960 
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and  resolved  to: 

1.  Continue  having  our  annual  fund  drive 
in  May  each  year,  but  to  send  a “reminder 
letter”  to  each  physician  in  December  since 
experience  has  shown  that  nearly  one-third 
of  our  donations  are  received  that  month. 

2.  Continue  our  efforts  to  solicit  donations 
through  the  county  medical  societies  and 
ladies  auxiliaries  where  such  groups  exist 
and  are  well-organized  (with  local  AMEF 
chairmen),  and  concentrate  our  state-wide 
solicitations  on  the  other  areas. 

3.  Work  more  closely  with  the  ladies  auxil- 
iary and  lend  them  our  whole-hearted  sup- 
port in  their  fine  efforts  for  AMEF. 

4.  Encourage  druggists  throughout  the 
state  to  donate  to  AMEF  according  to  the 
“Arizona  Plan.” 

5.  Inform  our  own  Association  members 
more  adequately  as  to  the  purpose  and  func- 
tion of  AMEF,  and  clarify  our  position  with 
respect  to  the  NFME.  This  will  be  done  in 
a later  editorial  in  the  Journal. 

When  I consider  the  division  of  my  own 
“charity  dollars,”  my  church  and  local  com- 
munity come  first.  But  second,  I contrib- 
ute to  my  profession  through  AMEF  and  then, 
third,  to  the  national  health  agencies  (in 
which,  incidentally,  the  Heart  Fund  gets  the 
lion’s  share) . In  fourth  place  come  all  the 
multitudes  of  other  solicitors  who  seem  to 
come  in  increasing  numbers  each  year  ask- 
ing for  money  for  every  conceivable  cause. 
Sometimes  I give  these  folks  a few  dollars, 
but  most  times  I don’t!  In  the  division  of 
your  charity  dollars  I sincerely  hope  you  will 
elevate  AMEF  from  fourth  place  to  second 
place,  as  I have,  and  give  generously  to  the 
medical  school  which  gave  you  your  most 
prized  education! 

D.  E.  Owensby,  M.  D. 


INTERNATIONAL  COLLEGE  OF  SURGEONS 

The  Alabama  Surgical  Section  of  the  In- 
ternational College  of  Surgeons  will  hold 
their  Annual  Meeting  on  May  25-26  at  the 
Hotel  Stafford  in  Tuscaloosa. 

Dr.  Henry  B.  Turner,  associate  professor  of 
gynecology,  University  of  Tennessee  School 
of  Medicine,  will  lecture  on  “Surgical  Head- 


aches in  Gynecology”  at  the  opening  session. 
Dr.  Walter  G.  Haynes,  Birmingham,  will 
speak  on  the  “Treatment  of  Acute  Head  In- 
juries”; Dr.  Daniel  C.  Riordan,  president  of 
American  Soiety  for  Surgery  of  the  Hand, 
and  chairman  of  the  section  on  orthopedics 
and  traumatic  surgery  of  Southern  Medical 
Association,  will  discuss  the  “Treatment  of 
Acute  Hand  Injuries”;  Dr.  Felix  A.  Hughes, 
Jr.,  chief,  thoracic  surgery  section,  Kennedy 
V.  A.  Hospital,  Memphis,  will  talk  on  “The 
Present  Status  of  Thoracic  Surgery.” 

The  afternoon  speakers  will  be  Dr.  William 
A.  Maddox,  Birmingham,  “Diagnosis  And 
Management  of  Parotid  Tumors”;  Dr.  Robert 
J.  Meade,  assistant  professor  in  plastic  sur- 
gery of  Tulane  University  School  of  Medi- 
cine, “Problems  on  Plastic  Surgery”;  Dr. 
Jewitt  E.  Wheeler,  Tuscaloosa,  “Third  Tri- 
mester Bleeding — Diagnosis  And  Manage- 
ment.” 

Senator  John  Sparkman  will  be  the  ban- 
quet speaker  that  evening. 


FOUNDING  OF  THE  ASSOCIATION 

It  is  noted  in  the  Transactions  of  1951  that 
Mobile  is  the  “Mother  of  Medicine  in  Ala- 
bama.” It  was  there  that  the  Medical  Asso- 
ciation of  the  State  of  Alabama  was  organ- 
ized on  December  1,  1847.  “Actually,  the 
physicians  in  attendance  on  that  day  had  met 
to  make  plans  for  a state  hospital  for  the  in- 
sane but  after  three  days  of  fully  maturing 
all  plans  and  details  they  organized  into  the 
Medical  Association  of  the  State  of  Alabama.” 


AMERICAN  RHEUMATISM  FOUNDATION 

A Post-Graduate  Seminar  in  Arthritis  and 
Related  Diseases  will  be  held  June  11-12  at 
the  Diplomat  Hotel  in  Hollywood-By-The- 
Sea,  Florida. 

This  meeting  will  immediately  follow  the 
Annual  Meeting  of  the  American  Rheuma- 
tism Foundation  and  immediately  precede 
the  Annual  Meeting  of  the  American  Medi- 
cal Association. 

The  course  is  acceptable  for  8 hours  of  cate- 
gory 1 credit  by  the  Academy  of  General 
Practice, 
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’Twas  Greeley  who  said,  “Go  West  young 
man — Thus  might  someone  have  spoken 
to  this  young  man.  Born  in  Spartanburg,  S. 
C.,  where  he  received  his  early  schooling,  he 
attended  Clemson  Agricultural  College  at 
Clemson,  S.  C.  Later  deciding  to  study  med- 
icine, he  went  to  the  University  of  North 
Carolina  for  two  years  and  then  to  Jefferson 
Medical  College  in  Philadelphia  where  he 
graduated  in  1919.  Following  graduation  he 
served  an  internship  at  Hillman  Hospital  in 
Birmingham,  Alabama. 

For  the  next  two  years  he  was  Director  of 
the  County  Health  Department  in  Pike  Coun- 
ty, Alabama.  In  1922  he  resigned  this  office 
to  return  to  medical  school  for  further  train- 
ing. He  received  his  Masters  Degree  in  Pub- 
lic Health  from  Johns  Hopkins  University  in 
1923. 

After  completing  this  work  he  “came 
West,”  locating  permanently  in  Alabama.  In 
1922  he  became  Director  of  County  Health 
Work  for  the  State  Department  of  Health, 
an  office  which  he  filled  except  for  a short 
period  until  1955  when  he  resigned  to  be- 
come County  Health  Officer  of  Montgomery 
County.  He  continues  to  hold  this  position. 

During  his  many,  many  years  of  untiring 
and  unselfish  service  to  medicine  in  the  state 
of  Alabama,  he  has  filled  a number  of  posi- 
tions. Following  the  death  of  Dr.  H.  G.  Per- 
ry in  1923,  this  man  became  acting  secretary 
of  the  State  Association.  In  1930  he  became 
secretary,  in  1939  acting  treasurer;  and  in 
1940  he  was  appointed  secretary-treasurer,  a 
position  which  he  continued  to  hold  until 
April  of  this  year. 

Among  his  many  other  offices,  aside  from 
his  regular  position  in  public  health  work, 
he  served  as  Chairman  ad  interim  of  the  Pub- 


lishing Committee.  He  served  here  from 
1923  to  1930. 

When  the  Association’s  Journal  was  estab- 
lished in  1931,  he  was  chosen  a member  of 
the  Committee  of  Publication;  and  for  the 
following  11  years  he  was  directly  respon- 
sible for  the  publication  of  the  Journal.  In 
1942  the  State  Board  of  Censors  named  him 
Editor-in-Chief.  He  continued  in  this  of- 
fice until  April  of  this  year.  In  1928  he  be- 
came an  active  Counsellor  of  the  Association, 
and  in  1948  he  was  named  a Life  Counsellor. 

To  continue  with  his  many  services,  he  was 
elected  in  1929  to  the  State  Board  of  Censors 
where  he  served  for  one  year.  That  same 
year  he  was  also  elected  State  Health  Offi- 
cer, a position  he  had  to  give  up  after  a short 
period  due  to  illness. 

This  man  is  none  other  than  our  dear  friend 
Dr.  Douglas  Launeese  Cannon.  His  service 
as  Secretary-Treasurer  of  our  Association 
and  as  Editor  of  the  Journal  has  extended 
over  nearly  forty  years.  It  was  with  much 
reluctance  that  his  resignation  was  accepted 
in  April  of  this  year.  He,  more  than  any  oth- 
er man  in  the  state  perhaps,  has  been  inti- 
mately associated  with  and  involved  in  all 
the  changes  in  our  Association  during  that 
time.  All  of  this  work  he  has  done  in  addi- 
tion to  his  regular  duties  as  Health  Officer. 
He  was  ever  devoted  and  dedicated  to  the 
tasks  to  be  done,  always  putting  “first  things 
first.”  His  ability  as  an  organizer  and  his 
unselfish  friendship  will  be  felt  for  years  to 
come.  Our  counselling  table  will  truly  miss 
him. 
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Hugh  E.  Gray 

B.  S,  M.  D.,F.  A.  C.  S,F.  I.  C.  S. 
Anniston 

President  of  the  Association 


Dr.  Hugh  E.  Gray  became  the  91st  president  of 
the  Medical  Association  of  the  State  of  Alabama 
on  April  23  at  the  Association’s  99th  Annual  Ses- 
sion in  Mobile. 

Dr.  Gray  is  the  first  Anniston  physician  to  be 
elected  president  of  the  113  year-old  medical  or- 
ganization. 

The  newly  elected  president  is  a native  of  Ala- 
bama, born  in  Ohatchee  where  he  attended  high 
school.  Dr.  Gray  is  a graduate  of  the  University 
of  Alabama  and  received  his  medical  degree  from 
the  University  of  Michigan  in  1924.  He  served  a 
rotating  internship  at  Methodist  Hospital  in  In- 
dianapolis and  completed  his  surgical  residency 
at  the  Henry  Ford  Hospital  in  Detroit  in  1926. 

Dr.  Gray  is  a member  of  the  Southern  Medical 
Association,  American  Medical  Association,  Amer- 


ican College  of  Surgeons  and  International  Col- 
lege of  Surgeons.  He  has  served  as  president  of 
the  Calhoun  County  Medical  Society,  vice-presi- 
dent of  the  Medical  Association  of  the  State  of 
Alabama  and  vice-president  of  the  Alabama  Sec- 
tion of  the  International  College  of  Surgeons. 

Dr.  Gray  has  practiced  general  surgery  in  Annis- 
ton since  1926.  He  is  affiliated  with  the  Anniston 
Memorial  Hospital  and  Stringfellow  Memorial 
Hospital. 

He  is  a member  of  the  First  Presbyterian 
Church,  Anniston  Chamber  of  Commerce,  Ameri- 
can Legion,  Masonic  Lodge,  and  a board  member 
and  chairman  of  the  finance  committee  of  the  An- 
niston National  Bank. 

Dr.  Gray  is  married  to  the  former  Martha  Wick- 
strom  of  Detroit,  Michigan. 


J.  Paul  Jones,  M.  D. 
Camden 

Chairman,  State  Board  of  Censors 


At  a meeting  of  the  State  Board  of  Censors  im- 
mediately following  the  annual  session  in  Mobile, 
Dr.  J.  Paul  Jones  was  elected  Chairman  of  the 
Board.  He  succeeds  Dr.  E.  V.  Caldwell,  Huntsville, 
who  retired  in  April  after  twenty-six  years  in  the 
chairmanship. 

This  latest  honor  accorded  Dr.  Jones  climaxes  a 
brilliant  lifetime  of  service  to  organized  medicine. 
He  has  served  The  Medical  Association  of  the 
State  of  Alabama  in  practically  every  capacity. 
He  has  done  yeoman  duty  on  many  committees 
and  at  one  time  served  as  chairman  of  the  Com- 
mittee on  Medical  Service  and  Public  Relations 
when  that  was  the  most  active  committee  of  the 
Association.  He  was  president  of  the  Association 
in  1948-49.  He  served  as  Delegate  to  the  American 


Medical  Association  from  1950  through  1958  and 
during  a good  portion  of  that  time  was  a member 
of  the  Committee  on  Rural  Health  of  the  A.M.A. 
He  has  been  a member  of  the  State  Board  of 
Censors  since  1951. 

Dr.  Jones  has  not  confined  his  service  to  or- 
ganized medicine  to  the  Association  alone.  He 
has  been  and  still  is  very  active  in  such  organiza- 
tions as  the  Alabama  Academy  of  General  Prac- 
tice, in  which  he  served  as  president  in  1950. 

Dr.  Jones  has  devoted  his  professional  life  to 
the  people  in  and  around  Camden.  Despite  a 
heavy  schedule  of  work,  he  is  never  too  busy  to 
devote  time  and  energy  to  the  affairs  of  the  As- 
sociation. 


Mrs.  John  T.  Morris 


Mrs.  John  T.  Morris  of  Cullman  is  the  first 
physician  to  serve  as  president  of  the  Woman’s 
Auxiliary  to  the  Medical  Association  of  the  State 
of  Alabama. 

The  newly  installed  president  received  her  medi- 
cal degree  from  the  University  of  Iowa  in  1945,  af- 
ter graduating  from  Grinnell  College  in  her  native 
state  of  Iowa. 

Mrs.  Morris  completed  her  post  graduate  studies 
in  medicine  at  the  Johns  Hopkins  University  in 


Baltimore,  Maryland,  before  marrying  a fellow 
physician,  John  T.  Morris  of  Birmingham. 

Mrs.  Morris  jointly  practiced  medicine  with  her 
husband  in  Hanceville  and  in  Cullman  before  re- 
tiring several  years  ago  to  devote  her  time  to  her 
two  sons,  Tommy  and  Lee. 

The  new  president  has  served  on  the  board  of 
directors  of  the  Woman’s  Auxiliary  for  five  years. 
She  is  a member  of  the  Methodist  Church,  Town 
and  Country  Garden  Club,  P.T.A.,  and  Community 
Music  Association  in  Cullman. 
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Tom  Hendricks,  assistant  t( 
the  executive  vice  president  o 
the  American  Medical  Associa- 
tion, made  better  time  than  in- 
dicated in  picture  (1)  during 
his  recent  trip  to  Alabama 
Tom,  along  with  chauffeur  Bil 
Dozier,  met  with  various  coun 
ty  medical  societies  on  th< 
problem  of  national  legislativ* 
programs.  Meetings  were  hel( 
in  Birmingham  (2),  Annistoi 
(3),  Dothan  (4),  Tuscaloos< 
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TRANSATLANTIC  TELEPHONE  SYMPOSIUM 

ON  THE  EFFECT  OF  ESTROGENS 
IN  THE  MENOPAUSE,  INCLUDING 
THE  METABOLISM  OF  ESTROGENS 


The  participants  in  action  during  the  transatlan- 
tic symposium  held  recently  via  5,000  miles  of  tele- 
phone cable  between  New  York  and  Amsterdam. 
In  New  York  (top  left)  Drs.  Robert  B.  Greenblatt, 
professor  of  endocrinology,  Medical  College  of 
Georgia;  Laman  A.  Gray,  associate  professor  of 
obstetrics  and  gynecology,  University  of  Louisville 
School  of  Medicine;  Peter  A.  Warren,  director  of 
Excerpta  Medica  Foundation;  Edwin  C.  Hamblen, 
professor  of  endocrinology  and  professor  of  ob- 


stetrics and  gynecology,  Duke  University  Medical 
Center.  In  Amsterdam  (top  right)  Drs.  Peter  M. 
F.  Bishop,  endocrinologist  at  Guy’s  Hospital  and 
the  Chelsea  Hospital  for  Women,  London;  I.  A. 
Wijsenbeek,  practicing  obstetrician  and  gynecolo- 
gist, Amsterdam;  H.  de  Watteville,  professor  of 
gynecology  and  obstetrics,  Medical  College  of  Ge- 
neva; Egon  Diczfalusy,  director  of  the  Hormone 
Laboratory  at  Karolinska  Hospital  in  Stockholm. 


Dr.  Wijsenbeek:  Hello,  New  York;  this  is  Amsterdam,  Holland.  I want  to  speak  to  Mr. 

Warren,  the  director  of  the  Excerpta  Medica  Foundation.  Hello,  Mr.  War- 
ren, are  you  all  ready  for  this  discussion? 

Mr.  Warren:  Hello  Dr.  Wijsenbeek,  this  is  Warren  speaking.  Yes,  we  are  certainly  all 
ready  here. 


Dr.  Wijsenbeek:  As  you  know,  we  have  met  here  today — if  we  can  be  said  to  have  met, 

when  we  are  linked  together  by  several  thousand  miles  of  cable — we  have 
met  to  discuss  “The  Effects  of  Estrogens  in  the  Menopause,  Including  the 
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Metabolism  of  Estrogens.”  Our  aim  is  to  get  down  to  brass  tacks  on  this 
subject — in  other  words,  to  discuss  what  one  could  do  for  the  patient  who 
is  suffering  from  one  of  these  various  aspects  of  menopausal  disturbances. 
In  particular,  we  want  to  thrash  out  the  question — what  we  mean  by  the 
term  “estrogen”  and  how  to  use  estrogens  to  the  best  advantage  and  with 
the  greatest  possible  safety;  also  why  we  use  them,  and  in  what  form  and 
what  dosage.  Finally,  we  shall  have  to  deal  with  the  complications  of 
estrogen  therapy,  more  particularly  with  the  possibility  that  estrogen 
therapy  can  increase  the  risk  of  cancer.  Shall  we  start  by  settling  what 
we  mean  by  the  menopause  and  what  are  the  symptoms  that  we  are  hop- 
ing to  relieve  with  estrogens? 

Dr.  Greenblatt,  would  you  be  kind  enough  to  open  the  discussion? 

Dr.  Greenblatt:  As  I see  it,  the  menopause  is  a period  in  a woman’s  life  when  decline  in 

balanced  ovarian  function  is  accompanied  by  cessation  of  menstrual  flow. 
It  is  another  milestone  in  the  woman’s  progress  through  life.  In  the  main, 
we  call  it  the  climacteric — or  if  you  prefer,  the  change  of  life.  When  her 
menstrual  periods  cease  the  woman  steps  from  reproductivity  into  middle 
age,  free  from  the  responsibilities,  the  stresses,  the  hazards  and  the  trials 
associated  with  childbirth.  However,  the  loss  of  hormonal  support  result- 
ing from  declining  ovarian  function  may  bring  on  a variegated  train  of 
symptoms.  These  symptoms  may  result  from  autonomic  nervous  system 
imbalance — hot  flushes,  sweats,  palpitations,  spasms,  formication,  and  so 
on.  Or  we  may  have  psychogenic  disturbances,  such  as  insomnia,  crying 
spells,  depression,  apprehension  and  nervousness.  Then  there  may  be  the 
metabolic  disorders  such  as  atrophy  of  the  vulva  causing  pruritus;  urinary 
bladder  dysfunction — nocturia  and  frequency  of  micturition,  osteoporo- 
sis, with  its  accompanying  bone  and  muscle  aches;  and  various  catabolic 
phenomena. 

Dr.  Wijsenbeek:  Forgive  me  for  interrupting,  Dr.  Greenblatt,  but  it  might  be  useful  to  put 

in  some  figures  at  this  stage  to  show  at  what  age  these  menopausal  symp- 
toms may  be  expected.  Perhaps  I may  read  out  the  analysis  recently 
quoted  by  Millot  and  Daux  in  their  paper  in  the  March  issue  of  the  “Ar- 
chives des  Maladies  du  Coeur.”  They  tell  us  that  3.6%  of  women  have 
their  menopause  before  the  age  of  40;  20.5%  between  40  and  44;  44%  be- 
tween 45  and  49;  30%  between  50  and  54;  and  1.6%  after  55.  That  means 
that  the  ages  are  more  or  less  randomly  distributed  between  40  and  55,  very 
few  women  having  their  menopause  before  40  and  very  few  after  55,  the 
main  block  falling  between  40  and  54,  with  the  peak  between  45  and  50. 
These  authors  suggest  that  the  menopause  occurring  at  or  before  the  age 
of  43  must  be  considered  precocious.  Less  than  15%  fall  in  this  category. 
Is  that  more  or  less  your  experience,  Dr.  Greenblatt? 

Dr.  Greenblatt:  Yes,  but  I’m  not  entirely  in  agreement  with  this  concept.  I think  one  can 

sum  it  up  by  saying  that  this  is  a complaint  of  the  forties  and  early  fifties, 
and  that  very  few  women  are  seriously  troubled  by  it  before  the  age  of 
43. 

Dr.  Wijsenbeek:  Dr.  Greenblatt,  would  you  say  that  all  women  get  some  trouble  with  their 

change  of  life,  or  do  some  escape  altogether? 


MAY  I960— VOL.  29,  NO.  I I 


449 


THE  ASSOCIATION  FORUM 


Dr.  Greenblatt:  Certainly,  there  are  many  women  who  experience  no  serious  discomfort 

at  all  in  passing  through  the  menopause.  For  these  people  treatment  is 
quite  unnecessary.  The  less  said  about  the  whole  thing,  perhaps  the  bet- 
ter. At  the  other  extreme  there  are  women  who  experience  such  severe 
symptoms  that  some  form  of  therapy  is  advisable,  if  it  can  be  applied 
with  safety.  I know  that  many  physicians  feel  that  the  menopause  is  a 
physiological  process  and  no  therapy  for  it  is  indicated.  Others  believe 
that  all  that  these  patients  need  is  encouragement,  sympathy,  and  a thor- 
ough explanation  of  what  is  going  on.  In  their  view,  therapy  merely  pro- 
longs the  menopause  and  does  no  good.  I do  not  belong  to  this  school  of 
thought,  though  therapy  can  certainly  be  overdone.  We  have  to  bear  in 
mind,  I think,  that  flushes  are  merely  one  aspect  of  the  menopause;  irasci- 
bility, migrainoid  headaches,  insomnia,  apprehension,  moods  of  depression 
and  nervousness  may  occur  without  any  hot  flushes  at  all.  Then  we  mustn’t 
forget  the  sequelae  of  the  menopause,  such  as  senile  vaginitis,  pruritus 
vulvae,  and  osteoporosis.  These  must  be  considered  part  of  the  meno- 
pausal syndrome. 

Dr.  Wijsenbeek:  Thank  you,  Dr.  Greenblatt.  Dr.  Hamblen,  did  you  mean  to  speak  on  this 

subject  of  sequelae? 

Dr.  Hamblen:  Yes,  perhaps  I am  somewhat  prejudiced  because  I have  practiced  in  a rela- 
tively rural  community.  In  fact,  North  Carolina  has  been  called  a vale 
of  humility  between  two  mounds  of  conceit.  It  seems  to  me  that  the  ma- 
jor emphasis  in  treatment  should  not  be  placed  on  the  year  or  so  of  tran- 
sient symptomatology,  but  on  the  late  postmenopausal  phase  of  the  change, 
that  is  on  the  epoch  of  senescence.  In  1900  the  average  life  expectancy 
of  women  in  the  United  States  was  48.7  years.  Fifty  years  later  this  fig- 
ure has  risen  to  72.4  years.  In  other  words,  in  half  a century  twenty-four 
years  have  been  added  to  woman’s  life,  but  the  menopause  still  occurs  at 
the  same  time  as  it  always  did.  Our  chief  therapeutic  efforts,  in  my  opin- 
ion, should  be  devoted  to  making  these  additional  years  full  years  of  liv- 
ing. 

It  seems  logical  to  me  that  there  are  well-defined  indications  for  geriatric 
estrogen  therapy  in  many  women.  Woman  should  be  permitted  to  have 
this  therapy,  when  indicated,  without  having  hanging  over  her  head  the 
Damoclean  sword  of  fear  that  cancer  may  be  produced.  This  estrogen 
therapy  should  be  given  orally  and  cyclically  and  should  be  combined 
with  a moiety  of  progesterone  to  prevent  undue,  unopposed  estrogen 
stimulation  of  the  endometrium  and  of  the  breasts. 

Moderator:  Of  that  aspect  we  must  remind  you  later.  There  is  a tendency  to  look  up- 
on the  menopause  as  a disease,  and  most  of  the  ills  that  women  suffer 
from  between  40  and  50  are  apt  to  be  put  down  to  “the  change.” 

Dr.  Hamblen:  Yes,  I agree,  there  is  this  unfortunate  tendency,  and  I look  upon  it  as 

dangerous  and  careless.  The  multiplicity  of  symptoms  during  the  change 
must  not  prevent  us  from  making  a real  attempt  to  sort  them  out  and  di- 
agnose them  separately.  For  one  thing,  we  should  never  assume  a func- 
tional etiology  until  real  disease  has  been  thoroughly  ruled  out.  This  is 
particularly  true  when  we  are  dealing  with  the  disorders  of  uterine  and 
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genital  bleeding.  Objective  diagnosis  is  a paramount  obligation  in  all 
cases  of  functional,  excessive  or  too  frequent  uterine  bleeding.  A curet- 
tage is  absolutely  essential,  and  if  abnormal  bleeding  recurs  later,  we  must 
curet  again  and  again. 

Moderator:  Perhaps  you  would  tell  us  at  this  stage,  Dr.  Hamblen,  how  you  proceed 
when  faced  with  a case  of  menopausal  disturbances.  What  do  these  wom- 
en come  to  the  doctor  for?  What  are  their  usual  complaints,  would  you 
say? 

Dr.  Hamblen:  Well,  I think  that  we  can  start  by  dividing  their  complaints  into  general 

and  local.  We  have  already  listed  the  general  ones  and  emphasized  that 
hot  flushes,  though  among  the  commonest  symptoms,  are  by  no  means  the 
only  ones.  All  varieties  of  cardiovascular,  psychogenic,  metabolic,  uri- 
nary, muscular  and  bony  symptoms  are  presented  to  the  doctor  in  differ- 
ent guises,  usually  with  the  gratuitous  diagnosis  of  the  “change  of  life” 
attached.  Then  there  are  local  symptoms,  of  which,  of  course,  the  main 
one  is  abnormal  bleeding.  As  regards  the  general  symptoms  I must  em- 
phasize again  the  absolute  necessity  of  making  every  effort  to  come  to  a 
definite  diagnosis.  The  local  bleeding  may  be  serious  in  itself,  but  more 
commonly  it  is  a symptom  of  some  underlying  disease.  The  doctor’s  job 
is  to  decide  whether  or  not  the  prolonged,  excessive,  or  too  frequent  bleed- 
ing is  a manifestation  of  a local  lesion  or  is  a functional  symptom  with  a 
hormonal  basis,  or  on  the  other  hand,  is  it  a sign  of  a more  widespread  dis- 
order. Abnormal  bleeding  at  this  time  of  life  requires  curettage  and  a 
careful  pathological  study  of  the  available  endometrium.  Of  course,  we 
curet  far  more  women  at  this  time  of  life  for  diagnosis  than  we  treat  be- 
cause of  any  excesses  of  uterine  bleeding.  Functional  uterine  bleeding 
of  such  amount  as  to  require  treatment  should  be  treated,  in  my  opinion, 
at  this  time  of  life  in  the  same  conservative  manner  as  in  the  younger 
woman,  rather  than  hysterectomy  or  radiotherapy  or  roentgen  therapy. 

Moderator:  Thank  you  very  much,  Dr.  Hamblen.  Dr.  Diczfalusy,  it  will  be  very  use- 
ful, I think,  if  you  can  now  give  us  some  basic  facts  about  estrogens,  their 
production  and  excretion. 

Dr.  Diczfalusy:  This  is  a big  order,  but  I will  try.  First  of  all  the  term  “estrogen”  denotes 

a group  of  compounds  with  widely  different  chemical  structures  includ- 
ing “natural”  estrogens  normally  formed  in  the  body,  such  as  estradiol 
and  other  steroid  estrogens;  and  secondly,  “synthetic”  estrogens,  such  as 
stilbene  derivatives  and  other  nonsteroidal  compounds.  Sometimes  a 
third  group  is  also  referred  to,  consisting  of  natural  compounds  possessing 
estrogenic  activity.  The  estrogenic  action  of  all  these  substances  seems 
to  be  fairly  similar,  but  their  biological  actions  are  certainly  not  identical 
in  every  way.  It  v/ould  therefore  be  justifiable,  I think,  to  prefer  the 
natural  estrogens  for  the  purposes  of  substitution  therapy.  The  question 
then  is  what  sort  of  natural  estrogens?  Now,  before  discussing  the  “es- 
trogen situation”  in  menopausal  and  postmenopausal  women,  it  might  be 
useful  to  consider  the  general  situation  in  nonpregnant  women.  Three 
important  questions  must  be  tackled:  Firstly,  where  do  the  estrogens 

come  from?  Secondly,  which  estrogens  are  produced?  And  thirdly,  ap- 
proximately how  much? 
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The  answers  to  these  questions  must  be  partly  based  on  unproved  assump- 
tions. There  are  at  least  five  estrogen  sources  operating  in  the  human 
nonpregnant  female — the  ovaries,  the  adrenals,  peripheral  conversion 
of  androgens  and  corticosteroids,  and  finally,  estrogenic  materials  taken 
in  with  the  food.  From  the  tentative  estimates  it  can  be  seen  that  from 
the  quantitative  point  of  view  the  most  important  sources  are  the  ovaries 
and  then  the  adrenals.  The  balance  of  evidence  based,  among  other  things, 
on  isolation  studies  and  metabolic  experiments  now  strongly  suggests 
that  the  primary  estrogen  elaborated  by  the  ovaries  (and  perhaps  also 
by  the  adrenals)  is  identical  with  estradiol  and/or  estrone.  If  so,  the 
approximate  amount  of  estrogen  produced  by  the  non-pregnant  human 
female  in  different  conditions  can  be  calculated  on  the  results  of  urinary 
excretion  studies  after  the  administration  of  various  estrogens,  and  on 
replacement  studies  in  ovariectomized  women.  I have  tried  to  calculate 
these  amounts  from  the  available  evidence  based  on  estrogen  estimations 
in  different  centers,  where  methods  have  been  used  which  fulfill  the  rec- 
ognized criteria  of  reliability.  These  estimates  indicate  that — depending 
on  the  phase  of  the  cycle — normally  menstruating  women  produce  two  to 
eight  times  more  estrogen  than  postmenopausal  women.  It  also  appears 
that  in  postmenopausal  women  both  the  adrenals  and  ovaries  may  be 
significant  sources  of  estrogen,  although  the  balance  of  evidence  seems 
to  indicate  that — from  the  quantitative  point  of  view — the  adrenals  are 
probably  much  more  important.  However,  the  estrogen-producing  ca- 
pacity of  the  postmenopausal  ovary  may  show  very  wide  individual  vari- 
ations, as  is  seen  in  studies  of  ovarian  histology  and  endometrial  biopsies. 
Several  of  the  natural  estrogens — for  instance,  estrone,  estriol  and  the 
so-called  “conjugated”  forms  of  these  and  other  estrogens,  as  they  are  ex- 
creted in  the  urine  of  women  or  pregnant  mares,  are  biologically  active 
in  human  beings  when  given  by  mouth.  It  has  been  suggested  that  some 
16  substituted  natural  estrogens — for  instance,  estriol — can  exert  biologi- 
cal effects  on  the  cervix  and  myometrium  in  dose  ranges  at  which  estra- 
diol, the  most  potent  of  the  natural  estrogens,  is  still  inactive.  New  data 
on  the  effect  of  such  estrogens  will  be  exceedingly  interesting. 

Moderator:  Thank  you,  Dr.  Diczfalusy. 

Dr.  Hamblen:  Dr.  Diczfalusy’s  comments  on  the  new  estrogen  effects  are  most  interest- 
ing. I am  particularly  awaiting  the  further  studies  which  he  mentions. 
For  instance,  I found  his  last  suggestion  particularly  instructive;  that  is, 
the  fact  that  natural  estrogens  of  the  estriol  type  exert  a special  activity 
on  the  cervix  and  myometrium  which  is  greater  even  than  that  of  estradiol, 
which  we  look  upon  as  the  most  potent  of  the  natural  estrogens.  I would 
like  to  ask  Dr.  Diczfalusy — Is  this  an  unusual  type  of  effect? — What  is  the 
effect  on  the  cervix? — What  is  the  effect  on  the  myometrium?  There  is  a 
lot  of  clinical  information  which  would  seem  to  indicate  that  the  produc- 
tion of  estrogen,  with  the  ovaries  as  a major  source,  is  steady  in  post- 
menopausal women  until  the  9th  decade,  though,  of  course,  at  a lower 
level  than  before  the  menopause.  Perhaps  the  postmenopausal  ovary  is 
more  important  in  the  production  of  estrogen  than  we  might  be  led  to 
believe.  Certainly  the  view  held  by  many  investigators,  including  the 
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late  Earl  Engle,  that  the  postmenopausal  ovary  has  no  biological  future 
lacks,  in  my  opinion,  any  really  secure  foundation. 

Moderator:  I think  we  have  struck  an  important  difference  of  opinion  here  by  the 
look  of  it.  We’d  better  try  to  get  our  own  views  as  straight  as  we  can 
make  them  on  this  question  of  the  functional  activity  of  the  postmeno- 
pausal ovary.  Dr.  Hamblen,  can  you  give  us  some  more  evidence? 

Dr.  Hamblen:  Well,  Dr.  Diczfalusy  tells  us  that  the  main  sources  of  estrogen  derivatives 

in  the  urine  of  postmenopausal  women  are  the  adrenals,  plus  some  from 
conversion  of  androgen  to  estrogen,  and  some  more  from  estrogenically 
active  compounds  in  the  diet.  On  the  other  hand,  there  are  certainly 
some  pretty  strong  other  opinions  which  I think  one  has  to  take  into  con- 
sideration. For  instance,  Randall  and  his  colleagues  believe  that  the 
ovary  is  a source  of  a significant  portion  of  these  estrogens,  anyway. 
Paulsen  and  others  reported  that  estrogen  excretion  remained  pretty  well 
constant  through  the  postmenopausal  years  and  that  the  level  in  the 
castrated  postmenopausal  women  was  only  one-half  as  high  as  in  the 
women  with  normal  menopause.  That  seems  to  me  to  be  significant. 
They  also  reported  that  the  urinary  gonadotrophin  levels  were  signifi- 
cantly higher  in  castrated  women  than  in  noncastrated  postmenopausal 
women.  McBride  and  his  colleagues  estimated  that  the  urinary  estrogen 
levels  of  postmenopausal  women  were  of  the  same  order  as  those  of  wom- 
en capable  of  reproduction  during  a menstrual  period.  This  is  not  a par- 
ticularly low  level,  for  Professor  Markee,  a colleague  of  mine  at  Duke 
University,  has  shown  that  menstruation  occurs  when  blood-estrogen 
levels  are  reduced  by  only  50%  from  the  peak  values  of  the  cycle.  I 
know  that  Struthers  took  the  view  that  neither  the  ovary  nor  the  adrenal 
was  the  source  of  estrogen  production  after  the  menopause.  He  based 
his  estimations  on  the  vaginal  cytological  studies.  His  argument  was 
based  on  the  findings  that  the  estrogen  production  of  postmenopausal 
women  was  not  appreciably  altered  either  by  bilateral  oophorectomy  or 
by  bilateral  oophorectomy  plus  bilateral  adrenalectomy. 

Moderator:  That  is  hardly  the  universal  finding,  is  it? 

Dr.  Hamblen:  No,  certainly  not.  There  are  a lot  of  possible  sources  of  error  in  this  kind 

of  research.  McBride  points  out  that  the  level  of  estrogen  metabolites  in 
the  urine  may  give  us  a very  inadequate  idea  of  the  level  of  estrogen  pro- 
duction. He  suggests  that  a low  level  of  some  of  the  components — es- 
tradiol, for  instance — may  indicate  a high  degree  of  estrogen  metabolism. 
Anyway,  if  we  look  back  at  Rakoff’s  work  in  1955,  we  find  that  he  used 
the  same  cytological  method  for  estimating  estrogen  levels,  but  he  found 
that  bilateral  oophorectomy  in  postmenopausal  women  caused  a sharp 
deterioration  in  vaginal  estrogenization.  And  he  concluded  that  the  ova- 
ries were  the  chief  source  of  postmenopausal  estrogen  production.  It 
seems  to  me,  therefore,  that  there  is  far  stronger  evidence  that  the  post- 
menopausal ovary  is  active  than  that  it  fulfills  no  biological  role. 

Moderator:  Dr.  Gray,  do  you  share  this  opinion  with  Dr.  Hamblen? 

Dr.  Gray:  Dr.  Wijsenbeek,  while  I revere  Dr.  Hamblen’s  opinion  on  everything  in 
endocrinology  and  gynecological  problems  in  general,  I must  say  that  I 
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disagree  with  his  point  of  the  value  of  the  dried-up  atrophic  ovary  of  the 
woman  long  after  the  menopause.  I cannot  see  any  great  concern  over 
this  postmenopausal  ovary.  We  have  such  excellent  methods  of  giving 
estrogen  therapy  to  replace  it,  so  far  as  I know  in  every  effect,  that  it  is 
rather  immaterial.  Now,  I would  be  interested  for  a moment  in  Dr.  Dicz- 
falusy’s — in  his  opinion  regarding  these  studies  of  estrogen  excretion 
after  the  menopause.  As  I understand  it,  a certain  amount  of  estrogen 
must  be  given  to  these  women;  and  then  the  chemist  studies  the  excre- 
tion; and  if  he  recovers  more  than  he  gave,  then  he  assumes  that  the 
ovary,  or  something,  must  be  forming  estrogen.  I wonder  if  there  might 
not  be  a fallacy  in  that  method,  if  it  is  true,  since  essentially  no  estrogen 
can  be  found  by  itself.  Now,  we  have  been  following  a large  number  of 
patients  for  more  than  20  years  with  vaginal  smears  before  and  after 
hysterectomy  and  bilateral  salpingo-oophorectomy.  It  is  my  opinion 
that  after  the  menses  cease,  about  20%  of  the  women  continue  an  estro- 
genic smear  for  two  or  three  years  or  many  years;  the  remainder  develop 
an  atrophic  smear  rather  rapidly  and  may  have  the  menopausal  symp- 
toms in  which  we  are  interested. 

Moderator:  I think  when  we  ask  Dr.  Diczfalusy  if  he  also  can  adjudicate  on  the  point 
raised  by  Dr.  Hamblen,  that  there  is  far  stronger  evidence  that  the  post- 
menopausal ovary  is  active  than  that  it  fulfills  no  biological  ro-le,  and 
then  we’ll  pass  to  another  subject. 

Dr.  Diczfalusy:  Let’s  get  this  straight.  I do  agree  that  the  postmenopausal  ovary  does 

produce  some  estrogens.  The  problem  is  how  much?  The  evidence  on 
record  which  has  been  published  so  far  by  six  centers  in  this  part  of  the 
world  clearly  indicates  that  postmenopausal  women  excrete  significantly 
less  estrogen  than  premenopausal  women.  Then  again,  the  clue  may  lie 
in  our  friend,  individual  variation.  I would  think  that  one  explanation 
of  the  apparently  divergent  findings  may  very  well  be  that  there  are  very 
wide  individual  variations  in  the  estrogen-producing  capacity  of  the  post- 
menopausal ovary  depending  on  the  rate  of  disappearance  of  germinative 
tissue.  So,  I would  think  that  if  there  are  no  more  follicles  in  the  ovary, 
there  may  not  be  any  significant  estrogen  excretion.  Now,  both  the 
adrenals  and  ovaries  are  significant  sources  of  estrogen.  Adrenal  inhibition 
with  cortisone  considerably  reduces  the  production  of  estrogens  in  post- 
menopausal women  but  certainly  does  not  stop  their  production  altogether. 
In  case  you  give  ACTH  to  postmenopausal  women,  you  get  a marked  in- 
crease in  estrogen  excretion.  Now,  I don’t  agree  with  Dr.  Gray  as  far  as 
the  vaginal  smears  are  concerned.  It  is  difficult  for  me  to  see  how  vaginal 
smears  will  give  you  strict  quantitative  aspects. 

Moderator:  Here’s  a question,  Dr.  Bishop.  Is  it  fundamental? 

Dr.  Bishop:  Well,  as  I have  been  listening  to  this  argument  with  Dr.  Hamblen  and 
Dr.  Gray  quoting  authorities  who  may  be  familiar  to  us  but  possibly  not 
to  many  of  you,  our  listeners,  and  Dr.  Diczfalusy  presenting  very  concrete 
laboratory  evidence,  I’ve  got  to  wonder  whether  I really  understand  what 
is  the  main  source  of  postmenopausal  estrogen.  But  of  one  thing  I am 
convinced — from  many  long  years  of  bitter  experience — and  that  is,  if 
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you  suddenly  destroy  ovarian  function  by  bilateral  oophorectomy,  deep 
X-rays,  or  radium,  whatever  the  age  of  the  patient  provided  that  she  is 
premenopausal,  you  are  letting  yourself  in  for  a stormy  menopause  often 
accompanied  by  a severe  depressive  psychosis  which  may  be  very  diffi- 
cult to  treat  and  which,  in  my  experience,  has  often  completely  disrupted 
domestic  relations.  Please,  please  do  not  remove  the  ovaries  in  a woman 
who  is  still  menstruating  (unless  you  absolutely  have  to) , even  if  they 
may  subsequently  become  malignant,  which  I do  not  think  is  a serious 
consideration. 

Dr.  Hamblen:  I agree,  Dr.  Bishop.  In  my  view,  normal  ovaries  should  never  be  removed 

from  women  of  any  age  on  the  basis  of  age  alone.  Many  surgeons  remove 
the  ovaries  of  menopausal  women  at  an  indicated  hysterectomy  as  a 
prophylaxis  against  the  development  of  ovarian  cancer,  which  they  con- 
sider a more  serious  danger  than  the  outbreak  of  an  early  menopausal 
symptomatology.  I’m  sure  Dr.  Bishop  is  right  in  saying  we  should  avoid 
inducing  artificial  menopause  whenever  it  is  possible.  And  if  a woman 
has  an  early  menopause — whether  it  is  spontaneous  or  induced — if  she  has 
hypoestrogenism,  she  should  have  full  substitutional  therapy  with  cyclic 
estrogen  and  progesterone  therapy  by  the  oral  route  until  she  reaches  the 
age  when  she  would  have  had  her  menopause  in  the  ordinary  way. 

Moderator:  Good.  Do  you  look  on  the  aging  process  of  women  as  primarily  the  result 
of  ovarian  failure?  Or  is  the  ovarian  failure  the  result  of  the  aging 
process? 

Dr.  Hamblen:  My  belief  is  that  the  genital  aging  of  women  is  due  to  their  climacteric 

ovarian  failure.  But  this  is  only  one  aspect  of  over-all  aging,  and  the  two 
are  not  necessarily  chronologically  related.  Some  of  the  best  years  of  a 
woman’s  life  follow  the  menopause;  and  after  the  change,  whether  spon- 
taneously or  with  medical  aid,  a woman  may  maintain  a high  degree  of 
cosmetic  elegance  and  carry  on  a most  satisfactory  sexual  life. 

Moderator:  And  how  do  you  view  the  vasomotor  instability  and  psychogenic  quirks 
of  the  menopause?  Are  they  a direct  result  of  estrogen  deficit? 


Dr.  Hamblen:  The  cause  cannot  be  either  the  progressive  hypergonadotrophic  function 

of  the  pituitary  or  hypoestrogenism.  For  example,  patients  with  rudi- 
mentary gonads,  who  have  never  had  pubescence,  have  hypoestrogenism 
and  hypergonadotropuria,  but  they  get  none  of  the  hot  flushes  or  other 
subjective  symptoms  long  identified  with  the  change.  It  makes  one  specu- 
late whether  the  effects  of  estrogen  therapy  on  these  symptoms  are  pri- 
marily due  to  their  specific  action  or  to  their  psychotherapeutic  effects 
and  the  sense  of  well-being  that  they  induce. 

Moderator:  Thank  you,  Dr.  Hamblen.  Now,  I am  looking  to  Dr.  de  Watteville  to  go 
into  some  details  about  the  pharmacology  of  estrogens.  Will  you  tell  us, 
please,  what  differences  there  are  in  the  actions  of  various  estrogens,  and 
whether  the  natural  and  synthetic  ones  have  different  indications  and 
effects? 

Dr.  de  Watteville:  Women  vary  widely  in  how  much  they  suffer  at  the  change  and  in  what 

pattern  their  sufferings  take;  quite  a lot  of  women  get  away  with  a 
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physiological  and  symptom-free  menopause.  They  all  seem  to  have  much 
the  same  endocrine  background  to  their  menopausal  syndrome,  though, 
as  reflected  in  the  urinary  levels  of  hormones  and  metabolites. 

There  is  a fairly  uniform  diminution  of  pregnanediol  due  to  the  disap- 
pearance of  progesterone  secretion  by  the  ovary.  But  the  outstanding 
menopausal  change  is  the  sharp  fall  in  the  excretion  of  estrogens,  gen- 
erally followed  by  a rise  in  pituitary  gonadotrophins.  The  logical  treat- 
ment for  this  menopausal  revolution  in  the  hormone  field  seems  to  be  sub- 
stitution therapy,  aiming  at  restoring,  at  least  partly,  the  normal  pre- 
menopausal hormone  balance.  Progesterone  has  no  effect  on  menopausal 
troubles  in  most  menopausal  patients  but  you  can  rapidly  and  completely 
relieve  the  symptoms  by  giving  estrogens.  Androgens,  sedatives  and 
tranquilizers  are  all  helpful  in  some  ways,  but  none  of  them  is  anything 
like  so  efficacious  as  the  estrogens. 

Moderator:  Yes,  this  is  rather  a fundamental  point.  When  we  embark  on  hormone 
therapy  to  help  women  over  their  change  of  life,  what  should  be  our  aim? 
Should  we  try  to  devise  substitution  therapy  so  as  to  restore  the  normal 
premenopausal  hormonal  balance?  Is  there  no  danger  that  our  therapy 
will  interfere  with  the  natural  tendency  of  the  woman’s  hormone  system 
to  attain  a new  balance  at  different  levels?  Dr.  Hamblen,  what’s  your 
opinion? 

Dr.  Hamblen:  Yes,  I don’t  quite  agree  with  Dr.  de  Watteville.  You  see,  the  basic  cause 

of  the  change  is  an  intrinsic  failure  of  the  ovaries,  and  one  cannot  prevent 
this  with  estrogen  therapy  or  anything  else,  so  far  as  I know.  What  we 
do  is  not  to  aim  at  full  substitutional  therapy  with  estrogens  because  we 
might  impede  the  normal  scaling  down  of  different  functions,  the  adjust- 
ment of  different  glands,  the  homeostasis — which  is  a part  of  the  change 
of  life.  No,  I feel  that  when  we  use  estrogens  at  the  time  of  the  change, 
to  relieve  the  usual  subjective  symptoms,  our  aim  should  be  palliation 
and  not  full  substitution.  This  means  that  our  dosage  schedules  should 
last  only  a relatively  short  time  and  the  dosage  should  be  gradually  re- 
duced. Properly  planned  estrogen  therapy  can  be  a great  help  to  women 
in  adapting  their  hormonal  balance,  but  the  longer  the  administration  of 
estrogen  is  continued  at  full  substitutional  levels  the  more  difficult  it 
becomes  for  a woman  to  adapt  herself  to  this  new  situation. 

Dr.  Bishop:  I think  the  point  that  has  been  raised  here  is  an  important  one  that  we 
should  go  into  more  fully,  and  that  is  the  duration  of  the  menopause.  I 
know  some  people  who  say  that  it  is  better  not  to  give  estrogens  at  all 
but  to  let  the  woman  go  through  a rather  uncomfortable  and  sticky  meno- 
pause for  a few  months  and  then  she’ll  be  finished  with  it.  Whereas,  if 
you  give  estrogen  it  prolongs  the  menopause  indefinitely.  Now  that’s 
not  my  idea  about  it — it  seems  to  me  that  the  menopause  may  go  on  for 
many  months  or  even  years  whether  it’s  treated  or  whether  it’s  not  treated. 
I think  therefore  that  there  is  an  indication  for  treaing  the  menopause 
rather  than  leaving  it  alone.  I do  think  it’s  important,  as  Dr.  Hamblen 
has  said,  to  give  low  doses  and  not  necessarily  complete  physiological 
substitution.  I personally  like  to  find  the  lowest  dose  which  will  relieve 
the  menopausal  symptoms  and  then  give  it  for  a certain  period  of  time, 
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always  remembering  to  leave  intervals  between  successive  courses  of 
perhaps  6 or  7 weeks  with  a week  or  10  days’  interval.  I think  that’s  an 
important  thing. 

Moderator:  I think  this  is  an  important  question  especially  for  the  general  practitioner 
and  I know  Dr.  de  Watteville  has  special  views  on  this  subject. 

Dr.  de  Watteville:  Well,  I quite  agree  with  Dr.  Bishop  on  the  general  principle  of  inter- 
ruption of  estrogenic  treatment.  Lipshutz  in  his  animal  experiments  has 
already  shown  that  you  may  get  harmful  pathological  uterine  and  mam- 
mary growth  by  giving  very  small  doses  of  estrogen  for  a prolonged 
period  of  time,  whereas  heavy  dosage  given  by  injection  at  one  time  and 
followed  by  a prolonged  interval  without  any  treatment  didn’t  do  any 
harm.  I therefore  think  it  is  important  to  respect  this  rhythmic  pattern 
which  also  is  known  to  be  the  physiological  one  in  women  who  are  still 
having  their  menstruation;  and  I personally  prescribe  treatment  by  in- 
jections or  by  mouth  during  about  three  weeks’  time,  followed  by  ten  days 
without  treatment.  That  makes  it  very  easy — the  patient  will  start  with 
the  treatment  at  the  first  of  the  month,  going  on  until  the  20th  and  then 
a free  interval  until  the  first  of  the  following  month.  But,  of  course, 
it’s  impossible  to  give  a foolproof  schedule  on  the  treatment  with  estro- 
gens— we  have  to  adapt  the  dosage  according  to  the  reactions  in  the  indi- 
vidual, and  the  sensitivity  to  estrogens  may  be  very  different  from  one 
patient  to  the  other. 

Now,  another  problem  I mentioned,  androgens — when  I say  they  may  be 
a useful  addition  to  the  estrogen  treatment.  Dr.  Bishop  said  that  he  may 
observe  withdrawal  bleeding  sometimes  if  he  is  giving  for  6 to  7 weeks  low 
dosage  of  estrogens.  I think  that  I could  observe  as  well.  And  I think 
that  we  should  try  to  prevent  such  a menopausal  interval  bleeding  which 
may  cause  some  fear  of  cancer  and  may  make  curettage  necessary  to  rule 
out  such  a possibility.  We  have  cause  to  try  to  stick  to  the  lowest  possi- 
ble dosage  of  estrogen — but  still  estrogen  alone  in  many  cases  may  not  be 
sufficiently  efficacious  or  if  you  give  a little  more,  it  may  lead  to  such 
bleeding  or  if  you  give  a little  bit  more,  it  may  also  lead  to  some  painful 
swelling  of  the  breasts.  Now,  if  you  give  androgens  I think  you  may 
reinforce  the  action  of  the  estrogen  on  the  general  feeling  of  well-being 
and  you  have  also  a similar  effect  on  the  vaginal  epithelium  and  the 
proliferation  and  the  glycogen  content  in  the  epithelial  cells,  so  you  have 
a useful  effect  on  the  vagina.  You  may  come  to  complete  relief  of  the 
menopausal  symptoms  without  withdrawal  bleeding,  without  painful 
swelling  of  the  breasts,  without  harmful  growth  of  the  endometrium. 

Moderator:  We  shall  be  coming  back  to  this  androgen  question  a little  later  on.  Dr. 

Gray,  what  are  your  indications  for  estrogen  therapy  in  postmenopausal 
women?  Do  you  decide  whether  to  prescribe  estrogens  on  the  basis  of 
your  findings  on  the  vaginal  smear? 

Dr.  Gray:  I believe  that  any  woman  who  is  still  menstruating,  who  has  a thick  vagina, 
who  has  a full  estrogenic  effect,  never  needs  estrogenic  hormone  under 
any  circumstances.  That  no  woman  who  is  menstruating  should  be  treated 
with  estrogen.  After  the  menstruation  has  ceased,  still,  she  should  not 
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have  estrogen  therapy  as  long  as  the  vagina  is  thick,  as  long  as  she  has 
the  estrogenic  effect  and  that  may  continue  a few  months  or  two  years, 
or,  in  some,  indefinitely.  But  if  there  is  an  atrophic  smear,  that  is  the 
shedding  of  the  parabasal  cells,  and  if  she  has  symptoms,  then  we  may 
expect  excellent  relief  of  her  symptoms  with  substitution  therapy.  Not 
every  woman  needs  treatment,  of  course.  Now  I differ  with  the  gentlemen 
who  have  spoken  regarding  the  cyclic  administration  of  estrogen.  I do 
not  see  any  reason  why  we  should  prolong  this  cyclic  difficulty  of  the  up 
and  down  effect  of  estrogen  and,  of  course,  even  worse  the  progesterone, 
because  the  premenstrual  tension  is  related  to  progesterone  entirely.  And 
that  anyone  should  have  to  continue  that  up  and  down  variation  in  those 
months  and  years  to  come  seems  unnecessary  to  me.  Now  we  use  the 
very  smallest  amount  of  estrogen  that  will  give  an  estrogenic  effect  in  the 
vaginal  smear  and,  of  course,  we  used  to  use  the  hypodermic  medication, 
but  now  practically  never  use  it.  We  don’t  use  stilbestrol  because  it  causes 
nausea  in  a certain  number  of  people,  we  don’t  use  ethinyl  estradiol  very 
often  because  of  headaches  and  nausea  in  occasional  people  and  we  prefer 
conjugated  estrogens  in  its  smallest  amounts,  a dosage  of  0.3  mg.  daily  in- 
definitely. 

Dr.  Greenblatt,  you  wanted  to  say  something? 

Yes,  if  I may.  I think  Dr.  Gray  is  treating  the  vaginal  smear  and  not  the 
patient.  I know  of  many  patients  who  have  moderately  good  estrogenic 
smears  on  examination  and  still  have  many  of  the  symptoms  of  the 
menopause.  I think  it  is  important  to  treat  the  patient  regardless  of  the 
estrogenic  or  hypoestrogenic  smear  obtained. 

Dr.  Gray? 

But  I insist  that  those  symptoms  of  hot  flushes,  of  nervousness,  of  all  the 
other  symptoms  she  might  have,  if  she  has  a full  estrogen  smear,  are  due  to 
nervousness,  anxiety  and  no  effect  whatever  or  relation  rather,  to  estrogen, 
the  ovaries,  the  adrenals  or  to  anything  else. 

Dr.  Hamblen,  I think  you  would  like  to  say  something. 

I’m  so  happy  Dr.  Gray  said  what  he  did  because  that  is  just  what  I had  in 
mind.  These  are  the  people  who  in  my  opinion  need  tranquilizers,  let’s 
give  them  tranquilizers,  if  they  need  estrogens,  let’s  give  them  estrogens. 

Are  tranquilizers  less  dangerous  than  estrogens? 

No. 

I think  that  on  this  side  of  the  Atlantic  some  of  the  gentlemen  are  longing 
to  say  a few  words  here. 

Oh,  well,  just  for  the  sake  of  argument,  I would  like  to  ask  Dr.  Gray — 
What  is  the  evidence  that  the  premenstrual  tension  that  you  mention  is 
related  to  progesterone,  is  there  any  definite  evidence  on  that  point? 

Clinically,  there  certainly  is.  It  is  related  to  the  last  half  of  the  menstrual 
cycle.  If  we  prevent  ovulation  I think  premenstrual  tension  is  prevented. 
On  the  other  hand,  this  up  and  down  effect  of  estrogen — or  the  deprivation 
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of  estrogen — is  bound  to  cause  some  slight  recurrence  of  the  symptoms 
which  we  are  treating  in  the  first  place. 

I think  at  this  stage  we  ought  to  have  the  benefit  of  Dr.  Bishop’s  investi- 
gations into  the  choice  of  drugs,  dosage,  and  combining  estrogen  and 
androgen. 

Some  time  ago  I undertook  a clinical  study  of  the  relative  potency  of  dif- 
ferent estrogens  and  I did  find  that  compared  with  stilbestrol,  ethinyl 
estradiol  is  about  25  times  more  potent  and  conjugated  equine  estrogen 
about  half  as  potent.  I personally  use,  now,  conjugated  equine  estrogen 
because  it  has  few,  if  any,  toxic  effects.  And  with  regard  to  the  question 
of  androgens,  I do  not  use  androgens  myself,  although  I have  been  im- 
pressed with  the  argument  that  Professor  de  Watteville  has  just  presented 
about  the  well-being  effects  and  the  anabolic  and  anti-estrogenic  effects 
that  you  get  with  androgen.  But  I have  seen  recently,  for  instance,  in 
the  last  three  months,  5 patients  who  have  been  treated  with  a combined 
tablet  of  0.005  mg.  of  ethinyl  estradiol  and  3 mg.  of  methyltestosterone  3 
times  daily  or  even  3 pills  3 times  a day  for  months  and  have  developed 
hirsutism.  I think  that  if  one  bears  that  in  mind  and  uses  androgens  in- 
telligently, then  they  may  be  of  some  use.  But,  we  are  talking  now  to 
the  general  practitioner,  and  I think  it’s  important  to  warn  him  if  he  gives 
androgens  indefinitely  and  without  adequate  control  that  he  is  going  to 
run  into  this  sort  of  danger. 

Are  your  findings  the  same,  Dr.  Hamblen? 

Well,  we  disagree  a little  bit  with  Dr.  Bishop.  I feel  that  conjugated  equine 
estrogens  probably  are  just  about  as  potent  as  diethylstilbestrol  when  we 
judge  the  potency  on  the  production  of  hemostasis  in  functional  uterine 
bleeding  or  on  the  production  of  withdrawal  bleeding  in  amenorrhea.  Our 
figures  essentially  are  1.25  mg.  of  conjugated  estrogens  equal  1 mg.  of 
diethylstilbestrol. 

Dr.  Gray,  do  you  want  to  say  something? 

Before  we  pass  away  from  the  mixtures  of  estrogens  and  testosterone, 
may  I make  a remark.  Two  or  three  years  ago,  we  thought  that  a mixture 
would  prevent  the  bleeding  effect  of  estrogen  on  the  one  hand,  and  that 
the  estrogen  would  prevent  the  masculinization  on  the  other  hand,  and 
we’d  have  a wonderful  metabolic  compound  for  men  and  women,  and  it 
sounded  very  good.  We  have  been  using  our  conjugated  equine  estrogen 
6/10  mg.  to  5 mg.  of  methyltestosterone.  We  have  found  that  it  takes  25 
mg.  of  methyltestosterone  to  neutralize  that  amount  of  estrogen  so  that 
obviously  the  amount  of  5 mg.  is  of  no  value  in  affecting  that  estrogenic 
effect  of  the  medication.  On  the  other  hand,  the  testosterone  effect  comes 
through  regardless  of  the  amount  of  estrogen.  No  estrogen  can  minimize 
or  neutralize  the  androgenic  effect  of  any  testosterone  if  it’s  there.  And 
even  5 mg.  given  daily  of  methyltestosterone  for  three  months  or  longer 
will  almost  invariably  cause  some  degree  of  virilism,  and  this  medicine 
is  not  indicated  in  young  women,  I mean  women  being  menopausal  by 
cell,  I mean  that’s  young.  It  is  not  indicated  in  the  treatment  of  the  meno- 
pause. On  the  other  hand,  the  elderly  woman  with  a fractured  spine, 
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with  marked  demineralization — I should  think  that  the  mild  virilism  is 

/ 

of  no  importance  whatever  in  regard  to  her  general  health.  Do  you  agree, 
Dr.  Hamblen? 

Absolutely.  Absolutely. 

Dr.  de  Watteville,  will  you  tell  us  when  you  would  use  implants,  or  when 
you’d  prefer  long-acting  preparations,  and  when  you  stick  to  oral 
medication? 

First  of  all  I would  like  to  speak  of  implantation  of  pellets.  According 
to  what  I have  said  before,  it  seems  to  me  to  be  not  reliable,  neither  a 
harmless  way  of  estrogen  treatment.  At  least  in  patients  who  still  have 
their  uterus  this  continuous  resorption  of  the  pellet  may  well  lead  to  ex- 
cessive pathological  uterine  endometrial  proliferation  as  well  as  to  painful 
and  excessive  stimulation  of  the  mammary  gland.  Between  oral  treat- 
ment and  injections  there  is  no  basic  difference — it’s  a question  of  what 
the  patient  herself  prefers  and  there  are  patients  who  say  they  like  more 
to  have  one  shot  and  not  to  think  of  this  medication  than  to  take  every  day 
one  or  more  tablets  by  mouth.  On  the  other  hand,  I have  found  that  the 
action,  the  effect  of  estrogen  given  by  injection,  comes  on  more  rapidly 
than  if  we  start  by  mouth.  And  with  ethinyl  estradiol,  which  was  the  sub- 
stance I prescribed  by  mouth,  there  were  some  side  effects  like  nausea, 
dizziness,  and  so  on.  If  I start  with  that  and  the  effect  is  not  sufficiently 
rapid  and  full  and  if  there  are  side  effects  the  patient  may  stop  the  treat- 
ment, do  nothing,  or  she  may  even,  what  is  worse,  change  the  doctor. 

You  mentioned  the  advantage  of  combining  androgens  with  your  estrogen 
therapy  when  you  are  planning  a substitution  regimen.  What  is  the 
rationale  of  the  androgens  here?  Are  they  put  in  to  stop  the  estrogens 
producing  uterine  bleeding  in  women  whose  natural  menses  have  ceased? 

Well,  I think  we  already  had  an  argument  and  for  the  moment  I am  in 
the  position  of  a minority,  but  I still  would  like  to  say  a few  words  more 
in  favor  of  this  combined  treatment.  I quite  agree  on  the  danger  of 
virilization,  even  if  you  use  combined  medication.  Now  if  the  patients 
are  warned  and  observing  themselves,  you  may  stop  the  androgens  in 
time  before  severe  virilization  has  occurred,  and  if  stopping  at  this  moment 
the  androgen,  I think  you  will  observe  a rather  rapid  regression  of  the 
virilization  symptoms.  It  is  difficult  to  give  a definite  schedule,  and  I 
think  we  should  base  our  treatment  and  the  proportion  of  estrogens  and 
androgens  according  to  the  aspect  of  the  vaginal  smear,  and  we  should 
maintain  roughly  a percentage  of  10  to  15  superficial  eosinophilic  cells. 
The  practitioner  can  also  observe  the  action  of  the  breasts  and  the  aspect 
of  cervical  mucus. 

I expected  that  opinions  would  differ  on  this  question  of  the  androgens. 
Dr.  Bishop,  what  is  your  view? 

This  treatment  of  the  menopause  does  require  the  control  or  supervision 
of  specialists  who  really  do  know  what  they  are  actually  trying  to  do 
with  it.  I feel  that  if  the  patient  is  allowed  to  go  away  with  the  tablets 
by  herself  and  just  take  them  when  she  feels  like  them,  and  not  return 
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to  see  her  doctor  or  the  specialist,  then  she  is  likely  to  get  into  trouble. 
I think,  on  the  other  hand,  if  the  case  is  closely  supervised  by  an  expert, 
then,  undoubtedly,  one  can  use  androgens  for  their  good  anabolic  effect. 

Moderator:  Now  we  must  come  to  what  seems  to  me  the  peak  of  this  discussion.  I 
mean  the  question  of  cancer.  By  treating  women  with  estrogens  to  re- 
lieve their  menopausal  symptoms  or  stave  off  the  ravages  of  middle  age, 
are  we  raising  their  chances  of  getting  carcinoma  of  the  breast  or  uterus? 
Are  exogenous  estrogens  carcinogenic?  Dr.  Bishop,  I believe  you  have 
some  reassuring  figures  to  give  us? 

Dr.  Bishop:  Well,  here,  I think  we’ve  got  to  distinguish  between  endogenous  and 
exogenous  estrogens.  I think  there  is  a certain  amount  of  evidence  that 
endogenous  estrogens  may  be  carcinogenic.  Postmenopausal  breast  cancer 
is  five  times  as  common  in  women  who  have  a late  menopause  than  in 
the  whole  postmenopausal  group.  And  it  is  suggested  that  cancer  of  the 
breast  often  runs  a fulminant  course  in  pregnant  women  who  have  a very 
high  blood-estrogen  level.  Then  again,  what  we  call  “chronic  cystic 
mastitis”  may  possibly  be  attributable  to  an  excess  or  prolonged  action 
of  endogenous  estrogen  and  may  be  precancerous.  Moreover,  so  far  as 
the  uterus  is  concerned,  there  is  a significant  association  between  the 
estrogen  producing  granulosa-cell  tumors  of  the  ovary  and  endometrial 
carcinoma.  But  when  we  come  to  consider  exogenous  estrogen,  I think 
that  the  picture  is  a little  different.  There  have  of  course  been  disquiet- 
ing reports  of  endometrial  carcinoma  developing  in  women  who  have 
previously  been  treated  with  estrogens.  One  of  the  most  significant  of 
these  reports  comes  from  Jensen  and  Ostergaard,  who  found  that  33%  of  a 
series  of  105  women  with  endometrial  cancer  had  previously  been  vigor- 
ously treated  with  estrogen,  compared  with  only  21%  of  a control  series. 
But  most  of  the  reports  deal  with  isolated  cases,  recorded  to  draw  attention 
to  the  association  between  previous  estrogen  therapy  and  subsequent 
uterine  cancer.  But  what  one  wants  to  know  is  how  many  women  treated 
with  estrogens  do  in  fact  develop  cancer  of  the  breast  or  uterus  later. 
Now  this  is  a very  difficult  thing  to  answer,  and  I think  probably  it  will 
be  impossible  to  answer  it  to  the  satisfaction  of  the  statistician.  However, 
Dr.  Moyra  Murray  and  I set  out  to  study  the  problem  by  trying  to  trace 
1,029  of  my  women  patients  who  had  been  taking  estrogens  (not  neces- 
sarily continuously)  but  for  periods  of  at  least  six  months  between  1937 
and  1956.  We  finally  succeeded  in  getting  the  information  we  wanted 
from  530  women.  Out  of  these  530  patients,  only  one,  a woman  of  41, 
developed  breast  cancer  shortly  after  finishing  a two  years’  intensive 
course  of  estrogens  for  persistent  lactation.  Another  woman  developed  a 
carcinoma  of  the  uterus  at  the  age  of  48,  four  years  after  receiving  small 
doses  of  estrogen  intermittently  for  five  years.  So  there  were  only  2 cases 
of  cancer  of  the  breast  or  uterus  in  over  500  women  on  estrogen  therapy. 
We  then  studied  the  association  from  another  angle  by  interviewing  120 
women  with  carcinoma  of  the  uterine  body,  and  we  found  that  only  5 of 
them  had  taken  estrogens  for  longer  than  a year.  Now  obviously  we 
cannot  claim  that  our  studies  prove  that  exogenous  estrogens  are  not  car- 
cinogenic, but  they  have  satisfied  me  that  we  are  justified  in  using  these 
drugs  for  the  treatment  of  menopausal  symptoms. 
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Moderator: 
Dr.  Hamblen: 


Moderator: 

Dr.  Greenblatt: 

Moderator: 
Dr.  Greenblatt: 


Moderator: 
Dr.  Diczfalusy: 


Moderator: 


I also  think  that  is  some  striking  evidence,  Dr.  Bishop.  Do  you  find  it 
reassuring,  Dr.  Hamblen? 

Well,  I certainly  feel  that  Dr.  Bishop’s  data  are  most  gratifying.  I feel 
a woman  can  have  estrogen  therapy  when  it  is  indicated,  without  any 
fear  of  cancer.  I think  the  late  Dr.  Kost  Shelton,  of  Los  Angeles,  Cali- 
fornia, supplied  data  from  a different  source  that  was  quite  reassuring. 
He  quoted  the  figures  from  the  U.  S.  Department  of  Health,  Education 
and  Welfare,  the  U.  S.  Public  Health  Service,  and  the  National  Office  of 
Vital  Statistics  which  indicated  that  for  various  age  groups  there  was  no 
increase  in  deaths  from  cancer  among  the  white  population,  either  cancer 
of  the  uterus  or  cancer  of  the  breast  in  1930  and  in  1950.  In  other  words 
the  data  for  1950  were  just  as  good  or  poor,  whichever  point  of  view  you 
have,  as  for  1930.  And,  of  course,  in  1950  we  had  the  reflection  of  much 
estrogen  therapy.  It  has  been  estimated  that  each  year  700  kg.  of  natural 
and  synthetic  estrogens  are  manufactured  or  imported  into  the  United 
States  every  year,  and  this  amount  would  be  enough  to  treat  7 million 
women  with  1 mg.  of  estrogen  a week  for  a year;  and  certainly  this  did 
not  produce  any  increase  in  breast  or  genital  cancer  as  judged  by  vital 
statistics. 

Can  we  sum  up  what  we  have  agreed  on,  and  perhaps  also  what  we  have 
found  too  controversial  for  agreement?  Dr.  Greenblatt,  ought  we  to  use 
estrogens  at  all? 

Definitely.  I feel  no  doubt  about  that.  These  drugs  should  certainly  be 
made  available  for  the  large  number  of  women  who  can  largely  be  bene- 
fited by  them. 

Can  you  be  more  explicit?  What  classes  of  women  have  you  in  mind? 

Well,  the  class  of  women  that  we  see  between  the  ages  of  40  and  65  and 
70  years  of  age  have  such  a variety  of  symptoms  that  one  can’t  always 
say  that  this  is  due  definitely  to  the  menopause  or  hypoestrogenic  me- 
tabolism. At  any  rate,  we  do  know  this  much — that  in  many  of  these 
patients  on  a trial  of  steroid  therapy,  whether  with  estrogens  alone  or 
estrogens  and  androgens,  we  get  definite,  specific  beneficial  effects  and 
I think  it  is  worthwhile  giving  them  a trial. 

Very  good.  We  have  talked  a good  deal  about  the  sources  of  estrogens 
after  the  menopause — can  we  at  least  agree  to  differ  on  this  question 
which  is  rather  too  theoretical  to  deal  with  at  great  length.  Dr.  Diczfalusy, 
can  you  sum  up  briefly  what  we  have  decided  and  where  we  differ? 

Well,  I should  say  that  the  good  answer  might  be  provided  on  this  ques- 
tion in  experiments  in  which  the  estrogen  excretion  is  estimated  in  post- 
menopausal women  before  and  after  ovariectomy,  and  before  and  after 
adrenalectomy.  As  the  first  result  of  our  transatlantic  conference  we  in 
Stockholm  are  going  now  to  initiate  some  studies,  so  that  when  we  meet 
next  time  for  such  a cable  conference,  and  I certainly  hope  that  this  will 
become  a sort  of  a habit  with  us,  we  might  have  some  information  on 
this  point. 

Thank  you. 
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Now  about  the  choice  of  drugs.  You  must  choose  between  using  natural 
estrogens  or  modified  natural  estrogens  or  preparations  of  conjugated 
estrogens  excreted  in  the  urine  of  pregnant  mares,  and  there  is  another 
class  consisting  of  synthetic  estrogens,  e.g.,  stibestrol,  and,  finally,  there 
are  the  androgens  used  to  supplement  estrogen  therapy.  Dr.  Bishop,  do 
you  agree  with  that  classification? 


Dr.  Bishop:  Yes,  I think  that  is  a reasonable  classification.  I think  perhaps  it  is  a 
little  too  complicated  for  the  subject  we  have  in  mind  at  the  moment.  I 
think  most  of  us  have  agreed  here  that  we  would  use  natural  estrogens 
rather  than  synthetic  estrogens  because  of  the  likelihood  of  producing 
toxic  effects  with  the  synthetic  compounds.  And  I think  a number  of 
natural  estrogens  are  available  now  that  are  quite  effective,  of  which  one 
that  we  have  heard  a lot  about  is  conjugated  equine  estrogens.  As  to 
the  androgens,  I don’t  think  at  the  moment  that  we  have  sufficient  evi- 
dence of  any  new  androgens  which  are  of  any  particular  advantage  over 
the  quite  small  doses  of  methyltestosterone  which  would  be  required  in 
this  particular  situation. 

Moderator:  Now  we  come  to  the  hardest  question  of  the  lot.  I mean  the  question  of 
side  effects.  We  must  decide  whether  we  can  give  estrogens  a clear  bill 
as  regards  cancer  production.  There  is  still  a strong  feeling  among 
practitioners  that  this  risk  is  too  serious  to  take.  Dr.  Bishop,  you  have 
studied  this  question  more  thoroughly,  perhaps.  Do  you  think  you  can 
take  a definite  step  from  your  results? 

Dr.  Bishop:  Well,  I’ve  put  forward  the  actual  figures  we  have  studied  and,  to  my  mind, 
they  reassure  me  that  we  can  use  estrogens  in  the  right  dosage,  and,  so 
long  as  we  do  not  use  them  for  too  long  a period  of  time,  without  fear  of 
producing  cancer.  But  I do  think  we  should  emphasize  even  here  that 
we  have  got  to  use  a certain  amount  of  skill  in  our  treatment  of  the  meno- 
pause. I still  would  not  like  to  see  unnecessary  high  doses  of  estrogens 
being  given  continuously  over  a long  period  of  time — but  I think  if  we 
use  the  estrogens  in  the  lowest  possible  dose  and  with  interruptions,  then 
there  is  little  fear  of  producing  cancer. 


Moderator:  Could  either  Dr.  Hamblen,  or  Dr.  Greenblatt,  or  Dr.  Gray  tell  us  how 
they  think  on  this  question? 

Dr.  Greenblatt:  I’m  not  so  sure  that  there  is  any  evidence  whatsoever  that  estrogens  ever 

cause  cancer.  I’ve  always  looked  upon  hormones  as  catalytic  agents. 
Hormones  may  accelerate  cancer  growth,  they  may  inhibit  cancer  growth, 
but  I doubt  whether  estrogens  can  initiate  carcinoma — they  don’t  initiate 
biologic  activity — they  facilitate  and  hasten  and  modify. 

Moderator:  And  Dr.  Diczfalusy? 

Dr.  Diczfalusy:  Well,  I can  only  say  something  from  the  laboratory  point  of  view.  I think 

that  certainly  estrogen  therapy  is  of  very  great  value  in  the  hands  of  the 
gynecologist  or  of  an  endocrinologist.  I wonder,  though,  if  I were  a gen- 
eral practitioner,  whether  I wouldn’t  consult  such  specialist  when  em- 
barking on  long  term  estrogen  therapy  in  postmenopausal  women. 
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Moderator:  Dr.  Gray  would  like  to  say  something  here. 

Dr.  Gray:  Dr.  Wijsenbeek,  I believe  there  is  one  point  that  we  would  disagree  with, 
or  that  we  should  clarify,  and  that  is,  who  should  treat  patients  with 
menopausal  symptoms  or  who  should  use  estrogen  therapy.  I’m  sure 
that  my  conferees  here  believe  completely  that  the  general  practitioner 
is  quite  capable  of  using  estrogen  therapy — that  we  only  reiterate  some- 
thing that  he  knows  well — that  not  only  he,  but  we,  must  examine  our 
patients  carefully,  we  must  follow  them  with  care,  we  must  not  give 
them  the  estrogen  to  go  away  and  not  come  back.  That  they  must  have 
their  pelvic  examinations  regularly,  that  they  need  their  psychotherapy 
to  go  with  it,  their  encouragement,  not  only  psychotherapy,  that  emo- 
tional uplift,  that  we  need  as  much  as  they  need  in  our  lives. 

Dr.  Wijsenbeek:  So,  we  set  out  to  decide  whether  to  use  estrogens  and  the  answer  is — 

most  certainly,  they  should  be  made  available  to  all  women  who  need 
them.  The  purpose  will  be  mostly  to  relieve  symptoms  temporarily  dur- 
ing the  “change”  and  to  stave  off  the  effects  of  aging  on  the  rest  of  the 
woman’s  life.  Then,  in  regards  to  the  details  of  administration,  we  recom- 
mend the  oral  route  wherever  possible  and  strongly  emphasize  the  need 
for  the  smallest  possible  dosage.  We  also  emphasize  the  need  for  inter- 
mittent dosage.  We  do  not  feel  sure  that  it  is  safe  to  give  these  drugs  for 
more  than  three  or  four  weeks  without  an  interval.  Lastly,  we  feel  safe 
in  reassuring  practitioners  that,  provided  they  keep  to  the  minimum  dos- 
age of  intermittent  administration,  they  are  not  increasing  the  chances 
of  their  patient  developing  cancer. 


LILLY  ROAD  SHOW  TO  BE  HELD  IN  SELMA 

The  first  Eli  Lilly  “Road  Show”  Program  in 
Alabama  will  be  held  in  Selma  on  June  16, 
it  was  announced  recently  by  Dr.  William  E. 
Ehlert,  president  of  the  Black  Belt  Chapter. 

Dr.  Ehlert  pointed  out  that  the  Eli  Lilly 
and  Company  has  long  been  interested  and 
very  much  impressed  with  the  postgraduate 
educational  program  of  the  American  Acad- 
emy of  General  Practice. 

Because  of  this  interest,  the  Indiana 
pharmaceutical  company  developed  a pro- 
gram several  years  ago  to  help  defray  ex- 
penses of  putting  on  postgraduate  educational 
seminars  in  the  less  populated  areas  of  Indi- 
ana where  Category  I hours  were  not  readily 
available. 

In  1958  the  program,  dubbed  as  the  “Road 
Show”  by  Indiana  general  practitioners,  was 
extended  to  other  states.  It  has  proved  so 
successful  that  Eli  Lilly  and  Company  in  co- 
operation with  the  Commission  on  Education 
of  the  American  Academy  is  extending  the 


program  again  this  year  to  additional  states. 
Alabama  has  been  selected  as  one  of  the 
states  eligible  to  participate  in  the  program. 

Speakers  for  Alabama’s  first  “Road  Show” 
seminar  will  be  Dr.  Marshal  L.  Michel  and 
Dr.  Samuel  B.  Nadler  of  New  Orleans,  Louisi- 
ana. 

Dr.  Michel  is  an  associate  professor  of  sur- 
gery of  Tulane  University,  senior  surgeon  of 
Touro  Infirmary  and  senior  visiting  surgeon 
at  New  Orleans  Charity  Hospital. 

Dr.  Nadler  practices  internal  medicine  and 
is  a professor  of  clinical  medicine  at  Tulane 
University  School  of  Medicine. 

They  will  discuss  the  medical  and  surgical 
aspects  of  diseases  of  the  stomach  and  duo- 
denum as  related  to  the  general  practitioner 
at  both  sessions  of  the  “Road  Show”. 

The  first  session  of  the  program  will  be 
held  at  3:00  p.m.  at  the  Selma  Country  Club, 
and  the  second  session  will  be  held  following 
a social  hour  and  barbecue. 
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SPECIALISTS  at  the  Annual  Session  in  Mobile  last  month 
heard  Drs.  Martin  J.  Sokoloff  (left);  Joe  Reeves  (center);  Pat- 
rick A.  Ongley  (below  left)  and  Dan  Beecham  (below  right) 
speak  on  clinical  cough,  heart  disease,  and  hysterectomy. 
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Members  of  the  Alabama  Section 
of  the  International  College  of 
Surgeons  meeting  in  Tuscaloosa 
on  May  25-26  will  hear  Drs.  Wal- 
ter G.  Hayes  (above) ; Daniel  C. 
Riordan  (right) ; William  A.  Mad- 
dox (center) ; Robert  J.  Meade 
(below  left) ; Felix  A.  Hughes, 
Jr.  and  Jewitt  E.  Wheeler  (below 
right). 


INTERNATIONAL  COLLEGE 
OF  SURGEONS 
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Heart  Association  Names 
Dr.  Hefner  as  Investigator 

Dr.  Lloyd  L.  Hefner,  assistant  professor  of 
medicine,  has  been  chosen  for  one  of  the 
American  Heart  Association’s  investigator- 
ships  in  cardiovascular  diseases. 

This  award,  which  will  cover  a five-year 
period,  is  to  be  used  for  development  of  a 
method  for  direct  measurement  of  total 
energy  production  of  the  animal  heart  and 
later  of  the  human  heart. 

Under  its  national  research  program,  the 
American  Heart  Association  is  supporting  176 
scientists  throughout  the  country  in  basic  and 
clinical  studies  of  cardiovascular  problems. 


Scientific  Meetings  Feature 
Medical  Center  Staffers 

Academy  of  Science 

Twenty-two  members  of  the  Medical  Center 
spoke  at  the  meeting  of  the  Alabama  Acad- 
emy of  Science  at  Huntingdon  College  in 
Montgomery  on  April  1-2. 

Drs.  Barbara  P.  McClung  and  Robert  W. 
Longley  lectured  on  “The  Colorimetric  De- 
termination of  Sulfhydryl  Groups  Using  N- 
Ethyl  Maleimide’’;  Drs.  Roger  W.  Hanson,  R. 
H.  Lindsay  and  S.  B.  Barker  lectured  on  “The 
Effect  of  Thyroxine  on  Carbon  and  Nitrogen 
Balances  During  Proline  Metabolism  by  Kid- 
ney Slices”;  Drs.  R.  H.  Lindsay,  R.  W.  Han- 
son and  S.  B.  Barker  talked  on  the  “Effect  of 
Ammonia  and  pH  on  Thyroxine  Maintenance 
of  Kidney  Metabolism  in  vitro.” 

“Purification  and  Further  Characterization 
of  the  TPN-Specific  17-Beta-Hydroxy  (Tes- 
tosterone) Dehydrogenase,”  was  the  topic  of 
Drs.  Gerald  L.  Endahl  and  Charles  D.  Kocha- 
kian.  Drs.  C.  D.  Kochakian,  G.  Costa  and  J. 
Hill  spoke  on  “Effect  of  Testosterone  on  the 
Metabolism  and  Incorporation  of  Glycine-2- 


C14  in  Guinea  Pig  Tissues”,  and  Drs.  B.  R. 
Endahl  and  C.  D.  Kochakian  lectured  on  “The 
In  Vitro  Inhibition  of  Reduced  Diphosphopy- 
ridine  Nucleotide  Oxidase  of  Guinea  Pig 
Liver.” 

Drs.  Y.  Hashimoto,  S.  Tsuiki,  and  Ward  Pig- 
man  lectured  on  “Bovine  Submaxillary  and 
Sublingual  Mucins”;  Drs.  S.  Rizvi,  W.  Pig- 
man,  and  H.  L.  Holley  spoke  on  “The  Sta- 
bility of  Hyaluronic  Acid  under  Various  Con- 
ditions”; Dr.  Robert  D.  Yates  talked  on  “The 
Proliferation  of  Ganglion  Cells  on  the  Chick 
Chorioallantoic  Membrane”;  Dr.  Gilbert  J. 
Parfitt  spoke  on  “An  Investigation  of  the 
Structures  Supporting  the  Teeth  by  Means  of 
Force-Movement-Time  Studies,”  and  Dr. 
Mervyn  B.  Quigley  lectured  on  “Microradi- 
ography of  Bone  and  Teeth.” 

“Experimentally  Produced  Hardness 
Changes  in  Dentin,”  Dr.  Ivar  Mjor;  “Insulin 
Reserve  as  Indicated  by  the  Tolbutamide 
Tolerance  Test,”  Drs.  Buris  R.  Boshell,  Fred 
Vroom,  and  Jack  Strong;  “Intradermal  Skin 
Test  in  Systemic  Lupus  Erythematosus,” 
Drs.  Claude  Bennett  and  H.  L.  Holley;  “Serum 
Viscosity  Studies  in  Rheumatoid  Arthritis,” 
Drs.  Fletcher  S.  Stuart  and  H.  L.  Holley. 

“James  Somerville  McLester:  Scientist- 

Physician,”  Dr.  Emmett  B.  Carmichael; 
“Renal  Excretion  of  Endogenous  Metabo- 
lites. Reversal  by  Glycine  of  Inhibition  of 
Urate  Excretion.”  Dr.  Howard  C.  Elliott  and 
Dr.  H.  V.  Murdaugh,  Jr.;  “Biochemical 
Studies  of  Toxicity.  Microdetermination 
of  Thymol  in  Aqueous  Solution,”  Dr.  A.  A. 
Walker;  “Components  of  the  Vagus  Nerve 
of  the  Rhesus  Monkey,”  Drs.  H.  H.  Hoffman, 
H.  N.  Schnitzlein,  A.  C.  Hinton,  and  M.  B. 
Quigley. 

“The  Gross  Anatomy  of  Cervical  Sympa- 
thetic Trunk  in  the  Rhesus  Monkey  (Macaca 
Mulatta),”  Dr.  Marion  Garrett;  “Electron 
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Microscope  Studies  of  Cellular  Membranes  in 
Glandular  Tissue,”  Dr.  John  M.  Shackleford; 
and  “Simple  Method  for  the  Measurement  of 
Lame’s  Elasticity  Parameters  of  the  Wall  Ma- 
terial of  Cylindrical  Tube  with  an  Homo- 
geneous, Isotropic,  Elastic  Wall,”  by  Drs. 
Curtis  Adams,  Sachiko  Hashimoto  and 
Willem  Klip. 

Anatomical  Congress 

Seven  members  of  the  anatomy  staff  at- 
tended the  Seventh  International  Anatomi- 
cal Congress  in  New  York  City  on  April  11-16. 

Representing  the  Medical  College  were 
Drs.  E.  Carl  Sensenig,  Earl  G.  Hamel,  Henry 
Hoffman,  Eleanor  Hunt,  Thomas  Hunt,  C.  E. 
Klapper,  Mervyn  Quigley  and  H.  N.  Schnitz- 
lein. 

Titles  of  their  papers  were  “The  Vagus 
Nerve  of  the  Rhesus  Monkey”  and  “Blood 
Basophils  and  Mast  Cells  in  the  Rabbit  after 
Intravenous  Injection.” 


Medical  Seniors  Get 
Internship  Assignments 

Seventy-one  medical  college  seniors  have 
received  their  internship  assignments  under 
the  National  Intern  Matching  Program.  They 
will  spend  their  first  postdoctoral  year  at 
22  hospitals  in  the  United  States  and  in  two 
armed  service  branches. 

Eleven  of  the  class  are  to  intern  at  the 
Medical  Center.  They  are  James  C.  Davie. 
Lincoln;  Wayne  H.  Finley,  Lineville;  William 
Guy  Head,  Jr.,  Gadsden;  Marvin  Johnson, 
Selma;  Ellann  McCrory,  Butler  Springs; 
Daniel  E.  Merck,  Birmingham;  John  F.  Nick- 
erson, Gadsden;  Ernest  L.  Park,  Jr.,  Mobile; 
Fletcher  S.  Stuart,  Birmingham;  Carlyn  L. 
Tucker,  Brookwood  and  Walter  Y.  Walker, 
Huntsville. 

Lloyd  Noland  Hospital  in  Fairfield  will  al- 
so get  11  Alabama  graduates  as  interns,  and 
St.  Vincent’s  Hospital  will  receive  eight. 
Those  going  to  Lloyd  Noland  are  Fred  C. 
Ballard,  Don  Bedsole,  Jack  M.  Dabbs,  and 
Edgar  M.  Daly,  Birmingham;  James  A.  Ellis, 
Jr.,  Dothan;  Wayne  Johnson,  Rodney  Ott, 


and  Frances  M.  Patton,  Birmingham;  William 
A.  Taylor,  Chatom;  Harold  R.  Wells,  Bir- 
mingham, and  Ann  B.  Wouters,  Gadsden. 

St.  Vincent’s  interns  will  be  Thomas  Bold- 
ing, Birmingham;  George  M.  Cooper,  Tusca- 
loosa; Alpheus  M.  Deason,  Birmingham; 
Stanley  W.  Griffin,  Troy;  Ann  L.  Harper,  Bir- 
mingham; Glenn  S.  Hooper,  Bay  Minette;  Joe 
E.  Jackson,  and  Morgan  J.  Litzinger,  Jr., 
Birmingham. 

Assigned  to  the  Mobile  General  Hospital 
under  the  program  are  Jeff  H.  Beard,  Au- 
burn; Robert  B.  Mardre,  Jr.,  Opelika;  Jerry 
Swindall,  Goodwater,  and  Walter  M.  White 
of  Bessemer. 

Interning  at  Carraway  Methodist  Hospital 
will  be  Paul  F.  Ketcham,  Lineville;  Walter 
N.  Pearce,  Birmingham,  and  John  O.  Tingley, 
Trussville. 

The  Medical  Center  in  Columbus,  Georgia, 
will  receive  Dudley  Bickham,  Auburn;  Grady 
Jones,  Trafford;  Janice  H.  Jones,  Scottsboro; 
Douglas  Land,  Gilbertown,  and  Roland  Mur- 
phree,  Oneonta. 

Going  to  the  Medical  College  of  Virginia 
will  be  Beatrice  Lampkin,  Tuscaloosa;  Kurt 
M.  Niemann  and  Frances  R.  Pritchett  of  Bir- 
mingham. 

Jordan  K.  Davis,  Mylan  S.  Tucker  and  Wil- 
son C.  Wilhite,  Jr.  of  Birmingham  will  in- 
tern at  Jackson  Memorial  Hospital  in  Miami. 

Others  to  intern  at  Florida  hospitals  will 
be  Priscilla  A.  Keeler,  Tuscaloosa;  Arthur  G. 
Piano,  Lisbon,  Portugal  and  William  R.  Wal- 
ton of  Birmingham,  Mound  Park  Hospital, 
St.  Petersburg,  Florida;  Robert  L.  Hayes,  Jr., 
New  Brockton,  Orange  Memorial  Hospital  in 
Orlando. 

Richard  H.  Cord  of  Birmingham  will  intern 
at  the  University  of  Texas  Medical  Branch 
Hospital  in  Galveston  and  Charles  C.  Doug- 
lass, Birmingham,  and  Annie  E.  Lindsey,  Ab- 
beville, will  go  to  Hermann  Hospital  in 
Houston. 

Going  to  Eastern  hospitals  will  be  Thomas 
A.  S.  Wilson,  Birmingham,  Johns  Hopkins 
Hospital;  Werner  N.  Knurr,  Montgomery, 
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Philadelphia  General  Hospital,  and  Sheldon 
Skinner,  Jr.,  Eutaw,  Grace  Hospital  in  New 
Haven,  Conn. 

Interning  in  the  midwest  will  be  Paul  B. 
Eckman,  Fitzpatrick,  Henry  Ford  Hospital  in 
Detroit,  and  David  E.  Bowers,  Birmingham, 
and  Myron  A.  Levine,  Clanton,  at  the  Univer- 
sity of  Minnesota  Hospital  in  Minneapolis. 

Remaining  in  the  South,  Robert  S.  Flowers, 
Tuscaloosa,  will  intern  at  Louisville  General 
Hospital  and  Robert  R.  Daniel,  Montgomery, 
will  receive  his  training  at  Baptist  Memorial 
Hospital  in  Memphis. 

Going  into  the  United  States  Air  Force  will 
be  John  W.  Hicks,  Jr.,  Quinton;  Bobby  C. 
Merkle,  Lincoln;  Jimmy  C.  Sheppard,  Do- 
than, and  Robert  P.  Turk  of  Hopelawn,  New 
Jersey. 

Army  Medical  Service  Hospitals  will  re- 
ceive John  Emanuel  Semon,  Mobile;  James 
T.  Townsley,  III,  Florence,  and  Ralph  J.  Wat- 
son, Orrville. 


Dr.  Lazarte  Joins  Staff 
In  Psychiatry  and  Neurology 

Dr.  Jorge  A.  Lazarte,  former  assistant 
medical  superintendent  at  Rochester  State 
Hospital,  has  joined  the  Medical  Center  as 
associate  professor  of  psychiatry  and  assist- 
ant professor  of  neurology. 

A native  of  Peru  and  naturalized  American 
citizen  since  1949,  Dr.  Lazarte  held  a post- 
doctoral fellowship  in  neurology  and  psy- 
chiatry at  the  Mayo  Clinic  in  Rochester  after 
earning  his  M.  D.  at  the  University  of  San 


Marcos  in  Lima,  Peru.  He  received  the  M.  S. 
degree  in  neurology  and  psychiatry  from  the 
Mayo  Foundation  and  Graduate  School  of  the 
University  of  Minnesota  in  1946,  then  joined 
the  faculty  there  and  the  staff  of  Rochester 
State  Hospital,  where  he  became  assistant 
medical  superintendent  in  1947.  Dr.  La- 
zarte is  a diplomate  in  neurology  of  the  Amer- 
ican Board  of  Psychiatry  and  Neurology. 

Research  done  by  Dr.  Lazarte  has  been  in 
intracerebral  electrography  and  electrical 
stimulation  and  in  clinical,  social,  and  bio- 
chemical studies  of  Huntington’s  chorea.  He 
has  published  more  than  20  scientific  papers 
and  is  an  active  member  of  seven  professional 
organizations. 


Dr.  Pigman  Appointed 
NYMC  Department  Head 

Dr.  Ward  Pigman  will  leave  the  Medical 
Center  this  fall  after  11  years  on  the  faculty 
to  become  professor  of  biochemistry  and 
chairman  of  the  department  at  New  York 
Medical  College. 

He  will  serve  as  visiting  professor  here, 
spending  part  of  his  time  at  the  Medical 
Center,  for  at  least  a year  after  he  takes  over 
his  new  post. 

Associate  professor  of  biochemistry  here 
since  1949,  Dr.  Pigman  has  made  important 
contributions  in  research,  particularly  in  his 
work  with  carbohydrates  and  enzymes.  He 
has  also  directed,  with  Dr.  Howard  L.  Holley, 
the  Arthritis  and  Rheumatism  Research 
Laboratory. 

Dr.  Pigman  is  a consultant  for  the  National 
Institutes  of  Health,  United  States  Navy,  and 
the  National  Research  Council.  He  is  also 
author  of  The  Carbohydrates  and  some  200 
scientific  papers  and  is  editor  of  the  first 
four  volumes  of  “Advances  in  Carbohydrate 
Chemistry.”  A past  chairman  of  the  Division 
of  Carbohydrate  Chemistry  of  American 
Chemical  Society,  Dr.  Pigman  received  the 
society’s  C.  S.  Hudson  Award  in  1959. 

Dr.  Pigman  earned  the  B.  S.  and  M.  A.  de- 
grees at  George  Washington  University  and 
his  Ph.  D.  at  the  University  of  Maryland. 
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CARDIAC  CATHETERIZATION  LAB— T h i s 
laboratory  on  the  third  floor  of  the  Research 
Building  was  recently  equipped  by  a grant  of  the 
Robert  I.  Ingalls  Jr.  Foundation.  Research  work  in 
the  lab  will  also  be  supported  by  the  Foundation. 

Support  of  research  of  the  Medical  Center 
by  the  Robert  I.  Ingalls,  Jr.  Foundation  was 
spotlighted  March  27  with  the  ceremonial  un- 
veiling of  a bronze  plaque  which  will  hang  in 
the  laboratory  unit  that  the  foundation’s  do- 
nations helped  to  equip. 

The  Sunday  afternoon  program,  held  in  the 
Research  Building  lobby,  was  followed  by  a 
tour  of  the  cardiac  catheterization  laboratory 
and  other  parts  of  the  department  of  medi- 
cine’s cardiovascular  research  section.  The 
Ingalls  Foundation,  “in  its  desire  to  help  the 
medical  profession  continue  its  never-ending 
research  for  scientific  truth  which  would  con- 
quer diseases  that  afflict  mankind,”  has  long 
supported  the  work  of  this  unit. 

J.  Carter  Hammel,  Ingalls  vice-president 
and  treasurer,  represented  the  foundation  at 
the  ceremony.  Medical  Center  speakers  were 
Dr.  Robert  C.  Berson,  University  vice- 
president  for  health  affairs  and  dean  of 
the  Medical  College,  who  presided;  Dr. 
Joseph  F.  Volker,  dean  of  the  School  of  Den- 
tistry and  director  of  research  and  graduate 
studies,  who  unveiled  the  plaque  and  com- 
mented on  the  importance  of  private  contri- 
butions to  institutional  research;  and  Dr. 
Tinsley  R.  Harrison,  professor  of  medicine 
and  director  of  the  department’s  cardiovascu- 
lar division,  who  described  the  work  of  the 
cardiac  research  unit. 


* ITS  DESIRE  TO  HE  IP  THE  MEDICAL  PROFESSION 
ONTINUE  ITS  NEVER-ENDING  RESEARCH  FOR  SCIENT- 
IFIC TRUTH  WHICH  WOULD  CONQUER  DISEASES  THAT 
FFLiCT  MANKIND, WORK  IN  THIS  LABORATORY  IS 
!AD£  POSSIBLE  BY  THE  GENEROUS  CONTRIBUTIONS 
IF  THE  ROBERT  L INGALLS,  JR.  FOUNDATION. 
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BRONZE  PLAQUE — This  plaque  was  dedicated 
on  March  27  to  commemorate  the  Ingalls  grant. 
The  plaque  is  mounted  in  the  corridor  outside  the 
cardiac  catheterization  lab. 


FIRST  MEDICAL  COLLEGE  YEARBOOK 
IS  DEDICATED  TO  DR.  JAMES  FOLEY 

Progress  Notes  1960,  the  first  yearbook  of 
the  present  Medical  College,  will  be  dedi- 
cated to  Dr.  James  O.  Foley,  who  for  30  years 
has  instructed  University  of  Alabama  medical 
students  in  anatomy,  serving  for  12  years  as 
chairman  of  the  department  and  for  six  as 
associate  dean. 

To  be  out  early  this  month,  the  160-page 
book  contains,  in  addition  to  the  dedicatory 
section,  features  representing  the  day-to-day 
activities  of  student-faculty  life.  Thus 
“Progress  Notes,”  used  to  denote  the  charted 
information  on  each  patient’s  daily  progress, 
was  chosen  for  the  title.  This  first  issue  has 
sections  on  the  faculty  with  a special  salute 
to  16  faculty  members  chosen  by  a commit- 
tee of  seniors,  on  the  administration,  house 
staff,  activities,  classes,  and  organizations. 
The  annual  also  carries  a history  of  the 
school,  covering  the  entire  century  since  the 
Medical  College  was  founded  at  Mobile  and 
describing  it  as  it  was  there,  at  Tuscaloosa, 
and  now  here. 

The  yearbook  is  dedicated  to  Dr.  Foley  by 
vote  of  the  entire  senior  class.  Now  professor 
of  anatomy,  Dr.  Foley  joined  the  Medical 
College  faculty  in  1930  after  teaching  at  Ore- 
gon State  College,  University  of  Wisconsin, 
and  Tulane.  From  1951  until  1957  Dr.  Foley 
also  served  as  associate  dean  of  the  Medical 
College. 
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CANCER  RESEARCH  GRANTS 

The  application  of  existing  knowledge  of 
preventing  and  controlling  cancer  is  being 
given  added  impetus  this  year  through  $1,- 
500,000  appropriated  by  the  Congress,  the 
Public  Health  Service  pointed  out  recently. 
This  fund,  earmarked  for  community  cancer 
demonstration  projects,  is  being  administered 
by  the  Cancer  Control  Program,  Bureau  of 
State  Services,  Public  Health  Service,  under 
the  technical  guidance  of  the  director  of  the 
National  Cancer  Institute. 

The  types  of  projects  believed  to  offer  the 
best  opportunities  at  this  time  for  demon- 
strating better  ways  of  providing  community 
cancer  control  services  are: 

1.  Professional  and  technical  education  in 
cytology. 

2.  Screening  female  beneficiaries  of  medi- 
cal care  for  cancer  of  the  cervix. 

3.  Selected  educational  projects,  particu- 
larly public  information  and  followup  ser- 
vices, to  emphasize  the  importance  of  periodic 
uterine  cytology  examinations. 

4.  Professional  educational  activities  em- 
phasizing the  importance  of  including  cancer 
diagnostic  aids  in  complete  health  examina- 
tions. 

5.  Selected  public  educational  projects  on 
the  desirability  of  and  need  for  health  main- 
tenance examinations. 

6.  Evaluation  of  effectiveness  of  public  ed- 
ucational activities. 

7.  Tumor  registers  collecting  data  of  ex- 
ceptional value. 


8.  Extension  and  evaluation  of  rehabilita- 
tion programs  (in  cooperation  with  State  re- 
habilitation agencies.) 

9.  Selected  projects  demonstrating  effec- 
tive treatment  for  cancer  in  public  benefici- 
aries of  medical  care. 

The  types  of  projects  suggested  are  not 
meant  to  exhaust  all  possibilities.  Other 
worthwhile  locally-sponsored  and  locally- 
directed  demonstration  projects  will  be  con- 
sidered on  their  own  merits. 

Applications  are  accepted  from  nonprofit 
organizations  and  institutions  and  official 
health  agencies.  The  appropriate  State  health 
officer  and  Public  Health  Service  regional 
medical  director  are  first  to  review  and  pro- 
cess applications.  The  requests  are  then  sub- 
mitted to  the  Advisory  Committee  to  the 
Cancer  Control  Program  and  the  National 
Advisory  Cancer  Council  for  recommenda- 
tion of  approval  or  disapproval.  Formal  ac- 
tion on  applications  and  recommendations  is 
taken  by  the  chief  of  the  Bureau  of  State  Ser- 
vices, to  whom  authority  has  been  delegated 
by  the  Surgeon  General. 

Projects  may  be  approved  initially  for  as 
long  as  three  years.  When  activities  are  pro- 
ceeding satisfactorily  and  funds  are  available, 
assistance  continues  throughout  the  approved 
period.  In  special  instances,  assistance  may 
include  the  assignment  of  personnel  and  the 
provision  of  equipment  and  supplies.  Ad- 
ditional information  and  application  forms 
may  be  obtained  from  the  eight  regional  of- 
fices of  the  Public  Health  Service.  The  ap- 
propriate address  for  Alabama  is  Regional 
Medical  Director,  Public  Health  Service,  50 
Seventh  St.,  Northeast,  Atlanta  23,  Georgia. 
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Thomas  S.  Hosty,  Ph.D.,  Director 
SPECIMENS  EXAMINED 
February  1960 

Examinations  for  malaria 12 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 59 

Agglutination  tests 494 

Typhoid  cultures  (blood,  feces,  and  urine)—.  509 

Brucella  cultures 0 

Examinations  for  intestinal  parasites 2,611 

Darkfield  examinations 5 

Serologic  tests  for  syphilis  (blood 

and  spinal  fluid) 23,048 

Examinations  for  gonococci 1,663 

Complement  fixation  tests 80 

Examinations  for  tubercle  bacilli 3,629 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations) 210 

Water  examinations 1,976 

Milk  and  dairy  products  examinations 4,362 

Miscellaneous  examinations 2,737 

Total 41,395 

March  1960 

Examinations  for  malaria 13 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 69 

Agglutination  tests 479 

Typhoid  cultures  (blood,  feces  and  urine) 569 

Brucella  cultures 2 

Examinations  for  intestinal  parasites 2,934 

Darkfield  examinations 0 

Serologic  tests  for  syphilis  (blood 

and  spinal  fluid) 23,098 

Examinations  for  gonococci  1,510 

Complement  fixation  tests 94 

Examinations  for  tubercle  bacilli 3,555 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations) 252 

Water  examinations 1,733 

Milk  and  dairy  products  examinations 3,799 

Miscellaneous  examinations 3,330 

Total  .....  41,437 


Note:  Mobile  Branch  Laboratory  examinations 

not  included. 


BUREAU  OF  PREVENTABLE  DISEASES 
W.  H.  Y.  Smith,  M.  D.,  Director 


CURRENT  MORBIDITY 

STATISTICS 

1960 

Jan. 

Feb. 

*E.  E. 
Feb. 

Typhoid  & Paratyphoid  ..... 

2 

0 

1 

Undulant  fever 

0 

2 

1 

Meningitis  

6 

13 

17 

Scarlet  fever .... 

118 

100 

80 

Whooping  cough 

11 

5 

32 

Diphtheria  ... 

7 

4 

10 

Tetanus  

2 

4 

1 

Tuberculosis  

....  103 

95 

169 

Tularemia  

3 

0 

1 

Amebic  Dysentery 

33 

o 

O 

1 

Malaria  

0 

0 

0 

Influenza  

...25,282 

67,598 

3,025 

Smallpox  

0 

0 

0 

Measles  .... 

126 

270 

252 

Poliomyelitis  

0 

0 

3 

Encephalitis  

2 

1 

0 

Chickenpox  

....  126 

157 

350 

Typhus  fever 

0 

0 

0 

Mumps  ....  .... 

....  220 

591 

219 

Cancer  

....  494 

607 

396 

Pellagra  

0 

0 

0 

Pneumonia  

...  346 

600 

364 

Syphilis  

115 

130 

151 

Chancroid  

1 

3 

5 

Gonorrhea  

....  293 

274 

293 

Rabies — Human  cases 

0 

0 

0 

Pos.  animal  heads.. 

8 

13 

0 

Feb. 

March 

*E.  E 
March 

Typhoid  & Paratyphoid 

0 

0 

2 

Undulant  fever.... 

2 

0 

1 

Meningitis  

13 

9 

17 

Scarlet  fever 

....  100 

157 

44 

Whooping  cough 

5 

3 

41 

Diphtheria  

4 

2 

9 

Tetanus  

4 

1 

2 

Tuberculosis  

94 

102 

195 

Tularemia  

0 

2 

1 

Amebic  dysentery 

3 

1 

2 

Malaria  

0 

0 

0 

Influenza  

.67,598 

9,055 

1,352 

Smallpox  

0 

0 

0 

Measles  

....  270 

368 

761 

Poliomyelitis  

0 

1 

2 

Encephalitis  

1 

1 

2 

Chickenpox  

....  157 

170 

396 

Typhus  fever 

0 

0 

0 

Mumps  

....  591 

291 

285 

Cancer  

....  607 

390 

395 

Pellagra  

0 

0 

0 

Pneumonia  

...  600 

521 

289 

Syphilis  

....  130 

160 

195 

Chancroid  

3 

2 

4 

Gonorrhea  

....  274 

291 

313 

Rabies — Human  cases 

0 

0 

0 

Pos.  animal  heads. 

13 

6 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

*E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 
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Air  Force  physical  selection  standards  for 
flying  personnel  are  set  deliberately  high  to 
eliminate  acceptance  of  the  unfit  and  the 
borderline  for  training.  Despite  this,  the  in- 
roads of  time,  stress,  environment,  exposure 
to  strange  bacterial  populations,  and  even 
the  hazards  of  Twentieth  Century  living  will 
exact  their  toll  from  the  most  elite  group. 
Unfortunately  for  the  individual  and  the  ser- 
vice this  toll  is  often  exacted  at  a time  most 
disadvantageous  to  both.  The  Air  Force 
loses  a skilled,  experienced  member  of  the 
team,  a man  difficult  to  replace.  The  Air- 
man, after  years  of  training  and  experience 
now  finds  his  career  closed  to  him. 

The  chest  and  its  contents  are  not  immune 
to  these  inroads.  Faced  by  the  various  etio- 
logic  factors  previously  mentioned,  flyers  re- 
spond prosaicly  with  a variety  of  infections, 
granulomata,  injuries,  herniae,  cysts,  and  tu- 
mors involving  the  thorax  and  its  contents. 


Read  at  the  9th  Scientific  Meeting  of  the  Ala- 
bama Chapter  of  the  American  College  of  Sur- 
geons, Point  Clear,  Ala.,  Feb.  17,  1960. 

From  the  USAF  Hospital,  Maxwell  Air  Force 
Base,  Alabama. 

* Chief,  Hospital  Services 

**Chief,  Department  of  Surgery  and  Aviation 
Medicine  Service 

The  opinions  expressed  are  those  of  the  officers 
and  do  not  necessarily  reflect  the  opinions  or  poli- 
cies of  the  Department  of  the  Air  Force. 


Some  of  these  affections  are,  of  their  nature, 
incompatible  with  flying.  In  some  cases 
these  might  not  be  considered  significant  dis- 
eases, if  found  in  persons  of  other  occupa- 
tions. Some  of  these  conditions  might  be 
handled  by  medical  means  in  non-flying  per- 
sonnel without  hindering  the  man’s  career. 
Conditions  which  result  in  or  from  anatomi- 
cal abnormality  are  often  amenable  to  suc- 
cessful surgical  correction  and  most  often  the 
patients  can  subsequently  resume  their  fly- 
ing careers.  The  requirement  for  diagnostic 
thoracotomy  occurs  among  pilots  with  about 
the  same  frequency  as  among  the  general 
population.  It  is  our  experience  that  these 
procedures  can  be  performed  with  no  more 
hazard  to  their  careers  than  that  imposed  on 
the  career  of  any  individual  under  similar 
circumstances. 

Interest  in  the  field  of  thoracic  surgery  as 
it  relates  to  flying  personnel  is  still  largely 
confined  to  military  hospitals.  The  literature 
on  the  subject  is  rather  scanty.  Nylander1 
reported,  in  1946,  that  he  had  removed  a huge 
diaphragmatic  cyst  from  a man  who  was  sub- 
sequently restored  to  Air  Force  Duty  in  Fin- 
land. He  did  not  state  whether  this  was 


1.  Nylander,  P.  E.  A.  and  Virkari,  S.  J.;  A Study 
of  Intrathoracic  Cysts  Arising  from  the  Diaphragm, 
Ann.  Chir.  et  Gynaec  Fenniae,  37:  99-114. 
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flying  duty.  Paul2  and  others,  in  1950,  re- 
marked that  they  had  returned  several  pilots 
to  duty  following  wedge  resections  and  pou- 
drage  for  recurrent,  spontaneous  pneumo- 
thorax. Smith  and  Campbell3  have  pointed 
out  the  significance  in  flyers  of  lesions  which 
might,  in  others,  be  considered  inconsequen- 
tial pulmonary  and  other  thoracic  lesions. 
Solomon4  and  others  reported  a series  of  un- 
usual pulmonary  lesions  in  flying  personnel 
seen  at  the  hospital  at  Lackland  Air  Force 
Base.  We,  from  Maxwell5 6 7,  have  previously 
discussed  a series  of  twenty-seven  flyers  who 
underwent  various  thoracic  surgical  proced- 
ures in  our  hands,  twenty-three  of  whom 
were  returned  to  flying  duty.  Zarriello  and 
AckerG  from  the  Navy  School  of  Aviation 
Medicine  have  recently  reviewed  the  history 
of  spontaneous  pneumothorax  in  flight  and 
discussed  the  indications  for  surgical  inter- 
vention. 

Flyers’  bodies  must  be  able  to  absorb  wide 
and  rapid  excursions  of  ambient  barometric 
pressure  and  stresses  of  acceleration  forces 
rarely,  if  ever,  imposed  on  other  persons.  The 
formula  for  the  theoretical  expansion  of  body 
gasses  under  conditions  of  rapid  change  in 
barometric  pressure  is  given  in  Table  F.  If 
a flyer  flying  at  an  altitude  of  45,000  feet, 
where  the  average  ambient  barometric  pres- 
sure is  2.14  pounds  per  square  inch,  with  his 
cabin  pressurized  to  25,000  feet,  barometric 


2.  Paul,  J.  S.,  Beattie,  E.  J.,  Jr.,  and  Blades,  B.; 
Lung  Function  Studies  in  Poudrage  Treatment  of 
Recurrent  Spontaneous  Pneumothorax,  J.  Thor 
Surg,  22:  52-58,  1951 

3.  Smith,  E.  P.,  and  Campbell,  D.;  Personal 
Communication 

4.  Solomon,  R.  J.,  Smith,  E.  P.,  and  Keil,  P.  G.; 
Unusual  Pulmonary  Lesions  in  Flying  Personnel, 
J.  Aviation  Med,  29:  371,  1958 

5.  Foley,  F.  E.,  Bear,  S.  H.,  Jarman,  J.  A.,  and 
Whitsell,  W.  R.,  Jr.;  Rehabilitation  of  the  Flyer 
Following  Thoracotomy,  J.  Aviation  Med,  30:  113, 
1959 

6.  Zarriello,  J.  J.  and  Acker,  J.  J.;  Spontaneous 
Pneumothorax  in  Flight,  Aerospace  Med,  30:  418, 
1959 

7.  Flight  Surgeon’s  Manual — Air  Force  Manual 
160-5,  Department  of  the  Air  Force,  Washington, 
D.  C.,  October  1954 


TABLE  I 

FORMULA  FOR  CALCULATING  BODY  GAS 

EXPANSION 

B.P.  (c)  — 0.91 

B.P  (a)  € 91  = Theoretical  Relative  Gas 

Expansion 

B.P.  (c)  = Cabin  Barometric  Pressure,  in  p.s.i.* 
B.P.  (a)  = Ambient  Barometric  Pressure,  in  p.s.i. 
0.91  = Vapor  Pressure  of  Body  Gasses,  in  p.s.i. 
*p.s.i.  = pounds  per  square  inch 


pressure,  5.75  pounds  per  square  inch,  is  sud- 
denly subjected  to  a loss  of  cabin  pressure, 
euphemistically,  equalization  of  his  cabin  dif- 
ferential, his  body  gasses  will  suddenly  ex- 
pand to  3.93  times  their  volume  at  his  previ- 
ous cabin  altitude.  What  now  of  the  innocent 
apical  bleb  which  we  might  well  ignore  in 
the  banker?  Similarly,  what  of  gas  trapped 
in  a small  supradiaphragmatic  pouch  of 
stomach,  caught  in  a hiatus  hernia?  The  ex- 
pansion will  not  probably  burst  the  stomach 
wall,  but  will  the  pilot  be  able  to  control  his 
supersonic  aircraft  and  fight  his  cramping, 
substernal  pain  as  well?  Positive  and  nega- 
tive acceleration  or,  “g”,  forces  acting  on  the 
viscera  can  enlarge  small  hernial  weaknesses 
and,  conceivably,  cause  incarceration  of  the 
hernial  contents.  Thus,  it  seems  evident  to 
us  that  some  relatively  minor,  and  indeed 
even  innocuous,  conditions,  among  the  gen- 
eral population,  may  be  of  serious  import  to 
the  flyer. 

At  Maxwell,  we  have  adopted  a vigorous 
and  optimistic  surgical  approach  to  these 
problems  among  our  flyers  and  on  the  whole 
we  feel  justified  in  offering  them  an  excel- 
lent prognosis  for  the  continuation  of  their 
careers  which  would  otherwise  be  cut  short. 
We  will  present  our  experience  and  elabo- 
rate on  some  of  our  cases. 

MATERIAL 

During  the  six  year  period  from  January 
1954  to  January  1960,  thirty-nine  patients  re- 
ported to  our  Thoracic  Surgical  Section  from 
flying  status.  Of  these,  thirty-five  were  of- 
ficers, pilots,  navigators,  or  observers.  Four 
were  airmen,  crew  members;  one  of  these 
was  a WAF,  a stewardess  in  the  Military  Air 
Transport  Service.  Four  patients  underwent 
two  procedures,  two  bilateral  resections  and 
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two  post  resection  plastic  procedures,  for  a 
total  of  forty-three  operations.  Our  results 
are  summarized  in  Table  II. 


TABLE  II 

SUMMARY  OF  RESULTS 


Total  Operated  39 

Total  Operations 43 

Returned  to  Flying 32  82.0% 

Probable  Return 1 2.5% 

Total  Probable  Successful 33  84.5% 

Permanently  Disqualified 

Pulmonary  Insufficiency 2 5.0% 

Operative  Findings 2 5.0% 

4 10.0% 

Probably  Disqualified 1 2.5% 

Total  Probably  Unsuccessful 5 12.5% 

Killed  auto  accident 1 2.5% 


Percentages  to  one  decimal  place. 


Thirty-two  patients,  82%,  have  been  re- 
turned to  flying  duty.  One,  2.5%,  remains 
in  the  hospital  awaiting  final  disposition. 
Based  on  our  experience  we  feel  certain  he 
will  return  to  flying.  One,  2.5%,  has  re- 
turned to  general  duty  but  not  yet  to  flying, 
and  we  are  inclined  to  doubt  that  he  will. 
Four,  slightly  over  10%,  were  returned  to 
duty  but  permanently  disqualified  from  fly- 
ing because  of  varying  degrees  of  non-inca- 
pacitating pulmonary  insufficiency.  All  of 
these,  incidentally,  were  disqualified  on  the 
basis  of  their  preoperative  condition  in  any 
case.  Surgery,  in  itself,  did  not  cause  their 
disqualification. 

One  death  occurred  in  the  series,  2.5%.  A 
thirty-eight  year  old  pilot  underwent  diag- 
nostic thoracotomy  because  of  a left  hilar 
mass.  This  proved  to  be  a sterile  granu- 
lomatous lymph  node.  He  made  an  unevent- 
ful recovery  and  clinically  had  good  pulmon- 
ary function.  We  anticipated  his  early  return 
to  flying  and  gave  him  a short  convalescent 
leave.  While  on  leave  he  was  involved  in  an 
automobile  accident  and  was  killed.  This 
would  appear  to  represent  an  inroad  of  the 
Twentieth  Century  rather  than  a hazard  of 
Thoracic  Surgery. 

The  mean  age  of  our  patients  was  thirty- 
two,  and  the  median  thirty-five.  The  ma- 
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jority  of  our  patients  came  from  among  our 
seasoned  aviators.  The  eldest  was  fifty-one 
and  the  youngest,  the  WAF,  twenty. 

Our  largest  group  of  patients  reported  be- 
cause of  localized  bullous  emphysema  dis- 
covered by  routine  x-ray  or  because  of  spon- 
taneous pneumothorax.  None,  fortunately, 
suffered  pneumothorax  in  flight.  One  pati- 
ent presented  with  a right  apical  pneumato- 
cele and  a history  of  left  spontaneous  pneu- 
mothorax. These  accounted  for  thirteen  pati- 
ents and  sixteen  operations,  33.3%  and  37.2% 
of  patients  and  operations,  respectively,  Ta- 
ble III.  Ten  of  these  patients,  76.9%,  have 

table  in 

RESULTS  LOCALIZED  EMPHYSEMA 


Total  Patients 13 

Total  Operations 16 

Bilateral  Procedures 2 

Plastic  Procedure 1 

Returned  to  Flying 10  76.9% 

Probable  Return 1 7.7% 


Total  Probably  Successful 11  84.6% 

Disqualified  Nature  of  Disease  2 15.4% 


returned  to  duty.  Two,  15.4%,  are  perma- 
nently grounded  because  of  the  nature  of 
their  disease.  The  remaining  patient  is  still 
with  us  and  we  expect  his  return  to  flying 
shortly. 

The  two  cases  in  this  group  who  were 
permanently  grounded  were  found  at  opera- 
tion to  have  more  extensive  disease  than  was 
indicated  on  the  preoperative  roentgenogram. 
Two  of  this  group  had  bilateral  apical  wedge 
resections  and  pleurodeses.  One  patient, 
(Figure  1)  presented  with  a massive  right 
pneumothorax.  This  was  evacuated  by  closed 
thoracostomy  and  subsequent  x-rays  showed 
him  to  have  right  apical  bullae,  (Figure  2). 
A thoracotomy  with  resection  of  the  apical 
and  posterior  segments  of  his  upper  lobe  was 
performed.  Postoperatively  he  developed  a 
persistent  air  leak  and  a sterile  hydrothorax, 
(Figure  3).  A pneumoperitoneum  was  in- 
duced to  elevate  his  diaphragm  in  the  hope 
of  decreasing  the  size  of  his  right  hemithorax. 
His  chest  was  reopened  and  the  remaining 
lung  decorticated.  No  definite  fistula  was 
found.  The  bare  segmental  surface  was 
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Figure  1.  Presenting  x-ray  with  massive  right 
pneumothorax. 


Figure  3.  X-ray  ten  days  postoperatively  show- 
ing failure  of  expansion. 

tacked  to  the  mediastinal  pleura.  The  chest 
was  closed  with  drainage  and  a subcostal  ex- 
traperiosteal  apicolysis  was  performed,  (Fig- 
ure 4) . The  lung  re-expanded  and  later  the 
hematoma  in  the  subcostal  space  organized 
and  resorbed,  (Figures  5 and  6).  His  pulmo- 
nary function  was  somewhat  restricted  at 
first  but  gradually  returned  to  normal  and  he 
was  restored  to  flying  status. 

“Coin  lesions”  accounted  for  eight  patients, 
20.5%  of  the  series.  These  were  all  diagnos- 


TABLE  IV 


RESULTS 

COIN  LESIONS 

Granulomata 

Histoplasmosis  

3 

37.5% 

Coccidioidomycosis 

1 

12.5% 

Unknown  = 

1 

12.5% 

Abscesses,  all  sterile  . 

3 

37.5% 

Returned  to  Flying 8 100% 


Figure  2.  X-ray  after  re-expansion  by  closed 
thoracostomy  showing  right  apical  bullae. 


Figure  4.  Immediately  following  decortication 
and  apical  lysis  showing  early  extraperiosteal 
hematoma  and  decrease  in  size  of  thoracic  cavity. 

tic  thoracotomies.  All  eight  were  returned 
to  flying,  Table  IV.  Five  granulomata  were 
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Figure  5.  Approximately  six  weeks  postopera- 
tively,  showing  early  resorption  of  hematoma  and 
further  expansion  of  lung. 

encountered,  three  probably  due  to  H.  capsu- 
latum,  one  to  C.  imitis,  and  one  was  excised 
from  a patient  who  showed  no  reaction  to  the 
usual  skin  tests  and  which,  itself,  showed  no 
specific  organisms  on  Periodic  Acid-Schiff 
Stain.  Two  sterile  pyogenic  abscesses  were 
wedged  out  and  one  was  removed  by  middle 
lobectomy.  This  latter  was  from  an  airman 
crew  member.  It  is  interesting  to  note 
parenthetically  that  we  have  not  yet  seen  a 
malignant  thoracic  tumor  in  our  series. 

Mediastinal  lesions,  including  esophageal 
hiatus  hernia,  also  accounted  for  eight  pati- 
ents, 20.5%,  Table  V.  Probably  all  of  these 


TABLE  V 

RESULTS  IN  MEDIASTINAL  LESIONS 

Returned  to  Flying 

Hiatus  Hernia  Repair 

...  4 

50.0% 

Lipoma  

...  1 

12.5% 

Thymoma  

...  1 

12.5% 

Granuloma  

....  1 

12.5% 

Total  Successful 

___  7 

87.5% 

Killed,  auto  accident 

Granuloma  

...  1 

12.5% 

would  have  been  returned  to  flying.  Seven 
of  them  have.  Unfortunately,  our  victim  of 
the  automobile  accident  falls  in  this  group. 


Figure  6.  One  year  postoperatively  showing 
further  resorption  and  fibrosis  of  hematoma,  to- 
gether with  old  ribs  and  regenerated  ribs. 

Four  hiatus  herniae  were  repaired  and  the 
patients  returned  to  flying.  Two  patients 
were  treated,  one  for  a mediastinal  lipoma 
and  one  for  a granulomatous  lymphadenop- 
athy  and  were  returned.  Our  accident  vic- 
tim also  underwent  the  removal  of  a granu- 
lomatous node.  One  patient  presented  with 
what  was  at  first  suspected  of  being  a pul- 
monary vascular  anomaly,  (Figure  7).  Pul- 


Figure  7.  Presenting  x-ray  with  left  superior 
mediastinal  tumor. 

monary  angiograms  were  normal,  however, 
(Figure  8)  and  at  thoracotomy  a thymic  tu- 
mor was  removed.  Subsequently,  the  patient 
was  returned  to  flying  status,  (Figure  9). 
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Figure  8.  Pulmonary  angiogram  showing  nor- 
mal pulmonary  circulation. 


Figure  10.  Presenting  x-ray  with  tumor  in  the 
region  of  the  5th  rib  laterally. 

Two  chest  wall  tumors  were  encountered, 
5.1%.  One,  (Figure  10)  proved  at  thoracot- 
omy to  be  a neurofibroma  in  a rather  non- 
characteristic location.  We  suspected  a pos- 
sible mesothelioma  and  entered  two  ribs  be- 
low in  order  to  be  able  to  rather  widely  resect 
it  if  necessary  (Figure  11).  It  was  easily  re- 
moved and  the  patient  shortly  returned  to 
his  pilot  duties.  A second  tumor  was  re- 
moved from  the  chest  wall  of  a patient  who 
reported  immediately  after  sudden  onset  of 
excruciating  left  subscapular  pain  while  driv- 
ing. From  the  eroded  appearance  of  his  rib, 
(Figue  12)  and  from  the  edematous,  angry 
appearance  of  the  lesion  at  surgery,  we  were 
afraid  we  were  dealing  with  a malignant  tu- 


Figure 9.  Postoperative  x-ray. 


Figure  11.  Postoperative  x-ray  showing  resect- 
ed 7th  rib  and  silver  clip  at  tumor  site. 

mor  of  the  rib.  A wide  resection  of  the  chest 
wall  was  carried  out,  including  portions  of 
the  rib  above  and  below,  and  the  defect  closed 
with  tantalum  mesh,  (Figure  13).  Fortu- 
nately, for  the  patient,  he  proved  to  have  an 
eosinophilic  granuloma,  apparently  solitary. 
He  made  an  uneventful  recovery  and  subse- 
quently resumed  his  career. 

Two  congenital  lesions  were  discovered, 
5.1%.  One,  a small  bronchogenic  cyst,  was 
easily  wedged  out.  The  second,  a twenty- 
four  year  old  jet  pilot  experienced  a severe, 
lancinating,  substernal  pain  while  making  a 
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Figure  12.  Presenting  x-ray  showing  erosion 
and  destruction  of  cortex  of  left  3rd  rib. 


Figure  14.  Presenting  x-ray.  Air-fluid  level  in 
right  lower  chest. 

rapid  ascent  to  altitude.  He  managed  to  con- 
trol his  plane,  but  upon  landing  had  to  be 
removed  from  the  plane.  X-rays  at  his  Base 
hospital  showed  an  air-fluid  level  in  his  right 
lower  chest,  (Figure  14) . He  had  had  a re- 
portedly normal  chest  x-ray  within  two 
weeks  previously,  (Figure  15) . Retrospec- 
tively reviewing  these  films,  and  it  does  not 
show  well  in  the  photographs,  one  can  see 
quite  definitely  the  walls  of  a cystic  structure 
in  the  area  subsequently  occupied  by  the  air- 
fluid  collection.  He  was  explored,  and  an 
intralobar  pulmonary  sequestrum  was  found 
with  a large  vascular  communication  to  the 


Figure  13.  Postoperative  film  with  tantalum 
mesh  reconstruction. 


Figure  15.  Routine  chest  x-ray  ten  days  prior 
to  Figure  14. 

descending  aorta.  This  was  removed  and  the 
patient,  (Figure  16)  resumed  his  work  as  a 
pilot. 

Two  cases  of  traumatic  diaphragmatic 
hernia  were  encountered.  The  first  was  re- 
ferred to  us  as  an  atelectasis  of  the  left  lower 
lobe  and  suspected  bronchogenic  carcinoma 
(Figure  17) . In  retrospect,  he  had  had  a sud- 
den flexion  injury  some  time  before.  At  sur- 
gery his  great  omentum  and  a portion  of  his 
transverse  colon  were  reduced  into  his  ab- 
domen and  a small  diaphragmatic  rent  was 
closed.  He  returned  to  flying  (Figure  18). 
The  second  case  was  a fifty-one  year  old  navi- 
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Figure  16.  Postoperative  x-ray. 


\ * * , /a  - t 


Figure  18.  Postoperative  film  after  repair  of 
traumatic  hernia  in  diaphragm. 

gator  who  had  been  involved  in  an  automo- 
bile accident  and  had  sustained,  simultane- 
ously, a flexion  injury  and  a steering  wheel 
injury  to  the  chest.  He  had  been  kept  in  a 
small  civilian  hospital  for  a week  where  he 
had  been  made  fit  for  transport  to  us.  He 
presented  with  a rather  diagnostic  chest  x-ray 
(Figure  19),  with  his  Levine  tube  passing 
down  his  esophagus  and  up  into  his  chest. 
He  had,  in  addition,  several  rib  fractures.  He 
had  a rather  large  rent  in  his  diaphragm.  His 
stomach,  splenic  flexure,  tail  of  the  pancreas 
and  spleen  were  in  his  chest.  The  spleen 
had  a large  rent  in  it.  Apparently  he  had 
been  saved  from  hemorrhaging  to  death  only 


Figure  17.  Presenting  x-ray  demonstrating  what 
appeared  to  be  elevation  of  the  left  diaphragm 
and  atelectasis  of  the  left  lower  lobe. 


Figure  19.  Presenting  film  showing  Levine  tube 
descending  in  esophagus  to  normal  level  of  cardio- 
esophageal  junction,  and  then  passing  upward 
into  thorax. 

by  the  fact  that  his  splenic  artery  had  been 
kinked  against  the  edge  of  the  diaphragmatic 
tear.  The  hernia  was  reduced,  a splenectomy 
was  performed  and  the  diaphragm  repaired. 
He  had  a stormy  course  for  about  five  days, 
but  eventually  recovered  and  was  returned 
to  duty.  When  last  measured,  his  vital  ca- 
pacity was  only  65%  of  predicted  normal 
and  his  Maximum  Breathing  Capacity  only 
48%.  We  feel  this  is  probably  due  to  a com- 
bination of  emphysema  consistent  with  his 
age,  restricted  chest  wall  function,  and  un- 
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Figure  20.  Postoperative  film  showing  repair 
and  flattening  of  the  left  chest  border  due  to  old 
rib  fractures. 

doubtedly  some  limitation  of  diaphragmatic 
excursion.  We  feel  he  will  probably  never 
return  to  flying  but  the  patient,  himself,  has 
not  given  up  hope.  His  postoperative  film 
is  shown  (Figure  20). 


Figure  21.  Chest  wound  immediate  post  de 
bridement. 


A third  case  of  trauma  was  encountered  in 
an  individual  who,  while  cleaning  his  shot- 
gun under  the  impression  it  was  unloaded, 
discharged  it  at  short  range  into  his  chest. 
There  was  considerable  disruption  of  the 
chest  wall,  a sucking  wound,  and  shot  wounds 
of  the  lung.  His  axilla  was  exposed  but  no 
major  vessels  or  nerves  were  severed  (Fig- 


ure 21).  The  wound  was  debrided,  the  chest 
drained  and  the  axilla  reconstructed  with  a 
z-plasty  (Figure  22).  Subsequently,  the  low- 
er portion  of  the  chest  wall  was  covered  by 
a graft.  The  patient  achieved  a good  result 
and  was  eventually  returned  to  flying  (Fig- 
ure 23) . 


Figure  22.  Axilla  reconstructed  by  z-plasty. 


Figure  23.  Three  months  postopera- 
tive after  grafting  of  lower  thoracic  de- 
fect. 
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Two  patients  had  extensive  pulmonary  re- 
sections. These  were  not  returned  to  flying 
because  of  decreased  pulmonary  function  but 
were  returned  to  duty.  One  was  an  airman 
who  required  a pneumonectomy  for  what 
proved  to  be  an  organizing,  calcifying,  pro- 
gressive pneumonitis,  the  etiology  of  which 
we  are  not  sure,  however,  C.  albicans  was 
cultured  in  pure  culture  from  his  tissue.  This 
was  followed  in  three  weeks  by  a subcostal 
polystan  plombage  to  stabilize  his  mediasti- 
num (Figures  24,  25,  26).  A second  patient, 
a pilot,  had  a right  lower  lobectomy  and  a 


Figure  24.  Presenting  film  showing  chronic 
pneumonitis. 


Figure  25.  Post  pneumonectomy. 


medial  segmental  resection  of  the  middle 
lobe  for  bronchiectasis,  as  well  as  a wedge 
of  a persistently  atelectatic  area  of  the  upper 
lobe.  His  postoperative  pulmonary  function 
was  just  below  the  lower  limit  of  normal 
and  his  return  to  flying  was  not  advised. 

Our  last  case  is  rather  unique.  A twenty- 
three  year  old  pilot  was  referred  to  us  with 
second  and  third  degree  burns  of  the  face 
and  chest  incurred  in  a jet  crash  (Figures  27, 
28) . He  received  the  standard  treatment  of 
exposure  and  electrolyte  replacement.  When 
his  eschar  began  to  separate,  he  was  taken 
to  the  operating  room  for  a series  of  debride- 
ments and  later  grafts  and  tarsorrhaphies.  He 
tolerated  five  anesthesias  well.  During  at- 
tempted induction  of  the  sixth,  he  suffered 
a cardiac  arrest.  His  chest  was  opened  with- 
out any  preparation  through  a granulating 
wound,  and  his  heart  massaged.  He  was 

resuscitated  in  about  fifteen  minutes.  His 
heart  had  been  in  standstill.  His  chest  was 
drained  and  closed.  He  was  somewhat  con- 
fused and  lethargic  for  four  days,  but  after 
that  resumed  his  normal  state  of  alertness. 
His  chest  healed  without  infection  except  for 
a small  superficial  abscess  (Figure  29).  He 
was  later  sent  to  a plastic  center  where  an 
extensive  reconstruction  of  his  face  was  car- 
ried out,  principally  under  local  anesthesia 
but  with  one  general  anesthesia  with  no  un- 


Figure  26.  Post  plombage. 
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Figure  27.  Views  showing  facial  burns  and  tarsorrhaphies.  Figure  28. 


toward  result.  He  was  seen  in  consultation 
by  the  School  of  Aviation  Medicine, s and  was 
later  returned  to  flying  status  about  one  year 
after  his  arrest. 


Figure  29.  X-ray  of  chest  one  year  after  cardiac 
massage. 


8.  Berry,  C.  A.  and  King,  A.  H.;  Aeromedical 
Problem  Cases,  Aerospace  Med,  30:  806,  1959 


Our  latter  cases  are  summarized  in  Table 
VI. 


TABLE  VI 

RESULTS  IN  TRAUMA,  CHEST  WALL  TUMORS 
AND  MISCELLANEOUS  CONDITIONS 


Returned  to  Flying 

Trauma  1 

Shotgun  wound,  chest 1 

Tumors,  Chest  Wall 

Neurofibroma  1 

Eosinophilic  Granuloma 1 

Congenital  Lesions 

Bronchogenic  Cyst 1 

Pulmonary  Sequestrum 1 

Cardiac  Arrest 1 

Total  Successful 7 70% 

Grounded 

Progressive  Organizing 

Pneumonitis  1 

Diffuse  Inflammatory  Disease  1 

Diaphragmatic  Hernia  & 

Crushed  Chest 1 

Total  Unsuccessful 3 30% 
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DISCUSSION 

A large  number  of  thoracic  conditions  ex- 
ist which,  because  of  the  risks  they  impose, 
render  individuals  unsafe  as  flyers,  particu- 
larly in  today’s  high  performance,  high  alti- 
tude aircraft.  A number  of  these  are  amen- 
able to  surgical  correction  and  after  success- 
ful correction  the  patients  may  subsequently 
resume  their  careers. 

There  is  little  question  of  a man’s  ability, 
safely  to  return  to  flying  after  surgery  to 
the  mediastinum  and  its  contents,  or  after 
minor  lesions  of  the  chest  wall  have  been 
excised.  Landis  and  Weisel9  reported  an 
average  loss  of  only  11.3%  of  Maximum 
Breathing  Capacity  after  five  to  six  rib  pos- 
terior thoracoplasty  and  only  3.9%  after 
wedge  resection.  Thoracotomy  alone  has  lit- 
tle lasting  effect  on  pulmonary  function. 

The  question  of  the  ability  of  the  healed, 
post  resection  lung  and  bronchus  to  withstand 
the  stresses  of  flying  is  quite  pertinent.  It 
has  been  shown  that  the  lung  heals  in  the 
same  manner  as  other  body  tissues,  first  by 
the  proliferation  of  granulation  tissue  which 
matures  to  strong  scar.  Healing  is  reported 
to  be  complete  in  about  thirty  days.10’* 11  In 
experimental  work  on  bronchial  healing, 
Hanlon,12  was  able  to  produce  rupture  of  the 
healed  or  healing  bronchus  in  only  one  of 
twenty-three  dog  lungs  using  air  pressure  of 
up  to  80  mm.  of  mercury.  In  two  cases  tech- 
nical difficulties  were  encountered,  but  in 
all  others  the  normal  pulmonary  parenchyma 


9.  Landis,  F.  B.  and  Weisel,  W.;  Comparative 
Study  of  Pulmonary  Function  Loss;  Thoracoplasty 
versus  Small  Resection  in  Surgery  of  Tuberculosis, 
J.  Thor  Surg,  27:  336,  1954 

10.  Joannides,  M.,  Hesse,  A.  L.,  and  Joannides, 
M.,  Jr.;  Surgical  Wounds  of  the  Lung,  The  Mode 
of  Healing  of  Pulmonary  Tissue,  J.  Thor  Surg,  18: 
695-706,  1949 

11.  Valle,  A.  R.  and  Mider,  G.  B.;  The  Mecha- 
nism of  Healing  of  Lung  Tissue  and  Its  Reaction 
to  Different  Suture  Materials,  J.  Thor  Surg,  19: 
324-331,  1950 

12.  Hanlon,  C.  R.;  Observations  on  the  Use  of 
Gelatin  Sponge  in  Closure  of  Experimentally  Pro- 
duced Defects  of  the  Bronchus,  Surg,  Gynec,  and 
Obst,  86:  551-558,  1948 


leaked  before  the  bronchus  ruptured.  Thus, 
it  appears  that  the  healed  bronchus  is  at  least 
as  strong  as  the  normal  pulmonary  parenchy- 
ma. 

So  far,  we  have  not  attempted  to  return 
to  flying  anyone  with  less  than  sixteen  re- 
maining bronchopulmonary  segments,  as  in 
the  patients  with  the  middle  lobectomy  and 
the  right  apical  and  posterior  segmental  re- 
section. However,  should  an  individual  pre- 
sent with  a larger  resection  who  had  satisfac- 
tory pulmonary  function,  we  would  not  hesi- 
tate to  recommend  his  return.  Arbitrarily, 
we  feel  that  patients  should  have  a Vital  Ca- 
pacity and  Maximum  Breathing  Capacity  of 
at  least  eighty  percent  of  predicted  normal. 
In  addition,  these  patients  are  required  to 
satisfactorily  complete  a chamber  flight  and 
a rapid  decompression  under  the  supervision 
of  a medical  officer.13  Occasionally  when 
searching  for  air  entrapment,  x-rays  at  alti- 
tude may  be  taken.  Schilling,  Harvey  and 
Balke14  have  demonstrated  the  ability  of  ex- 
perimental subjects  who  have  undergone  as 
much  as  60%  pulmonary  resection  to  with- 
stand the  effects  of  altitude,  and  we  feel  that 
our  standards  are  well  within  the  limits  of 
safety. 

The  question  may  be  legitimately  raised  as 
to  the  implications  of  space  flight  on  our 
conclusions.  As  far  as  man’s  lungs  are  con- 
cerned, we  are  already  in  physiologic  space.15 
The  sum  of  the  partial  pressures  of  alveolar 
water  vapor  and  carbon  dioxide  is  1.68  pounds 
per  square  inch,  which  is  the  equivalent  of 
the  ambient  barometric  pressure  at  50,000 
feet.  Above  this  level  and,  indeed,  for  ap- 
proximately 10,000  feet  below  it,  man  must 
breathe  oxygen  under  pressure  or  he  will 


13.  Medical  Examination,  Air  Force  Manual 
160-1,  Department  of  the  Air  Force,  Washington, 
D.  C.,  April  30,  1953 

14.  Schilling,  J.  A.,  Harvey,  R.  B.  and  Balke,  B.; 
Altitude  Tolerance  and  Work  Capacity  of  Dogs 
Undergoing  Extensive  Pulmonary  Resection, 
U.S.A.F.  School  of  Aviation  Medicine  Research  Re- 
port, 55-93,  February  1956 

15.  Downey,  V.  M.;  Space  Begins  at  50,000  Feet, 
U.S.  Armed  Forces  Med  J.,  10:  1287,  1959 
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not  be  able  to  draw  a sufficient  quantity  into 
the  lungs  to  saturate  venous  blood.  At  63,000 
feet,  the  Armstrong  Line,  the  ambient  baro- 
metric pressure  is  less  than  the  body’s  water 
vapor  pressure,  and  exposed  to  this  without 
protection  man’s  body  fluids  will  boil.  We 
are  already  flying  in  these  ranges  where  ex- 
posure is  incompatible  with  life.  As  far  as 
pulmonary  function  is  concerned,  man  en- 
counters the  same  stresses  at  these  levels  as 
he  will  encounter  at  any  point  above  it. 

One  last  point  should  be  cleared.  You  have 
undoubtedly  noticed  that  nowhere  in  this 
paper  did  we  discuss  this  problem  as  it  re- 
lates to  pulmonary  tuberculosis.  The  reason 
for  this  is  that  we  have  no  sanatorium  facili- 
ties at  Maxwell,  and  we  do  not,  knowingly, 
treat  tuberculosis  there.  Our  feeling  about 
the  question,  however,  is,  simply,  that  if  a 
man  is  a flyer  and  has  good  pulmonary  func- 
tion and  is  felt  to  be  fit  for  general  duty,  we 
see  no  reason  why  he  would  not  be  consid- 
ered fit  to  fly. 

SUMMARY 

We  have  presented  a series  of  thirty-nine 
flyers  who  have  undergone  a total  of  forty- 
three  thoracic  surgical  procedures  at  our  hos- 
pital, thirty-two  of  whom  have  been  returned 
to  flying  duty.  Thoracic  surgery  offers  con- 
siderable help  in  the  rehabilitation  of  flyers 
with  chest  diseases. 

Some  physiological  aspects  of  flight  as  they 
relate  to  the  chest  and  its  contents  have  been 
discussed. 


In  a six-year  field  test  on  2,327  children  and, 
adult  counselors  at  three  summer  camps,  the 
incidence  of  colds  and  other  respiratory  in- 
fections was  15.7%  in  the  subjects  who  used 
Crionil  sulfathiazole  lozenges  as  compared 
with  55.6%  in  the  untreated  controls.  In  an- 
other series  of  1,505  patients  seen  in  private 
practice,  the  incidence  of  colds  and  other  res- 
piratory infections  was  13.6%  in  the  patients 
who  used  the  lozenges  as  compared  with  58% 
for  the  controls. 

Crionil  is  a specially  flavored  lozenge  con- 
taining 2.5  grains  of  sulfathiazole  in  a unique 
base  which  provides  prompt  absorption  into 
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the  interstices  of  the  oropharyngeal  mucosa 
for  prolonged  local  antibacterial  action. 

Colds  developing  in  the  subjects  who  used 
the  sulfathiazole  lozenges  were  less  severe 
and  of  shorter  duration  than  in  the  controls. 
No  untoward  effects  of  the  medication  were 
observed  in  any  case.  The  successful  results 
in  prevention  and  amelioration  of  colds  are 
attributed  to  the  local  antibacterial  action  of 
sulfathiazole  upon  the  pathogenic  bacteria 
which  often  reside  in  the  throat,  notably 
Streptococcus  hemolyticus,  Staphylococcus 
aureus,  and  Types  I and  II  pneumococcus. 
These  bacteria  probably  work  in  symbiosis 
with  the  virus  of  common  cold,  so  as  to  pro- 
long the  period  of  infection  and  aggravate 
the  inflammatory  symptoms. 

From  Eye,  Ear  & Throat  Monthly  39:  58, 
1960. 


A review  of  427  cases  of  antibiotic  induced 
pruritus  ani  discloses  that  this  condition  is  a 
common  sequela  of  broad  spectrum  antibiot- 
ics, especially  chlortetracycline  and  oxytetra- 
cycline.  The  incidence  of  gastrointestinal 
side-effects  including  anal  pruritus  has  been 
estimated  at  20%  of  patients  taking  the  rec- 
ommended dosage  of  antibiotics.  Without 
effective  treatment  the  symptoms  are  often 
severe  and  persistent.  There  appears  to  be 
no  essential  difference  between  idiopathic 
pruritus  ani  and  the  disease  caused  by  anti- 
biotics. 

In  a series  of  100  cases  of  idiopathic  pruri- 
tus ani,  and  of  20  cases  induced  by  antibiot- 
ics, the  use  of  Hydrolamins  amino-acid  oint- 
ment provided  immediate  and  permanent 
relief  (88%  in  the  former  group  and  100%  in 
the  latter) . Results  showed  a superiority 
far  better  than  anything  expected  in  the 
treatment  of  pruritus  ani.  In  the  antibiotic 
group,  the  medication  cleared  up  the  rectal 
itch  in  a range  of  2 to  14  days,  average  6 days. 

Hydrolamins  amino-acid  ointment  con- 
tains 10%  lactalbumin  hydrolysate,  specially 
prepared  to  reduce  the  methionine  and  cys- 
tine content,  in  a polyethylene  glycol  base. 

From  Gastroenterology  38:  247,  1960. 
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The  aphorism,  “One  doesn’t  diagnose  what 
he  doesn’t  think  of,”  is  particularly  applicable 
to  depressive  illness.  Depression  is  an  ill- 
ness commonly  encountered  in  all  areas  of 
medical  practice  but  seldom  immediately 
recognized  in  any.  To  avoid  a diagnosis  which 
could  lead  to  improper  treatment  or  even 
unnecessary  surgery,  a physician  must  have 
some  knowledge  of  the  signs,  overt  and  dis- 
guised, which  point  to  depression;  he  should 
be  aware  of  the  potentialities  of  suicide,  a 
not  infrequent  accompaniment  of  a depres- 
sive reaction,  in  order  to  take  proper  pre- 
ventive measures;  and  he  should  be  able  to 
recognize  when  psychiatric  referral  is  indi- 
cated. 

Used  psychiatrically,  the  term  depression 
differs  in  meaning  from  that  generally  giv- 
en it  in  common  usage.  It  is  a mood  disorder, 
or,  in  less  frequently  used  language,  an  af- 
fective disorder,  of  which  a sad,  despairing 
emotional  state  seems  to  constitute  the  real 
core.  Mood,  affect,  and  feeling  tone  all  rep- 
resent the  over-all  orientation  of  body  and 
mind  to  living.  When  the  layman  speaks  of 
depression  he  tends  to  think  only  of  the  mood 
element  which  in  psychiatry  would  more 
properly  be  labeled  dejection,  sadness,  or 
gloominess.  However,  a mild  or  transient  at- 
tack of  the  ‘blues’  cannot  be  considered  a 
psychiatric  entity;  it  is  only  when  sadness  or 
grief  is  unusually  intense  or  prolonged  or  out 
of  proportion  to  circumstances  that  it  be- 
comes important  from  a diagnostic  view. 
Further,  in  psychiatric  definition,* 1  depression 
refers  to  a clinical  syndrome  consisting  of  not 
only  a lowered  mood-tone  but  also  difficulty 


From  THE  FRANK  KAY  CLINIC,  Birmingham, 
Alabama. 

1.  Hinsie,  Leland  E.,  and  Campbell,  Robert 
Jean:  Psychiatric  Dictionary.  3rd.  ed.,  New  York, 

Oxford  Univ.  Press,  1960.  p.  199. 


in  thinking  and  psycho-motor  retardation 
which  may  be  a cause,  as  well  as  result,  of 
mood  disturbance.  Some  patients  are  not 
aware  of  depressed  feelings  because  these 
have  been  displaced  to  various  parts  of  the 
body  in  somatic  symptoms.  Others  deny  being 
depressed  because  they  cannot  produce  any 
justifiable  reason  for  it.  In  certain  cases  the 
general  retardation  may  be  masked  by  anxie- 
ty, obsessive  thinking  and  agitation. 

Although  in  a measure  all  depressions  have 
the  same  characteristics,  they  do  not  all  rest 
on  the  same  personality  foundation  and, 
hence,  vary  in  expression.  In  spite  of  its 
definition  as  a separate  entity,  depression 
may  occur  in  the  course  of  any  psychiatric 
disorder.  For  these  reasons  no  satisfactory 
method — or,  for  that  matter,  justification,  has 
been  devised  for  separating  the  reaction  into 
rigid  etiologic  or  nosologic  classifications. 
There  are  individuals  who  experience  re- 
curring depressions  which  may  or  may  not 
alternate  with  periods  of  elation  and  which 
because  of  their  phasic  character  are  various- 
ly described  as  ‘cyclic’,  ‘circular’,  ‘recurrent’, 
or  ‘manic-depressive’  disease.  Other  people 
with  meticulous,  rigid,  or  perfectionist  per- 
sonality patterns  may  develop  a depressive 
reaction  in  the  middle  and  later  period  of  life. 
The  involutional  period  is  one  in  which 
change  is  more  difficult  than  earlier  in  life, 
and  these  depressions  are  more  likely  to  be 
accompanied  by  anxiety  and  agitation.  The 
reaction  may  be  precipitated  by  retirement, 
a change  of  job,  a move  from  one  town  to  an- 
other or  from  one  house  to  another.  A num- 
ber of  individuals  develop  a depressive  re- 
action to  a minor  illness  or  operation  or,  up- 
on receiving  a diagnosis  which  requires  treat- 
ment including  diet,  develop  a so-called 
dietary  depression.  Many  women  of  this  age 
whose  children  have  grown  up  and  left  home 


486 


J.  M.  A.  ALABAMA 


DEPRESSIVE  ILLNESS 


are  subject  to  depressed  feelings  unless  they 
have  developed  other  interests.  In  these  per- 
sons, change  merely  serves  as  a trigger  mech- 
anism which  disturbs  lifetime  defenses 
against  anxieties  and  emotional  disturbances 
which  may  have  been  buried  for  years  or 
handled  by  compulsive,  obsessive,  or  phobic 
behavior.  Neurotics  get  depressed.  Such 
depressive  states  may  be  directly  occasioned 
by  an  external  situation  and  may  be  relieved 
when  the  situation  is  altered.  People  such  as 
these  ‘think  unsurely,  feel  unsurely,  and  act 
unsurely,’2  and  throughout  life  have  used  this 
withdrawing  or  depressive  response  to  any 
threatening  situation.  The  schizophrenic 
personality  may  become  depressed.  These 
are  usually  self-conscious,  diffident  individ- 
uals, many  of  whom  say — and  it  is  probably 
true — that  they  have  never  been  really  hap- 
py. Drug  addicts,  including  alcoholics,  on 
being  deprived  of  the  drug  may  have  de- 
pressive withdrawal  symptoms. 

People  with  organic  brain  diseases  may  be- 
come depressed.  And  all  of  these  should  be 
distinguished  from  the  chronically  miserable 
souls  who  make  a career  out  of  being  un- 
happy, or  the  masochists  who  seem  to  get 
satisfaction  out  of  their  misery.  It  becomes 
apparent  that  whatever  variations  exist 
should  be  utilized  as  an  indication  of  the 
severity  of  the  particular  state  rather  than 
as  a means  of  satisfying  an  undue  concern 
with  nomenclature.  Gregory  Zilboorg  has 
observed,  “All  psychological  reactions,  nor- 
mal or  abnormal — and  particularly  the  latter 
— present  emotional  reactions  whether  these 
be  obvious  or  concealed,  and  whether  the 
clinical  picture  is  that  of  an  agitated  depres- 
sion or  of  a catatonic  stupor.  To  separate  the 
emotional  component  and  view  it  as  a sepa- 
rate entity  is  like  separating  serum  from  the 
blood  corpuscles.”3 


2.  Kennedy,  Foster:  The  Neuroses:  Related  to 
the  Manic-Depressive  Constitution.  Med.  Clin. 
N.  A.  28:  452-466  (March,  1944). 

3.  Zilboorg,  Gregory:  Considerations  on  Sui- 

cide, With  Particular  Reference  to  That  of  the 
Young.  Amer.  J.  Orthopsychiat.  7:  15-31  (Jan.), 
1937. 

JUNE  I960— VOL.  29,  NO.  12 


The  underlying  reason  for  depression  can 
be  found  in  the  area  of  the  individual’s  inter- 
personal relationships.  Major  depressions  are 
ordinarily  related  to  the  loss,  either  real  or 
fantasied,  of  a loved  person  or  object,  or  of 
an  idea  such  as  a person’s  idealized  image 
of  himself  or  his  immediate  environment. 
In  normal  grief  following  an  actual  loss  of 
a love  object,  the  individual  temporarily 
withdraws  from  life,  and  after  the  painful 
process  of  separation  from  the  lost  object  is 
completed,  gradually  re-attaches  himself  to 
other  people  or  other  interests.  During  this 
necessary  ‘work  of  mourning’  sense  of  loss 
is  never  absent  from  consciousness.  In  a 
pathological  depression  the  picture  is  differ- 
ent. Although  the  death  of  a loved  person 
may  be  the  precipitating  cause  of  the  depres- 
sive reaction,  the  patient  is  seldom  if  ever 
aware  of  the  direct  connection  between  the 
loss  and  his  emotional  response.  His  concent 
is  directed  toward  other  things  such  as  guilt 
feelings,  fatigue,  loss  of  memory,  or  a lack  of 
enjoyment  of  life.  In  differentiating  between 
mourning  (normal  grief) 4 and  melancholia 
(an  earlier  term  for  depression) , Freud  form- 
ulated the  theory  that  a person  who  is  unable 
to  accept  normally  the  loss  of  the  person  or 
idea  with  which  he  has  been  strongly  identi- 
fied introjects — absorbs  into  himself  or  ‘swal- 
lows’— the  lost  object.  Then,  in  venting  his 
disappointment  or  frustration  upon  the  ob- 
ject, he  must  perforce  turn  his  hostility 
against  himself,  since  the  lost  object  is,  in  a 
sense,  ‘inside’  himself.  Such  an  interpreta- 
tion must  depend  on  ambivalent  feelings  of 
love  and  hate  for  the  lost  person  or  thing. 
Depression  may  be  related  to  loss  in  another 
sense.  Here  the  individual  experiences  re- 
jection because  he  feels  he  is  not  getting 
something — affection,  approval,  advantages — 
to  which  he  considers  himself  entitled,  either 
because  of  efforts  he  has  made  to  obtain  it 
or,  perhaps,  just  because  he  exists.  Frustra- 
tion and  disappointment  act  psychologically 
as  prohibitions  and  threats  to  the  ego  and 


4.  Freud,  S.:  Mourning  and  Melancholia.  Col- 
lected Papers,  Vol.  , London,  Hogarth  Press, 
1925.  Originally  published  in  Internat.  Ztschr.  F. 
Psychoanal.  1917. 
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result  in  hostility.  An  individual  who  cannot 
become  aware  of  his  hostility  and  who  re- 
presses it — and  repression  is  always  an  un- 
conscious process — often  gets,  following  the 
repression,  a feeling  of  guilt  which  he  doesn’t 
understand  and  resultant  anxiety  and  de- 
pression. 

An  exaggerated  sense  of  guilt  combined 
with  an  intense  need  to  be  punished  for  it,  is 
the  most  striking  phenomenon  of  depression. 
Most  depressed  people  are  self-critical,  feel 
unworthy  or  sinful — often  justifiably  so — and 
no  longer  receive  the  same  satisfaction  and 
joy  from  living  and  the  things  they  do.  Other 
primary  characteristics  common  to  most  de- 
pressions are:  sleep  disturbance,  a diurnal 

variation  of  mood  and  somatic  symptoms,  a 
decrease  of  mental  activity,  and  psychomotor 
retardation.  Usually  the  patient  is  able  to 
go  to  sleep  but  awakens  after  only  a few 
hours.  He  may  state,  and  believe,  that  he  has 
no  sleeping  difficulty.  Therefore  in  history- 
taking it  is  important  to  phrase  the  question- 
ing: “What  time  do  you  go  to  bed?  What 
time  do  you  usually  go  to  sleep?  What  time 
do  you  wake  up?  What  time  do  you  get  up?” 
In  most  profound  depressions  the  mood  tone 
follows  a regular  pattern  of  diurnal  fluctua- 
tion; the  individual  feels  more  depressed  in 
the  morning,  better  in  mid-afternoon  or  early 
evening,  and  worse  again  at  night — unless 
he  feels  so  bad  all  day  long  that  he  can’t  tell 
the  difference.  Difficulty  in  organizing  and 
expressing  thoughts  may  be  manifested  in  a 
slowed  up  motor  response  or  total  non-re- 
sponsiveness. When  a patient  is  asked  to 
stand  up,  walk  to  the  door,  or  pick  up  some- 
thing, he  may  display  a hesitancy  due  not 
merely  to  misunderstanding  but  to  a diffi- 
culty in  initiating  either  speech  or  activity. 
Functionally,  agitation  is  the  reverse  side  of 
psychomotor  retardation;  although  the  same 
difficulty  in  thinking  is  experienced,  its 
physiological  expression  is  in  continual  mo- 
tion, restless  pacing  up  and  down,  or  wring- 
ing the  hands. 

Other,  secondary  signs  of  depression  may 
be  misleading,  since  they  are  not  pathog- 
onomic  nor  will  they  all  be  present  in  any 


one  individual.  A sad  facial  expression  and 
a dejected  posture  are  obvious  clues.  A lack 
of  interest  in  dress  or  appearance  may  simi- 
larly indicate  a general  lack  of  interest  in 
life  itself.  However,  a severely  depressed 
person  may  still  be  able  to  summon  up 
enough  inner  resources  to  present  a cheerful 
exterior  to  the  world.  This  so-called  ‘smiling 
depression’  may  only  be  detected  from  a cer- 
tain shallowness  of  response  and  lack  of 
spontaneity  or  by  the  dejection  which  is  only 
evidenced  when  the  person  is  in  repose  or 
‘off-stage’.  There  are  depressions  in  which 
the  mood  aspects  are  not  emphasized  or 
recognized  and  other  things  appear  to  be  pre- 
dominant. A person,  not  thinking  of  himself 
as  being  depressed,  may  develop  certain  per- 
sistent bodily  symptoms:  a feeling  of  dis- 

comfort in  the  stomach,  recurrent  headaches, 
or  pains  in  the  neck,  back,  and  legs  which  he 
may  describe  as  arthritic.  Yet  he  must  be 
catagorized  as  depressed  because  of  accom- 
panying symptoms  of  the  characteristic  type. 
Loss  of  appetite  and  weight  are  particularly 
important  signals.  In  anorexia,  a patient  may 
‘act  out’  an  emotional  distaste  for  life  and 
slowly  but  literally  commit  suicide  by  not 
eating.  Fatigue  is  the  most  common  somatic 
equivalent  of  depression.  Complaints  of  feel- 
ing exhausted,  weak,  or  tired  pose  the  ques- 
tion: is  this  actual  exhaustion,  actual  weak- 
ness, actual  fatigue  or  just  the  organic  ex- 
pression of  emotional  or  mental  processes? 
Exhaustion  can  also  be  the  signal  of  a de- 
bilitating illness  or  of  chronic  heart  disease. 
One  means  of  differentiating  between  fatigue 
of  this  sort  and  neurotic  fatigue  is  that  the 
genuinely  tired  person  gets  up  refreshed  from 
rest  or  sleep  and  the  depressed  person  does 
not.  Low  blood  pressure  or  a rapid  pulse 
might  also  be  an  index  to  actual  fatigue;  how- 
ever, many  depressed  people  show  an  in- 
creased pulse  rate  as  a somatic  expression  of 
anxiety. 

The  psychic  component  of  anxiety  is  an 
unpleasant  feeling  of  uneasiness  or  appre- 
hensiveness. Abraham  expressed  the  idea 
that  anxiety  and  depression  are  related  in 
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the  same  way  as  are  fear  and  grief.5 6  Anxiety 
itself  is  not  an  illness  but  is,  in  the  most  ac- 
curate sense,  a warning  that  symptom  forma- 
tion, including  depression,  may  ensue.  It  may 
be  indicated  by  a patient’s  over-concern  with 
himself  and  with  his  family  or  environmental 
pressure,5  by  over-cleanliness,  unrealistic  re- 
quests for  surgery,  or  intrinsic  worries  about 
health.  Or  it  may  be  manifested  through  a 
suddenly  increased  or  obsessive  interest  in 
religious  matters. 

Accident  proneness  makes  a good  deal 
more  sense  when  viewed  as  a part  of  depres- 
sion rather  than  as  an  isolated  symptom  of 
neurotic  behavior.  Frequent  small  tool  ac- 
cidents suggest  a depressive  tendency  with 
the  implied  self-directed  hostility  and  dam- 
age. And  it  is  quite  possible  that  a good 
many  ‘accidental’  automobile  fatalities  are  in 
reality  psychologically  initiated  escape  mech- 
anisms. Suicide  has  been  described  as  man’s 
most  extreme  expression  of  hostility  toward 
himself.  Quite  often  it  is  a retaliatory  effort 
— it  is  committed  against  something  or  some 
one.  As  such  suicide  must  be  viewed  as  a 
symptom  of  depression  rather  than  as  a sepa- 
rate psychiatric  entity.  In  the  dynamics  of 
depressive  illness,  when  hostility  against  the 
outside  world  is  repressed  and  turned  inward, 
an  effort  to  destroy  an  introjected  lost  object 
may  result  in  self-destruction.  This  is  borne 
out  by  statistics  which  show  that  in  countries 
where  there  is  a low  incidence  of  suicides 
there  is  a correspondingly  higher  rate  of 
homicides. 

In  this  country  suicide  is  the  ninth  leading 
cause  of  death.  It  is  three  times  more  com- 


5. Abraham,  K.:  Notes  on  the  Psychoanalytical 

Investigation  and  Treatment  of  Manic-Depressive 
Insanity  and  Allied  Conditions.  (1911).  In  Se- 
lected Papers  on  Psychoanalysis,  London,  Hogarth 
Press,  1949.  pp.  137-156.  Cited  by  Lehmann,  H. 
E.:  Psychiatric  Concepts  of  Depression:  Nomen- 

clature and  Classification.  J.  Canadian  Psychiat- 
ric Assn.,  Special  Supplement  4:  S12,  1959. 

6.  Kraines,  Samuel  Henry:  Mental  Depressions 
and  Their  Treatment.  New  York,  Macmillan  Co., 
1957.  p.  1. 
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mon  in  men  than  in  women,7  and  the  rate 
of  incidence  increases  in  the  older  age  groups. 
For  what  it  is  worth,  viewed  statistically,  a 
man  is  more  likely  to  take  his  own  life  in 
the  early  morning  of  a clear  day  in  May  or 
June  and  during  the  first  part  of  the  week. 

Any  depressed  person  must  be  considered  a 
suicidal  risk  despite  many  mistaken  beliefs 
which  have  become  so  embedded  in  popular 
folklore  that  they  are  difficult,  or  impossible, 
to  dislodge.  The  most  common  misconcep- 
tion is  that  a person  who  threatens  to  commit 
suicide  never  does  it.  The  threat  should, 
without  exception,  be  taken  seriously  and 
precautions  instituted  to  prevent  its  material- 
ization. Case  studies  show  that  a majority 
of  the  people  who  take  their  own  lives  have 
given  some  previous  warning — repeatedly 
and  to  more  than  one  person.  And  one  can- 
not accept  at  face  value  a patient’s  reassur- 
ances or  promise  that  he  “wouldn’t  do  any- 
thing like  that.”  It  is  equally  mistaken  to 
believe  that  a person  will  be  deterred  from 
suicide  by  religious  convictions  which  pro- 
hibit it,  that  children  never  kill  themselves, 
and  that  mental  deficients  are  too  stupid  to 
do  it. 

The  patient  who  has  already  made  a sui- 
cidal gesture  or  attempt  is  not  one  in  whom 
one  needs  to  await  further  development  of 
psychopathologic  symptoms  before  deciding 
he  is  emotionally  or  mentally  disturbed  and 
in  need  of  prompt  attention.  He  should  be 
kept  under  twenty-four  hour  surveillance.  If 
he  remains  at  home  while  awaiting  psychiat- 
ric referral,  he  should  not  be  allowed  to  sleep 
in  a room  alone  or  to  go  anywhere  unob- 
served. An  individual  who  has  made  an  un- 
successful suicide  attempt  in  a previous  epi- 
sode of  depression  is  more  of  a suicidal  risk 
in  a second  state  of  depressive  illness.  In  the 
patient  who  has  made  no  threats  or  attempts, 
another  danger  signal  of  possible  suicide  is 
preoccupation  with  ideas  of  unworthiness  or 
sin  for  which  self-destruction  might  be  con- 


7.  Shneidmann,  Edwin  S.  and  Farberow,  Nor- 
man L.,  ed.:  Clues  to  Suicide.  New  York,  Mc- 
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sidered  an  appropriate  retribution.  These 
strong  guilt  feelings  may  be  occasioned  by 
actual  past  mistakes  or  indiscretions,  either 
trivial  or  serious,  or  be  delusions  about  hav- 
ing committed  such  deeds.  The  patient  with 
profound  physiologic  disturbances  must  also 
be  considered  a risk,  although  he  may  deny 
feelings  of  despondency  and  the  depressive 
content  which  is  typical.  In  certain  cases  the 
idea  of  self-destruction  may  be  contagious. 
The  suicide  of  a prominent  public  figure  who 
was  greatly  admired  by  a patient  may  be  the 
immediate  cause  of  his  taking  his  own  life.  A 
history  of  suicide  in  a person’s  family  is  of 
particular  significance;  many  suicides  are 
found  to  have  been  committed  at  the  same 
age  or  on  the  exact  day  of  the  year  when  a 
close  relative  of  the  individual  died  years  be- 
fore by  his  own  hand.  Paradoxically,  the 
period  of  recovery  may  be  one  of  greater  dan- 
ger. A patient  in  the  depths  of  depression 
with  concommitant  extreme  psychomotor 
retardation  is  not  as  much  of  a suicidal  risk 
at  that  point  as  he  will  become  later  when 
his  depression  begins  to  lift  and  he  becomes 
more  active,  mobile,  and  responsive.  Or  a 
person  who  seems  to  improve  suddenly  after 
a long  period  of  depression  may  only  be  ex- 
periencing a temporary  relief  from  anxiety 
and  guilt  because  he  has  made  a firm  deci- 
sion to  kill  himself  in  the  near  future.  Final- 
ly, although  we  now  have  effective  anti-de- 
pressant drugs,  none  of  them  act  promptly 
enough  to  produce  immediate  relief  of  de- 
pressive illness.  A person  who  is  receiving 
such  drugs  cannot  be  considered  out  of  dan- 
ger until  his  depression  is  quite  lifted. 

To  be  of  value  in  detecting  and  evaluat- 
ing depressive  illness  all  characteristic  sig- 
nals must  be  viewed  in  the  context  of  the  pa- 
tient’s pre-depressive  personality.  A marked 
change  in  an  individual’s  behavior  pattern  is 
of  more  significance  than  his  apparent  state 
at  the  time  of  examination.  Similarly,  the 
diurnal  variation  of  symptoms  may  be  of 
more  importance  diagnostically  than  the  type 
of  symptoms  exhibited.  The  physician  should 
not  overlook  any  source  by  which  such  emo- 
tional disturbances  may  be  elicited  or  clari- 


fied. Direct  questioning  may  uncover  such 
obvious  depressive  tendencies  as  previous  at- 
tacks of  depression  or  elation  or  a prolonged 
illness  in  which  fatigue,  apathy,  or  inertia 
were  evident.  However,  some  people  are  so 
accommodating  that  they  will  say  whatever 
they  think  is  desired  or  expected  in  answer 
to  a leading  question.  On  the  other  hand, 
many  patients  are  unwilling  to  present  them- 
selves in  what  they  feel  to  be  an  unfavorable 
light  and  will  disguise  emotional  distress  be- 
hind a false  front  of  organic  complaints.  A 
physician  can  offer  his  patients  the  greatest 
help  by  giving  them  his  time  and  by  recogniz- 
ing that  listening  is  the  most  valuable  meth- 
od of  gaining  insight  into  what  might  other- 
wise be  concealed  emotional  symptomatolo- 
gy. Listening  can  be  time  consuming  and  the 
physician  is  well  justified  in  charging  for  it. 

Because  of  its  nature  as  a self-limited  dis- 
order, the  prognosis  for  depression  is  good. 
Often  time  cures  the  patient,  not  what  is  done 
for  him.  The  illness,  however,  may  be  short- 
ened or  relieved  with  proper  treatment,  and 
without  it  some  depressed  people  may  die 
from  exhaustion  resulting  from  over-activi- 
ty and  inadequate  food.  Psychiatric  referral 
is  indicated  when  a patient  makes  no  appar- 
ent progress  within  a reasonable  time — per- 
haps six  to  eight  weeks;  when  self-recrimina- 
tion and  guilt  feelings  are  prominent  and  dis- 
turbing, suicidal  preoccupations  are  continu- 
ing, intrinsic  attitudes  and  expressions  of 
hopelessness  persist  or  deepen,  or  exhaustion 
from  markedly  reduced  food  intake  and  agi- 
tation progresses  rapidly. 

SUMMARY 

The  most  common  danger  signals  pointing 
to  a psychiatric  depression  are:  unusual  feel- 
ings of  despair,  unworthiness  and  guilt,  re- 
duced mental  activity  and  psychomotor  re- 
tardation, diurnal  variation  in  mood  and  so- 
matic symptomatology,  and  sleep  disturbance 
of  a specific  nature.  Other  signs  are  anorexia, 
loss  of  weight,  fatigue  and  other  somatic 
equivalents,  a dejected  countenance  and  pos- 
ture, lack  of  interest  or  care  in  dress  and  ap- 
pearance, anxiety,  an  increased  or  obsessive 


490 


J.  M.  A.  ALABAMA 


DEPRESSIVE  ILLNESS 


interest  in  religion,  and  accident  proneness. 
The  underlying  dynamics  of  a major  depres- 
sion are  virtually  always  the  loss,  real  or  fan- 
tasied,  of  a loved  person  or  idea  and  the  re- 
sultant disappointment,  frustration  and  hos- 
tility. Depressive  symptoms  (the  most  of 
them  unrecognized)  may  be  channelized  by 
the  patient  into  the  physical  area,  denied 
completely,  or  disguised  behind  a cheerful 
appearance  in  efforts  to  avoid  recognition  of 
hostility.  The  physician  should  recognize 
that  suicide  is  a possibility  in  any  depressive 
reaction  and  a more  probable  risk  where 
there  have  been  suicidal  threats  or  attempts 
or  a past  history  of  suicide  in  the  family.  A 
person  who  seems  to  be  recovering  from  a 
depression  or  who  is  receiving  anti-depres- 
sant drugs  cannot  be  dismissed  as  being  no 
longer  a suicidal  risk.  All  symptoms  char- 
acteristic of  depression  should  be  viewed  in 
the  context  of  the  patient’s  pre-depressive 
personality.  In  detecting  and  evaluating  the 
illness,  a physician  should  not  overlook  any 
source  from  which  such  emotional  disturb- 
ances may  be  brought  to  light:  history-taking 
by  direct  questioning,  cultivation  of  the  art 
of  listening  to  the  patient,  and  communica- 
tion with  members  of  his  family  or  close  as- 
sociates. Only  by  such  careful  attention  and 
fore-knowledge  can  he  realize  the  primary 
goals  of  a physician — to  make  a sick  person 
more  comfortable,  to  protect  his  life,  and  to 
aid  him  in  achieving  a healthy  and  produc- 
tive enjoyment  of  living. 


Vaccine  prepared  from  virus  grown  in 
duck  embryos  appears  to  be  the  agent  of 
choice  in  the  prophylaxis  of  rabies,  two  in- 
vestigators of  the  New  York  City  Department 
of  Health  report. 

In  a two-year  study  involving  250  subjects, 
the  investigators  found  that  the  duck-em- 
bryo vaccine  was  superior  in  two  respects  to 
the  more  commonly  used  vaccine  (Semple) 
prepared  from  virus  grown  in  rabbit-brain 
tissue.  Use  of  the  duck-embryo  vaccine  led 
to  earlier  development  of  protective  rabies 
antibodies  and  was  free  of  the  complication 
of  encephalomyelitis. 


Morris  Greenburg,  M.  D.,  and  Jean  Chil- 
dress, B.  S.,  compare  the  two  vaccines  in  a 
report  in  the  Journal  of  the  American  Medi- 
cal Association. 

Two  of  the  127  patients  receiving  the  rab- 
bit-brain vaccine  became  ill  with  encephalo- 
myelitis, but  recovered.  There  were  no  cases 
among  123  treated  with  duck-embryo  vac- 
cine. 

This  encephalomyelitis  is  a destructive  in- 
flammation of  the  brain  and  spinal  cord 
which  sometimes,  like  poliomyelitis,  produces 
permanent  paralysis,  and  even  may  result  in 
death.  When  it  is  associated  with  the  use  of 
vaccine,  its  cause  is  thought  to  be  related  to 
myelin  from  the  rabbit  brain.  Myelin  is  a 
complex,  fatty  substance  that  covers  the 
sheath  of  nerve  fibers. 

The  duck  embryo  used  to  produce  the  new 
vaccine  does  not  contain  the  paralysis-pro- 
ducing myelin. 

In  neither  vaccine  can  the  virus  strain  used 
cause  rabies  in  man  because  it  is  killed.  In 
addition,  the  virus  in  the  duck-embryo  mate- 
rial is  dried,  and  thus  the  vaccine  remains 
stable  and  potent  over  a long  period. 

The  principle  of  the  new  vaccine  was  dis- 
covered and  the  product  developed  in  the 
biological  research  laboratories  of  Eli  Lilly 
and  Company.  Its  development  took  six 
years. 

The  New  York  investigators  report  that  by 
the  tenth  day  after  the  first  injection  74  per- 
cent of  the  subjects  treated  with  duck-em- 
bryo vaccine  had  significant  levels  of  rabies 
antibodies,  contrasted  to  35  percent  for  those 
treated  with  the  rabbit-brain  vaccine.  From 
the  eleventh  to  the  fifteenth  day  there  was 
no  significant  difference  in  blood  levels  for 
the  two  groups. 

Booster  effects  were  readily  obtained  with 
both  vaccines,  with  the  booster  dose  being 
given  six  to  nine  months  after  the  beginning 
of  treatment.  Four  persons  who  had  received 
one  or  more  series  of  injections  as  long  as 
twenty  years  prior  to  the  study  still  had  cir- 
culating antibodies  in  their  blood  and  re- 
sponded with  a booster  effect  after  a single 
injection. 
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PHENOTHIAZINES  AS  ANTIEMETICS  AND 


TRANQUILIZERS* 
J.  BLACK,  M.  D.** 
New  York,  New  York 


The  subject  of  phenothiazines  is  an  ex- 
tremely modern  one,  since  these  drugs  have 
been  in  clinical  use  only  since  the  properties 
of  promethazine  were  discovered  in  1946  and 
especially  only  since  the  advent  of  chlor- 
promazine  in  1952.  However,  the  pheno- 
thiazine  story  actually  had  a colorful  begin- 
ning in  1883  when  Bernthsen  identified  the 
fairly  simple  structure  of  the  phenothiazine 
molecule  (Figure  1)  while  preparing  methy- 


H 

Figure  1:  Basic  phenothiazine  structure 


lene  blue  in  a new  manner.  Later,  pheno- 
thiazine was  found  to  have  urinary  antisep- 
tic and  tuberculostatic  properties  but  in  this 
simple  form  it  was  too  toxic  for  clinical  ap- 
plication. It  found  some  use  as  an  insecticide 
and  in  Australia  it  was  used  as  a treatment 
for  intestinal  worms  in  sheep.  During  this 
early  period,  no  clinically  useful  derivatives 
were  produced  by  ring  substitution.  The 
clinical  story  of  phenothiazine  really  began 
only  fourteen  years  ago. 

It  was  in  1946  that  Halperin  in  France  was 
conducting  an  intensive  search  for  improved 
antihistaminic  drugs.  As  part  of  his  screen- 


ing, he  investigated  many  of  the  ring-substi- 
tuted phenothiazines  and  from  this  neglected 
group  selected  one  drug  which  appeared  to 
have  promising  characteristics.  This  was 
promethazine  (Figure  2)  which  was  found  to 
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Figure  2:  Promethazine 


be  less  toxic  and  more  potent  than  other  anti- 
histaminics  which  were  then  available.  The 
drug  was  useful  clinically  but  perhaps  its 
greatest  value  was  derived  from  the  fact  that 
its  sedative  and  antiemetic  properties  stim- 
ulated research  into  phenothiazines  general- 

iy- 

Introduction  of  the  next  phenothiazine, 
chlorpromazine  (Figure  3),  was  an  extreme- 
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Figure  3:  Chlorpromazine 
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ly  significant  development.  High  doses  of  this 
drug  had  a remarkable  effect  on  psychotics 
and  particularly  on  schizophrenics.  Chlor- 
promazine was  thus  the  first  of  a large  class 
of  drugs,  now  called  tranquilizers,  which  pro- 
duce a state  of  calm  and  relieve  tension  with- 
out a soporific  effect  or  impairment  of  motor 
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function.  We  now  know  that  these  tranqui- 
lizers act  primarily  on  a subcortical  level 
rather  than  at  the  cortical  sleep-producing 
level;  apparently  they  do  not  significantly  de- 
press the  medullary  vital  centers.  With  wide- 
spread clinical  use,  however,  chlorpromazine 
became  associated  with  an  incidence  of  un- 
desirable side  effects,  and  promazine  (Figure 
4)  was  elaborated  by  medicinal  chemists  in 


I CM, 

xch5 

Figure  4:  Promazine 

an  attempt  to  eliminate  these  effects.  The 
single  modification,  elimination  of  the  chlo- 
rine atom  at  the  number  two  position,  showed 
that  many  of  the  side  effects  were  not  related 
to  its  presence,  as  had  been  supposed;  how- 
ever, much  of  the  potency  was  related  to  the 
chlorine  atom. 

With  this  new  information  at  their  disposal, 
the  chemists  then  added  a piperazine  ring  and 
a very  marked  change  in  the  potency  was  ob- 
served in  at  least  two  of  the  resulting  com- 
pounds. Addition  of  a piperazine  ring  as  in 
prochlorperazine  (Figure  5)  produced  an  ap- 
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Figure  5:  Prochlorperazine 

proximate  threefold  increase  in  tranquilizing 
potency;  in  perphenazine  (Figure  6),  the 
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Figure  6:  Perphenazine 

potency  increase  was  approximately  sixfold. 
More  significantly,  the  substitution  of  the 
piperazine  ring  in  these  compounds  created 
a new  class  of  drugs  which,  in  four  years  of 
clinical  experience,  has  not  been  associated 
with  agranulocytosis.  The  incidence  of  jaun- 
dice, if  it  exists  at  all,  is  infinitesimal.  The 
occurrence  of  hypotension  was  greatly  re- 
duced; photosensitivity  was  abolished;  and 
the  bizarre  endocrine  effects  (weight  gain  of 
thirty  to  forty  pounds)  did  not  occur. 

This  progress  encouraged  still  further  re- 
search with  piperazine-ring  phenothiazine 
tranquilizers.  Chemists  at  the  Schering  Cor- 
poration synthesized  Sch-6673  (Figure  7),  the 


Figure  7:  Sch-6673 


two-acetyl  derivative  of  perphenazine,  in  the 
hope  of  dissociating  the  antiemetic  and  tran- 
quilizing properties  of  the  parent  drug.  Al- 
though the  tranquilizing  potency  was  reduced 
and  the  sedative  effect  somewhat  increased, 
the  experiment  was  not  entirely  successful. 
Clinically  the  antiemetic  action  was  not 
greater  than  that  of  perphenazine  although 
some  separation  of  effect  did  occur  in  that 
extrapyramidal  effects  are  abolished  at  doses 
which  produce  sedation  and  some  tranquili- 
zation. 
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Further  modifications  of  piperazine-ring 
phenothiazines  are  shown  in  Figures  8,  9,  and 
10.  The  latter  two  are  new  drugs  of  consid- 
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Figure  8:  Thiopropazate 
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Figure  10:  Trifluoperazine 


erable  potency;  Sch-6894  produces  tranquiliz- 
ing  effects  in  psychotics  in  doses  of  one-half 
milligram  and  trifluoperazine  in  doses  of  one 
milligram.  Although  the  antiemetic  effect 
of  these  two  drugs  has  not  been  thoroughly 
investigated,  they  undoubtedly  possess  this 
property  to  some  extent.  The  particular  ad- 
vantage of  these  three  drugs,  compared  to 
others  in  their  class,  is  that  they  are  signifi- 
cantly less  likely  to  induce  drowsiness.  Pa- 
tients remain  remarkably  alert  and  this  is 
desirable  in  many  situations. 

Phenothiazines  with  the  piperazine  ring 
produce  extrapyramidal  reactions  to  a great- 
er extent  than  do  phenothiazines  without  this 
ring.  This  generalization  is  only  partly  true 
since  Sch-6673  can  induce  parkinsonian  trem- 
ors, rigidity,  akathisia  in  the  form  of  in- 
creased motor  restlessness,  or  dystonia  mani- 
fested as  muscle  spasm,  only  in  very  high 


doses.  As  a true  tranquilizer,  however,  this 
drug  probably  is  not  as  effective  as  per- 
phenazine. Thus  far,  we  have  found  with 
piperazine-ring  tranquilizers  that  their  clini- 
cal effectiveness  is  directly  related  to  their 
potency,  at  least  in  terms  of  a true  tranqui- 
lizing  effect.  Remarkably,  the  increased  pot- 
ency is  not  accompanied  by  the  dangerous 
side  effects  of  jaundice,  agranulocytosis,  or 
hypotension,  all  of  which  are  extremely  un- 
common with  these  potent  drugs. 

Extrapyramidal  reactions  occur  most  com- 
monly in  mental  hospitals  where  higher  doses 
of  the  piperazine-ring  phenothiazines  are 
used.  Such  reactions  are  rare  with  the  lower 
doses  used  in  general  practice;  perphenazine, 
for  example,  is  rarely  administered  in  doses 
exceeding  16  mg.  daily.  However,  one  bizarre 
effect  does  occur,  perhaps  once  in  every 
thousand  patients,  with  all  the  more  potent 
of  these  drugs:  dystonia  or  muscle  spasm.  If 
the  possibility  of  this  effect  is  anticipated  it 
often  can  be  prevented  by  not  overdosing 
(especially  in  children  and  especially  if  they 
are  dehydrated)  and  by  discontinuing  dosage 
(especially  in  children)  as  soon  as  it  is  no 
longer  required.  Because  dystonia,  when  it 
occurs,  generally  appears  within  72  hours  aft- 
er dosage  has  been  started,  therapy  should  be 
withdrawn,  for  example,  as  soon  as  vomiting 
stops  even  if  only  one  dose  has  been  ad- 
ministered. If  relatively  long-term  dosage 
is  contemplated,  concomitant  administration 
of  low  doses  of  a barbiturate  for  the  first 
three  days  usually  will  prevent  the  rare  oc- 
currence. An  antiparkinsonian  agent  such  as 
benztropine  methanesulfonate,  one  or  two 
mg.  once  or  twice  daily  orally  or  parenteral- 
ly,  or  a barbiturate  parenterally  usually  will 
rapidly  abolish  this  effect.  General  suppor- 
tive measures,  especially  maintenance  of  a 
clear  airway,  are  essential.  Knowledge  of  the 
existence  of  this  possible  side  effect  is  imper- 
ative. 

Generally,  the  longer  a phenothiazine  is 
administered,  the  greater  is  its  safety.  This 
fact  was  stressed  by  Ayd,1- 2 who  conducted 
clinical  studies  among  patients  receiving  a 
phenothiazine  for  three  to  five  years. 
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Two  interesting  phenothiazine  compounds, 
recommended  for  use  solely  as  antiemetics, 
are  depicted  in  Figures  11  and  12.  In  pipa- 
mazine  (Figure  11)  there  is  pharmacological 


Figure  11:  Pipamazine 


evidence  that  the  tranquilizing  and  antiemet- 
ic effects  have  been  separated;  however,  rath- 
er high  doses  are  used.  Schering  scientists 
found  that  these  effects  in  Sch-6673  (Figure 
7)  appeared  to  be  separated  in  the  labora- 
tory; clinically,  however,  this  was  not  evi- 
dent. Thioperazine  (Figure  12)  is  an  ex- 


Figure  12:  Thioperazine 


tremely  potent  antiemetic  not  yet  released 
for  clinical  use.  Friend3  and  Denber4  have 
reported  on  it.  The  linkage  at  the  number 
two  position  is  new,  and  it  will  be  interest- 
ing to  see  how  this  promising  antiemetic  per- 
forms in  clinical  use.  Comparative  studies 
of  these  compounds  will  be  enlightening. 

Two  new  compounds  (Figures  13,  14)  are 
being  advocated  for  tranquilization.  Thiorid- 
azine (Figure  13)  is  a full-range  tranquiliz- 
ing compound  used  in  rather  massive  dosage. 
Methoxypromazine  (Figure  14)  is  a milder 
and  more  sedative  tranquilizer.  Clinical  tests 
with  these  two  drugs  are  still  in  the  prelimi- 
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Figure  14:  Methoxypromazine  ^5 


nary  stages.  NP-207  (Figure  15)  is  an  ex- 
perimental phenothiazine  introduced  a few 
years  ago  and  rapidly  withdrawn  from  clini- 
cal research  after  a few  cases  of  retinitis  pig- 
mentosa had  occurred. 

By  addition  of  a trifluoromethyl  group  at 
the  number  two  position  the  potency  of 
promazine  was  enhanced  in  triflupromazine 
(Figure  16)  but  no  change  occurred  with  re- 
spect to  side  effects.  Mepazine  (Figure  17) 


Figure  16:  Triflupromazine 
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Figure  17:  Mepazine 


has  been  used  in  the  field  of  mental  health; 
it  is  unique  because  of  the  CH.(  chain  which, 
however,  does  not  seem  as  useful  as  the  CH3 
class  of  compounds,  such  as  chlorpromazine, 
with  respect  to  efficacy  or  freedom  from  side 
effects. 

There  are  two  phenothiazines,  ethopropa- 
zine  and  diethazine  (Figures  18  and  19),  in 


Figure  18:  Ethopropazine 


Figure  19:  Diethazine 


which  minor  structural  changes  produced 
antiparkinsonian  properties.  These  agents 
reduce  tremor  and  rigidity  but  have  not  been 
very  successful  clinically. 


The  amazing  versatility  of  this  group  of 
compounds  is  further  exemplified  by  modifi- 
cations of  phenothiazines  depicted  in  Figures 
20,  21,  and  22.  Pyrathiazine  (Figure  20)  is 


Figure  20:  Pyrathiazine 


an  antihistaminic  agent,  not  in  clinical  use, 
in  which  modification  has  produced  an  ef- 
fective but  unfortunately  toxic  diuretic. 
Imipramine  (Figure  21)  is  a compound  which 
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Figure  21:  Imipramine 


properly  speaking  is  not  a phenothiazine  at 
all  since  it  lacks  the  sulfur  atom  in  the  ap- 
propriate position.  It  was  obviously  modified 
from  promazine,  and  a very  difficult  job  that 
was.  It  has  been  available  for  some  years 
for  clinical  trial  in  schizophrenia  and  re- 
cently its  antidepressant  action  was  detected 
clinically.  Now  the  pharmacologists  are  at- 
tempting to  devise  tests  which  will  record 
the  behavioral  action  of  the  compound. 
Trimeprazine  (Figure  22)  is  also  an  antihis- 


Figure  22:  Trimeprazine 
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taminic  drug  which  appears  to  have  specific 
antipruritic  properties. 

With  at  least  ten  manufacturers  now  mar- 
keting at  least  sixteen  chemical  relatives  of 
phenothiazine,  it  is  difficult  for  physicians 
in  clinical  practice  to  keep  fully  informed 
about  all  agents  in  this  class.  It  is  comfort- 
ing to  know  that  development,  testing,  and 
toxicity  studies  with  these  compounds  are 
so  elaborate  and  expensive  that  only  the  su- 
perior drugs  emerge.  Pharmaceutical  com- 
panies do  not  lightly  undertake  the  high 
costs;  also,  government  regulations  and  re- 
quirements for  toxicity  studies  are  extremely 
stringent. 

Reports  of  clinical  experience  by 
Ayd,1*  2*  5-10  Moyer,11  Friend,3  Wang12  (on 
antiemesis),  Hollister13*  14  (on  side  effects), 
Himwich,15*  16  Goldman,17  Freyhan, 18-20  and 
Kline21*  22  indicate  the  therapeutic  character- 
istics of  phenothiazines.  Obviously,  the  goal 
of  research  is  clinical  efficacy  with  a min- 


imum of  side  effects.  How  does  one  find 
such  agents?  Which  testing  procedures  are 
helpful?  At  present,  attempts  are  being  made 
to  localize  the  action  of  these  drugs  in  the 
reticular  activating  system  around  the  hy- 
pothalamus for  tranquilization  and  in  the 
chemoceptive  emetic  trigger  zone  of  the 
reticular  system  for  antiemetic  activity  (Fig- 
ure 23).  This  is  not  easy;  an  impressive  ar- 
ray of  behavioral  tests  in  animals  (Figures 
24  and  25)  is  used  to  determine  the  pattern 
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Figure  23 
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Figure  25 


of  probable  properties  of  a compound  under 
investigation.  Also,  the  full  spectrum  of  gen- 
eral pharmacological  action  is  determined  in- 
cluding antihistaminic,  anti-inflammatory, 
adrenergic-blocking,  and  serotonin-releasing 
activity.  The  treadmill  tests  measure  loco- 
motor depression  in  the  rat;  interestingly 
enough,  the  more  hyperactive  the  rat  is  to 
begin  with,  the  greater  is  its  appropriate  re- 


sponse to  tranquilizers  or  stimulants.  This 
appears  to  be  true,  also,  in  the  human  al- 
though the  correlation  apparently  does  not 
hold  true  for  any  other  behavioral  tests.  A 
bell  stimulus  will  alert  the  animal  to  avoid 
a mild  electric  shock  but  a tranquilizer  will 
prevent  or  diminish  this  response.  By  anal- 
ogy, the  tranquilizers  can  be  considered  to 
prevent  in  humans  the  hyperactive  response 
to  the  numerous  small  disturbing  factors  in 
daily  life. 

The  complexities  of  modern  laboratory 
testing  procedures  are  such  that  some  of  our 
behavorial  scientists  can  be  classified  as 
electronics  experts.  New  techniques  must  be 
evolved  constantly  to  keep  pace  with  clinical 
experience.  For  example,  physicians  recog- 
nized an  antidepressant  response  with  mona- 
mine oxidase  inhibitors  such  as  beta-phenyl- 
isopropyl  hydrazine  or  with  thymoleptic 
agents  such  as  imipramine  before  pharmacol- 
ogists developed  adequate  techniques  to 
classify  these  compounds. 


NERVOUS  PATHWAYS  OF  VOMITING 
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Figure  26 
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As  Moyer11  states,  the  increasing  use  of 
tranquilizing  drugs  in  the  treatment  of  the 
neuroses  has  been  a response  to  the  needs  of 
people  in  these  troubled  times.  As  he  also 
points  out,  however,  the  genesis  of  these 
problems  usually  is  some  type  of  interper- 
sonal social  difficulty  which  often  appears 
insoluble.  When  these  problems  occur  to 
emotionally  vulnerable  individuals,  break- 
down of  the  protective  devices  results  in 
emotional  disturbance.  Severe,  acute  stress 
provokes  the  same  effect  in  normal  people. 
Drugs  can  help  in  these  conditions  but  an  at- 
tempt to  provide  psychotherapy,  kindness, 
firmness,  and  understanding  is  obviously  as 
important  as  drugs  and  the  removal  of  the 
problem,  if  possible,  probably  will  be  of  even 
greater  benefit.  In  the  severe  psychoneu- 
roses and  particularly  in  the  psychoses, 
drugs,  especially  the  phenothiazines,  play  a 
major  role  even  though  the  exact  chemical 
and  metabolic  activity  of  these  agents  has 
not  as  yet  been  precisely  defined. 

The  work  of  Wang  and  his  group12-  23>  24  is 
outstanding  in  classifying  the  mechanism  of 
antiemetic  activity  of  the  phenothiazines. 
These  investigators  have  demonstrated  the 
existence  of  a true  vomiting  center  deep  in 
the  medulla  and  of  a superficial  chemically 
sensitive  trigger  zone  which  regulates  the 
emetic  activity  of  both  exogenous  and  endog- 
enous chemical  triggering  agents.  The 
phenothiazines  may  compete  with  circulating 
emetic  agents  at  this  site  (Figure  26)  .24  Con- 
firmation of  the  fact  that  this  zone  is  the 
specific  anatomic  locus  for  emetic  and  antie- 
metic activity  was  obtained  when  it  was  sur- 
gically removed  for  intractable  vomiting  in 
three  patients  with  cancer.25  One  is  still 
alive;  vomiting  cannot  be  induced  in  this  pa- 
tient even  with  three  mg.  apomorphine.  It 
has  not  been  necessary  to  perform  this  oper- 
ation in  other  patients  since  some  phenothia- 
zines, such  as  perphenazine,  are  so  specific  in 
abolishing  chemically-induced  vomiting  that 
their  action  is  akin  to  ablation  of  this  zone. 

There  are  many  questions  about  the  emesis- 
antiemesis  cycle  which  remain  unanswered. 
For  example,  why  are  the  phenothiazines 
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generally  ineffective  in  preventing  motion 
sickness?  Perphenazine  at  least  is  not  ef- 
f e c t i v e in  preventing  this  condition.26-  27 
Claims  for  an  effect  against  motion  sickness 
with  presently  available  phenothiazines  prob- 
ably are  the  result  of  uncontrolled  experi- 
ments. 

Recently  a new  agent  has  appeared  which, 
although  not  a phenothiazine,  apparently  has 
an  effect  on  the  chemoceptive  emetic  trigger 
zone;  however,  clinically  it  has  only  a weak 
antiemetic  effect. 

In  the  study  of  antiemesis,  highly  controlled 
clinical  trials  are  imperative  since  variability 
in  the  duration  of  vomiting  and  multiplicity 
of  etiologies  are  among  the  many  factors  to 
be  considered.  As  in  other  fields,  a critical 
attitude  should  be  preserved  as  new  pheno- 
thiazines are  introduced  for  antiemesis  and 
tranquilization.  There  is,  however,  little 
doubt  that  improved  phenothiazines  will  be 
developed  and  introduced  in  the  near  future. 
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“Decision  to  reassign  sex  must  depend  up- 
on careful  evaluation  of  all  factors,”  reports 
Dr.  Edgar  Burns  in  the  Bulletin  of  the  Tu- 
lane  University  Medical  Faculty.  Dr.  Burns 
lists  these  factors  to  be  evaluated  as  chro- 
mosomal sex  patterns,  the  morphology  of  the 
external  genitalia,  the  gonadal  structure,  the 
hormonal  status,  the  sex  rearing  and  the 
gender  rale.  Findings  must  be  incompatible 
with  the  normal  environment  of  the  assigned 
sex  before  reassignment  is  undertaken. 

The  incidence  of  abnormalities  of  the  ex- 
ternal genitalia  is  estimated  as  one  in  every 
thousand  births.  Physicians  are  advised  to 
postpone  pronouncement  of  sex  of  a new 
born  showing  abnormalities  until  essential 
tests  have  been  run.  To  avoid  the  anxiety 
created  by  uncertainty,  as  much  as  possible 
should  be  done  while  the  infant  is  in  the  hos- 
pital nursery.  One  of  the  most  important  of 
these  tests  is  the  determination  of  the  chro- 
mosomal sex  pattern. 

Dr.  Burns  has  presented  a most  lucid  ex- 
position of  the  studies  needed  in  dealing 
properly  with  the  difficult  problem  of  genital 
abnormalities. 

From  the  Bulletin  of  the  Tulane  Univer- 
sity Medical  Faculty.  Vol.  19,  No.  2,  Feb. 
1960. 

HEALTH  BENEFIT  PAYMENTS 

Health  insurance  benefit  payments  by  in- 
surance companies  to  the  people  of  Alabama 
climbed  to  a new  high  during  1959,  according 
to  a Health  Insurance  Institute  report. 

In  the  period  from  January  1 through  De- 
cember 31,  1959,  said  the  Institute,  an  esti- 
mated $34  million  was  paid  out  to  help  cover 
the  cost  of  doctor  and  hospital  bills,  and  to 
replace  income  lost  through  sickness  or  dis- 
ability. 

This  represents  a gain  of  13.5  per  cent  over 
the  1958  figure  of  $30  million,  and  is  based 
on  reports  from  insurance  companies  doing 
business  in  the  state. 

The  rise  in  benefit  payments  in  Alabama 
was  reflected  in  the  figures  for  the  nation 
as  a whole,  the  Institute  declared. 
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THE  MANAGEMENT  OF  ALCOHOLISM 
VERNELLE  FOX,  M.  D. 


There  is  a great  deal  of  confusion  about 
the  subject  of  alcoholism,  ranging  from  “this 
is  an  illness”  to  “it’s  a moral  issue”.  Most  of 
us  have  come  to  accept  alcoholism  as  a health 
problem,  not  a moral  or  legal  issue,  but  with 
little  understanding  of  what  it  is. 

The  medical  profession  today  is  faced  with 
the  problem  whether  it  likes  it  or  not.  The 
patients  are  in  our  offices  and  hospitals  and 
whether  he  faces  his  drinking  problem  or  not 
largely  depends  on  the  attitude  of  the  phys- 
ician. When  the  physician  can  resolve  his 
own  ambivalence  about  alcohol  and  the  al- 
coholic the  way  is  cleared  for  the  patient  to 
ask  for  help. 

We  are  probably  at  about  the  point  of  un- 
derstanding with  alcoholism  that  we  were 
with  “consumption”  a hundred  years  ago. 
It’s  a catch-all,  a wastebasket  of  lumped  to- 
gether syndromes.  The  one  common  symp- 
tom is  the  addiction  to  alcohol  to  the  extent 
of  interfering  with  normal  function  and  for 
the  purpose  of  relieving  anxiety.  It  is  im- 
portant to  recognize  that  this  is  a complex, 
slowly  developing  process.  When  we  look 
back  over  the  history  of  these  individuals,  it 
is  apparent  that  alcoholism  starts  as  a symp- 
tom of  an  underlying  emotional  disturbance 
and  that  it  ultimately  becomes  the  cause  of  a 
rather  profound  mental  and  physical  disabili- 
ty. It  may  be  the  manifestation  of  any  psy- 
chiatric derangement.  I have  seen  alcohol- 
ism secondary  to  mental  deficiency,  anxiety 
neuroses  of  all  descriptions,  latent  manic  de- 
pressive psychosis,  and  overt  schizophrenia. 

I recall  one  man  whose  drinking  was  invari- 
ably set  off  by  his  auditory  hallucinations. 
Alcohol  would  enable  him  to  live  in  the  out- 
side world  with  his  schizophrenia. 

There  is  really  no  typical  personality  pat- 
tern. The  baffling  group  is  the  one  that 
manifests  no  overt  psychiatric  condition. 


Read  at  the  20th  Postgraduate  Seminar  of  the 
Alabama  Academy  of  General  Practice,  Birming- 
ham, Jan.  20,  1960. 
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These  are  people  who  seem  “so  normal  if  he 
just  didn’t  drink”.  They  have  an  amazing 
ability  to  maintain  themselves,  and  their  neu- 
rosis is  overtly  manifested  only  by  their  al- 
coholism. This  is  by  far  the  largest  group 
and  it  certainly  is  the  most  salvageable.  This 
is  the  type  patient  most  frequently  seen  by 
and  in  the  medical  profession.  We  all  know 
one  or  two,  either  your  favorite  electrician, 
the  vice-president  of  the  real  estate  company, 
or  someone  similar.  They’re  charming  peo- 
ple, usually  gracious,  and  very  anxious  to 
please — for  several  months  at  a time.  Then 
for  no  obvious  external  reason,  they  are  on 
a one  to  four  weeks  drunk,  upsetting  every- 
one around  them  and  destroying  much  that 
they  have  established  during  the  last  few 
months.  When  they  become  sober,  they  be- 
come remorseful,  apologetic  and  conscienti- 
ous. They  rapidly  rebuild  their  previous  ac- 
ceptable position  only  to  destroy  it  again. 

Quite  obviously,  underneath  the  surface  is 
an  unending  battle  between  basic  or  ontologi- 
cal anxiety  and  the  anxiety  secondary  to  al- 
cohol. Essentially,  these  people  have  as  their 
fundamental  problem  low  ego  strength  and 
a very  low  sense  of  personal  worth.  In  spite 
of  external  appearances,  they  do  not  consid- 
er themselves  worthy  of  normal  existence. 
They  have  never  really  felt  totally  accepted. 
They  do  not  know  what  it  is  to  actually  feel 
loved.  Even  though  love  and  acceptance  may 
be  manifested  all  around  a person,  he  has  to 
consider  himself  worthy  of  being  loved  to 
feel  it.  I will  not  go  into  the  controversy  of 
whether  this  basic  mechanism  is  a congenital 
or  an  acquired  difficulty.  The  important 
thing  is  to  realize  that  the  individual  func- 
tions on  this  level  at  the  time  we  see  him  as 
an  adult  alcoholic  and  that  he  has  a potential 
for  developing  a sense  of  personal  worth  and 
a tolerance  for  his  anxiety.  Developing  these 
potentials  is  the  basis  of  therapy. 

What  does  having  an  inadequate  sense  of 
personal  worth  do  to  an  individual?  It  makes 
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him  overtly-demanding,  first  of  himself  and 
then  of  those  around  him.  He  consistently 
needs  to  feel  that  he  is  perfect  to  over-com- 
pensate  for  his  feeling  of  inadequacy.  He 
tries  very  hard  to  buy  love  and  approval, 
but  since  he  is  expecting  more  than  is  needed 
to  satisfy  the  demands  for  love  and  approval 
of  the  average  person,  he  is  constantly  frus- 
trated. He  always  feels  a sense  of  failure  and 
never  really  acquires  the  thing  he  is  looking 
for  because  of  his  inability  to  receive  it. 
Symptoms  of  this  feeling  of  inadequacy  may 
be  manifested  at  any  point  in  the  individual’s 
life.  Like  other  processes,  such  as  basal 
metabolism,  insulin  formation  capacity,  etc., 
these  symptoms  come  in  all  degrees,  from 
extremely  mild  to  extremely  severe,  and  may 
appear  at  any  time,  depending  upon  the  stress 
on  the  individual.  I have  seen  patients  mani- 
fest this  difficulty  in  early  childhood  but  it 
is  more  commonly  seen  in  middle  life.  As  a 
rule,  the  more  severe  the  disability,  the  ear- 
lier the  symptoms  are  seen. 

Sooner  or  later,  most  of  us  are  exposed  to 
alcohol.  Alcoholics  learn  rapidly  that  alco- 
hol eases  their  discomfort  and  takes  away 
the  pain  of  feeling  basically  worthless.  Their 
conscious  motivation  to  take  a drink  is  not 
essentially  different  from  yours  and  mine. 
Theoretically,  they  intend  to  relax,  to  cease 
worrying  about  interpersonal  relations  and 
to  be  able  to  relate  to  the  people  around  them 
more  comfortably.  Unfortunately,  it  doesn’t 
come  out  that  way.  What  is  sedated  is  consci- 
ous control  and  awareness.  When  these  con- 
trols are  partially  anesthetized,  the  buried 
tensions,  hostilities  and  frustrations  are  re- 
leased. The  alcoholic  will  do  and  say,  when 
drinking,  things  that  are  totally  unacceptable 
to  him,  things  he  would  never  allow  himself 
to  do  or  say  without  alcohol,  because  it  is  so 
contrary  to  his  needs  to  please  and  to  buy  at- 
tention. This  action  on  his  part  serves  to 
further  lower  his  self-esteem,  and  he  realizes 
he’s  out  of  control  which  sets  up  an  immedi- 
ate need  for  rationalization  and  denial  of  the 
difficulty. 

Rationalization  and  denial  are  the  major 
blocks  to  seeking  help.  Rationalization  is  not 


on  a conscious  level.  It  is  not  just  “ornery- 
ness”;  it  is  a very  profound  necessity.  An 
alcoholic  simply  must  believe  that  he  is  too 
nice  a person  to  behave  like  that,  that  it’s 
somebody  else’s  fault,  that  if  she  didn’t  and 
they  hadn’t,  then  he  wouldn’t.  Anything  else 
is  too  threatening  to  his  self-concept.  Some- 
times the  struggle  in  which  he  is  engaged 
is  almost  visible.  He  feels  inferior  and  in- 
adequate; then  he  sees  himself  manifest  in- 
adequate and  inferior  behavior.  This  serves 
at  one  time  to  prove  that  he  was  right  about 
himself  and  at  the  same  time  to  be  so  threat- 
ening that  he  cannot  look  at  it.  This  leads 
to  a real  squirrel  cage,  a vicious  cycle  of 
drinking,  remorse,  regret,  misunderstanding, 
lack  of  acceptance,  and  criticism  by  the  peo- 
ple around  him,  which  further  strengthens 
his  sense  of  being  misunderstood  and  rejected 
and  thereby  establishes  a greater  need  for 
drinking.  This  is  a steady  downhill  course 
that  Dr.  Jellinek  calls  “drinking  because  of 
the  drinking”.  It  is  alcoholism.  Unless  the 
cycle  is  broken  the  ultimate  development  is 
death  or  insanity. 

How  can  this  cycle  be  broken?  We  all 
realize  that  the  first  essential  step  is  motiva- 
tion toward  sobriety  on  the  part  of  the  pati- 
ent. Until  that  point  is  reached,  very  little 
can  be  done.  As  long  as  the  ontological  an- 
xiety outweighs  the  anxiety  secondary  to  the 
alcoholism  the  motivation  or  push  is  towards 
drinking.  After  all,  very  few  of  us  move  in 
any  direction  except  from  discomfort  to  an- 
ticipated comfort.  Nature  and  society  con- 
tribute consistently  to  increasing  the  anxiety 
secondary  to  the  alcoholism.  The  pain  and 
discomfort  of  the  hangover,  the  rejection  of 
behavior  while  drinking,  the  loss  of  economy: 
these  factors  make  the  drinking  progressively 
more  painful.  Where  the  medical  profession 
can  best  serve  its  patients  is  on  the  other  end 
of  the  see-saw,  trying  to  decrease  the  basic 
anxiety. 

We  have  a number  of  tools  in  our  hands  for 
this  job.  First,  of  course,  is  good  medical 
care.  An  individual  who  is  physically  ill  is 
certainly  emotionally  weaker  than  one  who 
is  physically  well.  More  about  this  later.  An 


502 


J.  M.  A.  ALABAMA 


ALCOHOLISM 


even  stronger  medicine  in  your  armamenta- 
rium is  acceptance — your  own  personal  atti- 
tude toward  this  group  of  individuals  and 
your  understanding  of  why  they  function  as 
they  do.  If  you  and  I,  whom  they  often  sym- 
bolize as  all-knowing,  omnipotent,  father  sub- 
stitutes, cannot  understand  and  accept  them, 
how  can  they  accept  themselves?  If  we  can 
add  hope  and  a belief  in  the  fact  that  they 
can  get  well,  to  our  therapy,  it  will  further 
decrease  the  basic  anxiety.  Education  and 
supportive  therapy  are  tools  that  are  useful, 
also.  Insight  into  the  exact  nature  of  their 
disability  is  very  important,  and  we  can  con- 
tribute to  this. 

This  attitude  should  not  be  just  a complete- 
ly pampering  and  tolerant  one,  that  would 
not  be  healthy,  because  the  first  essential  in 
a therapeutic  attitude  toward  the  alcoholic 
is  to  set  specific  limits.  These  limits  are: 
1.  The  patient  must  be  motivated  to  stop 
drinking  and  must  do  as  much  as  is  possible 
to  tolerate  his  anxiety  without  resorting  to 
alcohol.  2.  He  must,  as  rapidly  as  he  can, 
begin  to  let  go  of  his  denial  and  rationaliza- 
tion. With  this,  be  consistent.  If  you  truly 
understand  and  accept  his  illness,  to  both  of 
you  this  will  be  a manifestation  of  under- 
standing and  interest,  not  of  criticism  and 
control.  These  are  practical  ways  to  show 
him  that  you  actually  have  a great  deal  of 
faith  in  his  ability  to  function  on  a normal 
level;  that  you  believe  he  can  tolerate  his 
anxieties  without  recourse  to  alcohol;  that 
you  actually  think  more  of  him  than  he 
thinks  of  himself.  He  can  borrow  your  faith. 
By  this,  he  can  begin  to  grow  because  he  feels 
that  he  is  capable  of  growing.  After  all,  the 
all-knowing  doctor  has  manifest  many  sym- 
bols of  his  knowledge  of  the  fact  that  he  can 
grow.  The  doctor  is  offering  understanding 
and  acceptance  but  on  a strictly  “do-it-your- 
self” basis.  He  is  taking  him  as  he  is,  ac- 
cepting him,  and  maintaining  that  he  is  ca- 
pable of  changing.  He  should  offer  no  advice 
or  condemnation  or  control  but  a simple  con- 
sistent belief  that  he  is  perfectly  capable, 
in  time,  of  becoming  a comfortable,  produc- 
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tive,  mentally  healthy  individual,  if  he  re- 
frains from  taking  the  first  drink. 

He  will  test  this  in  many  ways.  He  will 
attempt  to  put  excessive  demands  on  you. 
First,  to  satisfy  his  needs  for  your  approval 
and  attention  but  more  fundamentally  to 
check  to  see  if  you  really  believe  that  he 
is  capable  of  managing  his  own  life.  One  of 
the  most  difficult  things  in  working  with  al- 
coholics is  our  own  frustration  because  of 
our  need  to  do  something  for  somebody.  To 
comfortably  treat  these  patients  we  must 
modify  some  of  our  basic  concepts  of  the 
physician’s  role.  Traditionally  we  expect  our- 
selves to  “cure”  the  patient — we  accept  the 
major  portion  of  the  responsibility  for  his 
welfare  and  rely  on  his  blind  faith  in  us  to 
enable  him  to  follow  our  instructions.  Not 
so  with  the  management  of  the  alcoholic. 
The  physician  should  only  expect  himself  to 
be  responsible  for  the  medical  management 
of  the  physical  component  of  the  illness  and 
the  patient  must  assume  the  responsibility 
for  the  rest.  We  can  only  recommend  long 
range  management  such  as  AA  clinics  or  psy- 
chotherapy— if  the  patient  cannot  accept  our 
recommendation,  it  is  not  failure  on  anyone’s 
part.  When  you’re  caught  by  this  you  start 
telling  him  how  to  manage  his  life.  He  re- 
alizes that  you  didn’t  actually  think  he  was 
capable  of  doing  it  himself,  and  you’ve  lost 
your  greatest  therapeutic  tool  for  helping 
him  mature.  It  has  been  correctly  said  that 
an  alcoholic  immediately  knows  whether 
you’ve  been  hoping  with  him  or  coping  with 
him.  Another  problem  is  the  time  factor. 
We  are  accustomed  to  seeing  the  results  of 
our  efforts  rapidly.  Your  efforts  in  working 
with  an  alcoholic  may  show  no  obvious  re- 
sults for  months  or  years,  but  all  satisfactory 
interpersonal  encounters  are  growth  pro- 
cesses and  benefit  the  individual. 

About  six  years  ago  a whole  new  field  of 
psychopharmacology  was  opened.  This  great- 
ly modified  and  improved  our  armamenta- 
rium for  the  medical  management  of  the  acute 
withdrawal  symptoms  and  control  of  anxiety. 
Developments  in  this  area  have  been  so  rapid 
and  extensive  that  they  are  confusing.  The 
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drugs  that  “modify  mood”  are  becoming  le- 
gion. Some  are  quite  useful  in  the  manage- 
ment of  the  alcoholic.  Others  are  potentially 
habit  forming  and  should  be  avoided.  The 
following  is  a partial  summary  of  these 
drugs  grouped  by  their  clinical  effects  on  the 
alcoholic  patient: 

CNS  DRUGS  IN  RELATION  TO  ALCOHOLISM 

I.  Alephatic  depressants — a.  Depresses  the 
cerebral  cortex,  b.  Sedative  and  hypnotic  ac- 
tion, c.  Potentially  habituating,  d.  Extremely 
limited  usefulness  only  in  full  blown  D.T.’s 
and  should  never  be  used  for  maintenance. 

Examples:  All  barbiturates,  chloral  hy- 

drate, paraldehyde,  etc. 

II.  Tertiary  alcohols  & their  esters — a.  Act 
on  cerebral  cortex,  b.  Mild  sedative  effects, 

c.  Potentially  intoxicating  and  habituating, 

d.  Guarded  usefulness  as  sedatives  for  with- 
drawal. 

Examples:  Dormison,®  Striatran.® 

III.  CNS  stimulants — a.  Stimulate  the  cer- 
ebral cortex,  b.  Cerebral  excitement,  counter- 
act sedation,  appetite  suppression,  c.  Poten- 
tially habituating,  d.  Extremely  limited  use- 
fulness to  counteract  oversedation. 

Examples:  All  amphetamine  derivatives 

and  ephedrine  like  drugs. 

IV.  Rauwolfia  alkaloids — a.  Probably  act 
in  the  hypothalamus,  b.  Reduce  arterial 
B.P.,  quieting  effect  on  agitated  patients, 
c.  Action  slow,  periods  of  excitement,  severe 
depressions,  hypotension,  d.  Limited  useful- 
ness. 

Examples:  Reserpine,  Rescennamine. 

V.  Phenothiazine  derivatives  (Ataractics) 

aAa 
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N 

H 

Phenothiazine,  Basic  Structure 

a.  Primary  site  of  action  in  subcortex 

b.  Potentiate  sedatives  and  alcohol 


Block  anxiety 
Control  nausea 

c.  Dryness  of  mouth 
Hypotension 
Parkinson  symptoms 

d.  Extremely  useful  for  both  control  of 
acute  withdrawal  symptoms  and  control  of 
anxiety  during  sobriety;  not  habituating. 

Examples:  A.  Chlorpromazine  Group 

1.  Thorazine®  (Chlorpromazine) 

2.  Sparine®  (Promazine) 

3.  Vesprin®  (Triflupromazine) 

4.  Periactin®  (Cyproheptadine) 

5.  Phenergan®  (Promethazine) 

6.  Temaril®  (Trimeprozine) 

7.  Tentone®  (Methoxypromazine) 

8.  Plegicil®  (Acepromazine) 

B.  Piperazine  Group 

1.  Stelazine®  (Trifluoperazine) 

2.  Trilafon®  (Perphenazine) 

3.  Dartal®  (Thiopropazate) 

4.  Compazine®  (Prochlorperazine) 

5.  Permutil®  and  Prolixin®  (Fluphenazine 
dihydrochloride) 

C.  Piperadine  Group 

1.  Pacatal®  (Mapazine) 

2.  Mellaril®  (Thioridazine) 

VI.  Diphenyl  methane  derivatives 


H - C - H- 


Diphenyl  Methane,  Basic  Structure 

a.  Action  highly  variable  from  compound 
to  compound. 

Examples:  1.  Atarax®  and  Vistaril®  (Hy- 
droxyzine Hcl) ; Combines  easily  with  pheno- 
thiazines,  controls  tachycardia,  moderate 
quieting  effect. 

2.  Frenquel®  (Azocyclonol  Hcl) ; Stimulat- 
ing effect,  supposed  to  control  hallucinations. 

3.  Suavitil®  and  Phobex®  (Benactyzine 
Hcl) ; Exact  usefulness  still  equivocal. 
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4.  Ritalin®  (Methylphepidole  Hcl) ; Mark- 
ed stimulating  effect,  can  precipitate  severe 
withdrawal  effects. 

VII.  Propandiol  derivatives 

1  1 1 
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Propandiol,  Basic  Structure 

a.  Probable  site  of  action  in  Thalamus, 
b.  Muscle  relaxing,  sedative  qualities,  c.  In- 
toxicating and  potentially  habituating,  d.  Use- 
ful as  sedatives  in  control  of  acute  withdraw- 
al symptoms — added  to  phenothiazines. 

Examples: 

1.  Equanil®  and  Milltown®  (Meprobamate) 

2.  Ultran®  (Phenaglycodal) 

3.  Quiactin®  (Oxanamide) 

4.  Nostyn®  (Ethylcrotonylurea) 

VIII.  Hydrozine  derivatives  (H2-N-N-H2) 

A.  Monamine  Oxidase  Inhibiters  (MAOI) , 
b.  Gradual  blocking  of  depression,  no  appe- 
tite suppression,  c.  Possible  liver  damage, 
watch  hypotensive  patients,  headache  and 
restlessness  with  overdosage,  d.  Quite  useful 
for  management  of  depressed  patients. 

Examples: 

1.  Marsilid®  (Iproniazid) — proven 
hepatotoxic 

2.  Niamid® 

3.  Marplan® 

4.  Nardel®  (Phenylethyl  hydrozine) 

5.  Catron®  (B  phenylisopropyl  hydrozine) 

Typical  Orders 

I for  Acute  Withdrawal 

1.  B Complex  (100  mg  B1}  10  mg  B6,  etc.) 
B12  100  mg.  and  vit  C 500  mg — IM  daily  X 3. 

2.  Check  B.  P.  q 4 hrs. 

3.  Sparine®  50  to  100  mg.  IM  stat  and  100 
mg.  p.  o.  q 4 hrs.;  or 

Thorazine®  25  to  50  mg.  IM  stat  and  50  mg. 
p.  o.  q 4 hrs.;  or 

Vesperin®  20  mg.  IM  stat  and  24  mg.  p.  o. 
q 4 hrs. 
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4.  Atarax®  100  mg.  p.  o.  q 4 hrs.  prn. 

5.  Equanil"  400  mg.  p.  o.  q 4 hrs.  prn. 

II  for  Impending  or  Actual  D.T.’s 

1.  Mg.  SO,  4cc  50%  IM  daily 

2.  Dilantin  gr  i55  QID 

3.  Frenquel®  100  mg.  QID. 

III  For  Maintenance 

1.  Chronic  Anxiety — a phenothiazine  de- 
rivative of  the  Chlorpromazine  group. 

2.  Chronic  depression — a MAOI. 

This  is  obviously  only  the  most  superficial 
presentation  of  a complex  subject.  A great 
deal  of  research  is  needed  in  all  aspects  of 
the  illness.  But,  even  so,  the  practicing 
physician  is  in  a position  to  offer  these  pati- 
ents a great  deal  of  help.  Even  though  re- 
covery is  slow  and  treatment  is  difficult,  their 
recovery  potential  is  better  than  many 
chronic  illnesses. 
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POLIOMYELITIS  VACCINE  AND 
TONSILLECTOMY 

The  question  is  raised  whether  the  polio- 
myelitis vaccine  has  altered  the  situation 
regarding  the  practice  of  not  performing  ton- 
sillectomies and  adenoidectomies  during 
July,  August  and  September  because  of  the 
possibility  of  these  patients’  developing 
poliomyelitis. 

In  reply  it  is  pointed  out  that  the  Expert 
Committee  on  Poliomyelitis  of  the  World 
Health  Organization  considered  this  problem 
and  concluded  that,  since  the  vaccine  has  no 
appreciable  influence  on  the  excretion  of 
poliovirus  in  the  stool  and  since  there  may 
be  no  interference  with  the  growth  of  the 
virus  in  the  pharynx,  it  is  advisable  to  dis- 
continue such  elective  procedures  during  the 
poliomyelitis  season.  More  recently  eight 
prominent  virologists  expressed  a similar 
opinion.  During  1958  in  the  United  States  322 
paralytic  cases  of  poliomyelitis  and  20  deaths 
were  reported  in  persons  who  had  received 
three  injections  of  vaccine.  These  figures 
support  the  recommendation  that  elective 
tonsillectomies  or  adenoidectomies,  or  both, 
be  postponed  during  the  months  when  the 
incidence  of  poliomyelitis  is  high. 

PRESIDENT'S  HEALTH  PLAN 

President  Eisenhower’s  medical  care  plan 
for  the  aged  is  based  on  the  false  premise 
that  almost  all  persons  over  65  need  health 
care  and  cannot  afford  it,  according  to  Dr. 
Louis  M.  Orr,  president  of  the  American 
Medical  Association. 

The  truth  is,  Dr.  Orr  said,  that  a majority 
of  our  older  people  are  capable  of  continuing 
a happy,  healthy,  and  in  many  cases  produc- 
tive life.  Of  the  more  than  fifteen  million 
persons  in  the  nation  over  65  years  of  age, 
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only  15  percent  are  on  old  age  assistance.  An 
undetermined  number,  although  able  to  fi- 
nance other  costs,  find  it  difficult  to  with- 
stand the  additional  burden  of  the  cost  of 
illness,  he  said. 

It  is  for  these  people  that  something  should 
be  done.  Neither  the  Forand  advocates  nor 
the  Administration  proposal  are  tailored  to 
meet  these  problems,  according  to  Dr.  Orr. 

The  American  Medical  Association  has  de- 
veloped a positive  8 point  program  that  would 
meet  these  problems,  he  said. 

A.M.A.’s  proposed  program  would  include 
the  following: 

1.  The  needy  aged.  These  people  are  now 
receiving  health  care  through  O.A.A.  pro- 
grams. Here  the  need  is  for  better  organized 
medical  care  programs  including  improved 
preventive  medical  care. 

2.  The  near-needy.  This  is  the  group  that 
can  meet  ordinary  costs  of  living  but  cannot 
pay  for  health  care  costs.  The  A.M.A.  advo- 
cates a state  administered  program  of  federal 
grants-in-aid  to  the  states  for  the  liberaliza- 
tion of  existing  O.A.A.  program  so  that  the 
near-needy  could  be  given  health  care  with- 
out having  to  meet  the  present  rigid  require- 
ments for  indigency.  A liberalized  definition 
as  determined  locally  would  permit  an  ex- 
panded program  and  encompass  the  near- 
needy  group. 

3.  Better  Nursing  Home  Facilities.  The 
need  for  better  nursing  home  facilities  for 
the  long-term  care  of  the  aged  person,  espe- 
cially those  over  the  age  of  75,  is  the  most  ur- 
gent health  care  need  before  the  nation  today. 
The  average  age  of  the  nursing  home  patients 
is  80,  and  their  average  duration  of  stay  is 
two  years.  It  is  here  that  major  lmprove- 


506 


J.  M.  A.  ALABAMA 


EDITORIAL  SECTION 


ment  can  be  brought  about.  A.M.A.  supports 
federal  urograms  for  the  provision  of  grants 
through  the  Hill-Burton  Act  to  provide  for 
new  nursing  home  additions  to  existing  hos- 
pitals. For  proprietary  nursing  homes  the 
A.M.A.  supports  the  recently  enacted  amend- 
ment to  the  federal  housing  act  providing  for 
government  guaranteed  mortgage  loans  to 
proprietary  nursing  homes.  A.M.A.  is  also 
cooperating  with  the  American  Nursing 
Home  Association  and  the  American  Hospital 
Association  in  an  effort  to  bring  about  a rapid 
improvement  in  medical  care  provided  in 
nursing  homes. 

4.  Voluntary  health  insurance.  Health  in- 
surance and  prepayment  policies  tailored  to 
meet  the  needs  of  the  aged  for  long-term 
nursing  home  care  must  be  developed  as  rap- 
idly as  possible.  Health  insurers  and  the 
Blue  Cross-Blue  Shield  plans  across  the  na- 
tion are  already  experimenting  in  this  new 
area  of  coverage. 

5.  Home  nursing  care.  The  care  of  the 
aged  patient  at  home  is  psychologically,  medi- 
cally and  financially  desirable.  Many  pro- 
grams to  promote  home  nursing  care  are  be- 
ing developed.  Homemaker’s  services  also 
provide  opportunities  for  children  caring  for 
aged  mothers  and  fathers  to  continue  gain- 
ful occupation.  The  Homemaker  program 
needs  to  be  expanded. 

6.  Attitude  toward  aged.  A basic  change 
in  attitude  toward  the  aged  person  must  be 
brought  about.  The  person  who  reaches  65 
has  not  suddenly  become  non-productive  and 
senescent.  On  the  contrary,  most  persons 
aged  65  are  reasonably  well  and  able  to  work. 
Increased  productivity  by  eliminating  com- 
pulsory retirement  and  permitting  voluntary 
change  of  work  is  an  essential  part  of  the 
answer  to  the  present  problem. 

7.  Health  education.  Many  older  persons 
are  unaware  of  the  need  for  continuing 
healthful  nutrition  and  other  practices  that 
contribute  to  good  health.  Above  all  the 
“will  to  live”  is  essential  to  continuing  health. 

Preventive  medical  measures  instituted 
long  before  the  age  of  65  also  can  contribute 
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materially  to  the  promotion  of  good  health 
after  age  65. 

8.  The  purchasing  power  of  the  dollar. 
One  of  the  principal  problems  of  the  aged 
person  in  the  last  twenty  years  has  been  the 
constant  and  continuing  erosion  of  the  pur- 
chasing power  of  his  pension  benefits.  Any 
government  program  to  help  the  aged  must 
be  anti-inflationary  and  maintain  the  pur- 
chasing power  of  fixed  pension  and  annuity 
benefits. 

Sensible,  economical  health  care  programs 
for  the  aged  that  preserve  freedom  at  the 
same  time  that  they  promote  security  must 
necessarily  be  limited  to  support  for  the 
needy  aged  and  leave  to  voluntary,  competi- 
tive, private  enterprise,  those  activities 
needed  to  improve  the  health  care  of  the 
rest,  Dr.  Orr  concluded. 

PILOT'S  MEDICAL  EXAM 

Effective  June  15,  1960,  the  Federal  Avia- 
tion Agency  will  require  that  student  and 
private  pilots  be  given  their  medical  exami- 
nations by  designated  medical  examiners. 
This  rule  reinstates  a practice  which  was  in 
effect  from  1926  until  1945. 

In  announcing  the  re-establishment  of  this 
practice,  Dr.  James  L.  Goddard,  the  Civil  Air 
Surgeon,  has  emphasized  his  previous  state- 
ments that  any  physician  may  be  considered 
eligible  for  designation  as  an  examiner: 

In  order  to  have  a better  understanding  of 
the  proposed  rule,  I wish  to  point  out  that 
it  is  designed  to  accomplish  the  following 
needed  improvements  in  the  administration 
of  the  Agency’s  medical  certification  pro- 
gram. 

1.  To  maintain  a group  of  medical  examin- 
ers who  are  clearly  responsive  to  the 
needs  of  public  safety  in  the  perform- 
ance of  examinations  and  the  issuance 
of  medical  certificates  to  airmen. 

2.  To  permit  the  administration  of  training 
programs  to  maintain  the  quality  of  per- 
formance of  medical  examiners  and  to 
permit  the  dissemination  of  special  in- 
structions pertaining  to  the  needs  of 
civil  aviation. 
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3.  To  bring  into  the  program  those  physici- 
ans who  have  the  professional  qualifica- 
tions and  a demonstrated  interest  in  the 
medical  certification  field. 

4.  This  would  permit  the  designation  of 
any  qualified  physician  who,  by  his  ap- 
plication, has  demonstrated  interest  in 
the  program. 

Those  physicians  in  localities  where  fly- 
ing activities  are  conducted  may  wish  to  con- 
sider filing  an  application  for  designation  by 
writing  to  the  Civil  Air  Surgeon,  Federal 
Aviation  Agency,  Washington  25,  D.  C. 

Designation  as  an  aviation  medical  examin- 
er will  qualify  the  designee  to  examine  both 
Class  II  (commercial)  and  Class  III  (student 
and  private)  airmen,  including  control  tower 
operators.  Instructions  concerning  the  re- 
quired procedures,  standards,  and  equipment 
will  be  supplied  to  those  who  apply. 

Since  commercial  and  airline  transport  pi- 
lots have  always  been  required  to  obtain 
examinations  from  specifically  selected  phy- 
sicians, there  are  presently  some  2,000  avia- 
tion medical  examiners  previously  designated 
and  located  throughout  the  country.  Expand- 
ing aviation  activities  will  result  in  a continu- 
ing need  for  additional  examiners.  There  are 
at  present  some  400,000  active  civil  airmen  of 
whom  approximately  240,000  are  examined 
each  year. 

MEDICAL  CARE  INSURANCE  FUTURE 

DEPENDS  ON  PHYSICIANS,  HOSPITALS, 

AND  PUBLIC 

The  future  of  voluntary  medical  care  in- 
surance is  dependent  upon  joint  efforts  of 
physicians,  hospitals,  and  the  public  to  keep 
costs  within  reasonable  limits. 

This  was  the  consensus  of  a panel  on  “Med- 
ical Service  Plans”  at  the  8th  annual  meeting 
of  The  American  College  of  Obstetricians  and 
Gynecologists  in  Cincinnati.  The  participants 
represented  medicine,  industry,  labor,  and 
government. 

The  moderator  was  Dr.  Donald  C.  Harring- 
ton of  Stockton,  Cal.,  president  of  the  San 
Joaquin  Medical  Foundation.  Other  partici- 


pants were  James  Brindle  of  Detroit,  director 
of  the  social  security  department  of  the 
United  Mine  Workers;  Charles  E.  Tosch  of 
New  York,  consultant  in  employees  benefits 
for  the  General  Electric  Company,  and  Brig. 
Gen.  Floyd  L.  Wergelund  of  Washington, 
executive  director  of  the  Office  for  Depend- 
ents Medical  Care  (Medicare) . 

Mr.  Tosch  said  health  insurance  that  covers 
payments  from  the  “first  dollar”  is  unsound. 
He  emphasized  that  the  individual  should  be 
made  aware  of  his  responsibility  in  helping 
to  develop  a workable  plan  that  will  include 
small  initial  deductibles  in  order  to  restrict 
abuses. 

Such  a program  at  General  Electric,  he 
pointed  out,  has  decreased  the  frequency  of 
hospitalization,  has  held  requests  of  patients 
to  less  expensive  accommodations,  and  has 
kept  the  overall  average  cost  of  medical  care 
at  a reasonable  level.  Physicians,  he  said, 
also  have  co-operated  by  charging  reasonable 
fees  for  services  to  those  covered  by  the  plan. 

Dr.  Harrington  said  that  the  medical  pro- 
fession in  many  states  has  or  is  developing 
“relative  value  schedules”  which  are  designed 
to  approximate  what  is  the  usual  fee  for  a 
particular  procedure  in  any  area. 

This,  he  said,  will  give  health  and  welfare 
program  trustees  and  insurance  companies  a 
basis  on  which  to  develop  their  plans.  In 
some  counties  in  California  the  schedule  also 
is  being  used  to  set  a ceiling  on  fees  which 
cannot  be  exceeded  without  prior  agreement 
with  the  patient,  he  added. 

Voluntary  health  insurance  must  be  made 
to  cover  a larger  portion  of  the  medical  costs 
if  it  is  to  survive,  Mr.  Brindle  said.  He 
pointed  out  that  industrial  health  programs, 
commonly  regarded  as  fringe  benefits,  are 
in  effect  the  allocation  of  part  of  the  worker’s 
wage  to  health  insurance.  He  anticipated 
that  a larger  portion  would  be  set  aside  in 
the  future. 

“Too  often  the  worker  feels  that  he  does 
not  receive  the  full  benefit  of  his  insurance 
dollar,”  he  told  his  audience.  “The  medical 
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profession  will  have  to  develop  more  service 
type  plans.” 

The  Medicare  program  of  the  government 
has  been  marked  by  an  increase  in  the  pro- 
portion of  married  men  in  the  service  and 
in  larger  families,  Gen.  Wergelund  reported. 
The  proportion  of  married  men  rose  from 
42  per  cent  in  January  1956  to  52  per  cent  in 
September  1959,  he  said.  The  number  of 
children  per  service  family  rose  from  1.27  to 
to  1.66  in  the  same  period.  There  are  fewer 
childless  families. 

The  total  cost  of  the  Medicare  program  last 
year  was  $70,000,000.  Of  this,  $26,800,000 
went  to  physicians  for  maternity  care.  He 
predicted  a further  increase  in  the  volume  of 
medical  care  for  dependents.  He  paid  trib- 
ute to  civilian  physicians  and  hospitals  for 
their  co-operation  in  the  program. 

BLUE  SHIELD  AND  THE  LONGER  VIEW 

Like  a somewhat  wayward  child,  Blue 
Shield  often  plays  the  role  of  favorite 
whipping  boy  for  the  doctors  who  created  it. 
Wherever  several  physicians  are  gathered 
together — in  staff  room,  committee  meeting 
or  on  the  second  tee — someone  is  certain  to 
take  out  after  the  local  Blue  Shield  Plan. 

When  the  definitive  history  of  prepayment 
is  written,  perhaps  one  may  trace  a falling 
rate  of  divorce  among  American  physicians 
who  have  worked  out  so  many  of  their  frus- 
trations, not  on  their  wives  but  on  their 
Blue  Shield  Plans. 

Some  Blue  Shield  administrators  confess 
to  a wry  satisfaction  in  all  this — recognizing 
that  a parent  is  always  fussier  with  his  own 
offspring  than  with  a child  for  whom  he  has 
no  emotional  affinity. 

Blue  Shield  is  a vast  community  umbrella 
designed  to  ward  off  the  rain  of  medical  ad- 
versity which  falleth  alike  upon  the  just  and 
the  unjust.  It  serves  the  need  of  the  average 
man  as  best  it  may,  but  it  sometimes  falls  a 
little  short  of  the  special  needs  or  wishes  of 
the  individual  patient  and  his  doctor. 

In  these  parlous  times,  when  the  Forand 
philosophy  seems  to  have  so  thoroughly  in- 
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fected  the  politicians  of  both  parties,  Ameri- 
can medicine  has  reasons  more  apparent  than 
ever  before  to  honor  those  medical  pioneers 
who  built  Blue  Shield  and  to  support  the 
civic  and  professional  leaders  who  today  are 
working  so  hard  to  make  Blue  Shield  an  ever 
more  effective  instrument. 

None  can  doubt  that  without  the  reality  of 
a strong  and  growing  Blue  Shield  movement 
during  the  1950’s,  America  would  long  since 
have  had  universal  compulsory  health  insur- 
ance. And  few  today  would  dispute  the  pro- 
position that  if  American  medicine  escapes 
the  thralldom  of  state  medicine  during  the 
60’s,  it  will  have  the  voluntary  prepayment 
movement — chiefly  Blue  Shield — to  thank 
for  its  good  fortune. 

Let’s  all  keep  a closer  eye  on  Blue  Shield — 
not  merely  to  discern  the  motes  in  its  eye — 
but  to  encourage  it  to  do  the  best  job  it  can 
do  for  us  and  for  the  American  people. 

PHYSICIAN  POPULATION  INCREASES 
BY  4,769  IN  1959 

The  physician  population  of  the  United 
States  and  its  possessions  increased  by  some 
4,769  in  1959,  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical 
Association  reported  recently. 

This  was  an  increase  of  660  over  the  gain 
reported  in  the  previous  year,  according  to 
the  council’s  report. 

The  increase  of  4,769  results  from  the  li- 
censing of  8,269  new  physicians  minus  ap- 
proximately 3,500  physicians  who  died. 

Of  the  8,269  new  physicians,  1,626  were  for- 
eign-trained. 

The  largest  number  of  first  licenses  issued 
was  1,121  by  New  York.  Three  other  states 
issued  more  than  500  first  licenses — Califor- 
nia 676,  Illinois  521,  and  Pennsylvania  530. 

The  most  notable  increases,  compared  with 
1958,  were  in  Alabama,  Connecticut,  Illinois, 
New  Jersey,  Puerto  Rico,  South  Carolina, 
and  Tennessee.  There  was  no  marked  de- 
crease evident  in  any  state. 
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The  over-all  total  of  licenses  to  practice 
medicine  and  surgery  issued  in  1959  was  15,- 
954.  This  figure  represented  7,720  granted 
after  a successful  written  examination  and 
8,234  granted  by  reciprocity  and  endorsement 
of  state  licenses  or  the  certificate  of  the  Na- 
tional Board  of  Medical  Examiners.  This  was 
an  increase  of  714  over  1958. 

LUNG  CANCER,  HEART  DISEASE  LINKED 
WITH  CIGARETTE  SMOKING 

Cigarette  smoking,  which  has  greatly  in- 
creased in  this  country  over  the  past  few 
decades,  is  a “form  of  suicide,  just  as  much 
so  as  shooting  oneself,”  according  to  Dr.  Al- 
ton Ochsner,  professor  of  surgery,  Tulane 
University  School  of  Medicine  (New  Or- 
leans) , in  an  article  in  a recent  issue  of  the 
Journal  of  the  American  Geriatrics  Society. 

Dr.  Ochsner  cites  excessive  smoking  as  a 
major  culprit  in  the  development  of  car- 
cinoma of  the  lung  which,  he  states,  has  be- 
come the  most  frequent  of  all  cancers. 

In  1920,  cancer  of  the  lung  represented  1.1 
per  cent  of  all  cancers  in  the  United  States; 
in  1930,  2.2  per  cent;  in  1956,  10  per  cent,  he 
says. 

Dr.  Ochsner  predicts  that  in  1976,  unless 
something  is  done  to  prevent  it,  it  will  repre 
sent  30  per  cent  or  more,  that  is,  1 out  of 
every  3 cancers. 

Dr.  Ochsner  also  emphasizes  the  role  of 
excessive  smoking  in  the  development  of 
coronary  disease.  Noting  that  cancer  of  the 
lung  is  the  only  cancer  which  does  not  in- 
crease with  advancing  years,  he  gives  as  the 
reason  the  fact  that  heavy  smokers  have  de- 
veloped coronary  thrombosis,  and,  as  a result, 
have  not  lived  long  enough  to  be  afflicted 
with  cancer  of  the  lung. 

Dr.  Ochsner  reports  on  a six-year  study  by 
the  American  Cancer  Society  involving  22,- 
000  men  between  the  ages  of  50  and  70.  The 
study  showed  that  the  over-all  death  rate 
among  cigarette  smokers  was  105  per  cent 
higher  than  among  non-smokers.  The  death 
rate  from  heart  disease  was  115  per  cent 
higher,  and  the  death  rate  from  cancer  of 
the  lung  was  800  per  cent  higher! 


The  study  revealed  that  we  have  become 
a nation  of  heavy  users  of  tobacco,  Dr.  Ochs- 
ner says.  In  the  65  and  over  age  group,  20 
per  cent  of  the  men  had  smoked  a pack  or 
more  of  cigarettes  a day,  whereas  21.6  per 
cent  had  never  smoked.  In  the  50  to  54  year 
age  group  only  15  per  cent  had  never  smoked, 
whereas  43  per  cent  had  smoked  a pack  or 
more  a day. 

Dr.  Ochsner  further  notes  that  a recent  poll 
among  teenagers  showed  that  among  those 
aged  13  to  15  years  inclusive,  37  per  cent 
smoked,  and  among  those  aged  16  to  19  in- 
clusive, 67  per  cent  smoked. 

The  Cancer  Society  study  also  showed  a 
relationship  between  the  amount  smoked  and 
the  death  rate.  Whereas  the  death  rate  per 
100,000  for  the  person  who  smoked  half  a 
pack  a day  was  51.4,  it  was  217  for  over  two 
packs. 

Extensive  studies  in  other  countries  also 
point  to  a causal  relationship  between  smok- 
ing and  lung  cancer,  Dr.  Ochsner  reveals. 
Moreover,  such  studies  are  documented  by 
clinical  evidence. 

Pathological  examination  of  the  tracheo- 
bronchial tree  of  men  at  necropsy  at  Tulane 
University  showed  that  among  men  of  55 
(the  peak  age  for  bronchogenic  carcinoma), 
the  bronchial  mucosa  were  normal  in  those 
who  had  never  smoked;  the  mucous  mem- 
branes of  moderate  smokers  showed  an  in- 
crease in  cells;  and  those  of  heavy  smokers 
showed  pre-cancerous  lesions. 

In  another  study,  a tar  residue,  obtained 
from  smoke  collected  by  a robot  smoking 
machine,  was  added  to  a solvent,  and  applied 
to  the  skin  of  animals  regularly  over  a peri- 
od of  time.  The  solvent  alone  was  applied 
to  the  skin  of  a second  group  of  control 
animals. 

At  the  end  of  two  years  in  the  first  group, 
44  per  cent  of  the  animals  had  died  from  a 
metastasizing  true  cancer  which  had  devel- 
oped at  the  site  of  application  of  the  tar,  Dr. 
Ochsner  states.  In  not  one  animal  of  the 
control  group  did  either  a benign  or  malig- 
nant tumor  develop  at  the  end  of  two  years. 
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I am  borrowing  the  above  heading  from  a 
recent  editorial  in  the  Birmingham  Post. 
This  editorial  discussed  Forand-type  legis- 
lation and  also  that  plan  being  considered  by 
the  Administration  at  the  moment.  It  brings 
up  the  question  of  inflation  and  says,  “The 
main  reason  many  of  our  older  citizens  need 
help  with  medical  bills  is  . . . inflation.  Or 
is  it  just  something  to  show  good  intentions 
and  snag  a few  votes?” 

Recently,  I heard  a Congressman  state  in 
a speech  that  this  subject  was  a political 
football.  It  would  not  be  considered  except 
that  this  is  an  election  year.  Socialized 
medicine  is  being  pushed  by  organized  labor, 
the  A.D.A.,  and  a few  others.  Organized  la- 
bor has  a selfish  interest — getting  the  aged 
out  of  the  labor  market  and  off  their  rolls. 

This  same  Representative,  a friend  of  medi- 
cine, advised  that  we  organize.  “For,”  he 
said,  “politicians  only  heed  the  voice  of  quali- 
fied voters,  more  closely  listen  to  organized 
groups.” 


The  medical  profession  must  become  a bet- 
ter, more  rounded  citizenship.  We  must 
have  more  interest  in  our  own  Association. 
We  must  take  an  active  interest  in  our 
schools,  churches,  and  in  our  local  politics. 
In  this  way,  we  can  better  help  to  mold  public 
opinion. 

With  the  millions  of  people  seen  in  our  of- 
fices daily  across  this  great  country,  we  have 
the  opportunity  for  a “grass  roots”  campaign 
on  any  medical  issue  which  should  not  fail. 
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HIGHLIGHTS  OF  THE 


ANNUAL  SESSION 


r.  Joe  Vincent 
*s,  Harvard  pro- 
)r  of  gynecology, 
/ered  the  62nd  an- 
Jerome  Cochran 
ure  at  the  99th 
aal  session  in  Mo- 


Elected  to  serve  as  officers  and  board  members  of  the  As- 
sociation for  the  coming  year  are  (left  to  right)  Drs.  J.  G. 
Daves  and  John  M.  Chenault,  Board  of  Censors;  John  W. 
Simpson,  president-elect;  Hugh  E.  Gray,  president;  and  Wil- 
liam L.  Smith,  secretary-treasurer. 


Dr.  Douglas  L.  Can- 
non (right)  was  given 
an  honorarium  upon 
his  retirement  as  secre- 
tary-treasurer of  the 
Association  after  37 
years.  Making  the  pres- 
entation is  Dr.  Grady 
O.  Segrest,  former  pres- 
ident of  the  Associa- 
tion. 


The  third  annual  William  Crawford 
Jorgas  Award  was  presented  to  At- 
orney  Paul  Johnston  (below  right)  by 
)r.  J.  Michaelson  for  his  outstanding 
vork  in  the  mental  health  field. 


Miss  Julia  Holley,  Birmingham  New^s  staff 
writer,  was  awarded  the  Association’s  first  an- 
nual Medical  Reporter  Award  for  her  accurate 
and  factual  reporting.  A duplicate  award  was 
given  the  Birmingham  News.  Left  to  right, 
Dr.  W.  R.  Carter,  retiring  president;  Miss  Hoi- 
ley;  Fred  Taylor,  city  editor  of  The  News,  and 
Dr.  J.  D.  Bush,  member  of  the  public  relations 


Nine  of  the  eighteen  members  of  this  year’s  Fifty  Year  Club  were 
in  Mobile  to  receive  their  certificates  of  distinction.  They  were: 
front  row,  from  left,  Drs.  Mayer  A.  Newhauser,  Joseph  H.  Durrett, 
Gilbert  F.  Douglas,  Harris  P.  Dawson,  Sidney  D.  Armistead.  Back 
row,  Drs.  Marion  L.  Shaddix,  Richard  V.  Taylor,  Jr.,  James  Wil- 
liams and  Woodie  R.  Taylor. 


Miss  Sally  Jordan,  winner  of 
this  year’s  essay  contest,  is  shown 
receiving  a hundred  dollar  check 
from  Dr.  John  M.  Chenault.  Miss 
Jordan  read  her  prize-winning 
essay  to  the  membership. 


Dr.  E.  V.  Caldwell  (seated),  who  has  served  as  chairman  o 
the  Board  of  Censors  of  the  Association  for  26  years,  received 
tribute  from  fellow  members  of  the  Board  upon  his  retiremenl 
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Representatives  of  various  state  organizations  were  honored 
as  fraternal  delegates  during  the  meeting. 
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RADIOLOGISTS — At  the  annual  session  in  Mobile  elected  Dr. 
Neal  S.  Flowers  (right)  of  Mobile  as  president  of  the  Ala- 
I bama  Radiological  Society.  Shown  with  Dr.  Flowers  is  Dr. 
David  Carroll,  professor  of  radiology  at  the  University  of  Ten- 
nessee. 


OB-GYN’S — Dr.  James  H.  French  (second  from  left)  is  shown  being  con- 
gratulated upon  being  elected  president  of  the  Alabama  Association  of  Ob- 
stetricians and  Gynecologists  by  Dr.  O.  M.  Otts,  Jr.,  retiring  president.  Pic- 
tured (below,  left  to  right)  with  Dr.  French  are  Dr.  Dan  Beacham  of  New 
Orleans  and  Dr.  Joe  V.  Meigs  of  Boston. 


CHEST  PHYSICIANS— New  of- 


ficers of  the  Alabama  Chapter  of 
the  American  College  of  Chest 
Physicians  are  Dr.  Joe  Little 
(above  right),  president;  Dr. 
Norman  Van  Wezel  (left),  vice 
president;  Dr.  Charles  Kessler 
(not  shown),  secretary-treas- 
urer. 


GP’S — Dr.  Rex  A.  Pittenger  (left),  chief  psychiatrist  of 
Staunton  Clinic  of  Pittsburgh,  spoke  at  the  Alabama  Acad- 
emy of  General  Practice  mental  health  seminar  in  Bir- 
mingham on  May  12.  He  is  shown  above  with  Dr.  Winston 
A.  Edwards,  president  of  the  Alabama  Academy. 


CLASS  OF  1910 — Six  of  the  ten  surviving  members  of 
the  Medical  College  of  Alabama  and  the  Birmingham 
Medical  College  graduating  class  of  1910  gathered  during 
the  annual  meeting  in  Mobile.  Shown  below  at  the  re- 
union are:  (left  to  right)  Drs.  R.  C.  Williams,  Atlanta; 
M.  L.  Shaddix,  Gadsden;  G.  F.  Douglas,  Sr.,  Birming- 
ham; J.  H.  Durrett,  Tuscaloosa;  S.  D.  Armistead,  Rob- 
ertsdale,  and  S.  S.  Gaillard,  Frisco  City. 


INTERNISTS — Speakers  at  the  scientific  meeting  of  the  Ala 
bama  Society  of  Internal  Medicine  in  Mobile  during  the  An 
nual  Session  are  shown  above  with  officers  of  the  Society 
They  are:  (left  to  right)  Dr.  W.  H.  Tucker,  past  president;  Dr 
Patrick  A.  Ongley,  Mayo  Clinic;  Dr.  J.  O.  Finney,  president 
elect;  Dr.  Robert  B.  Greenblatt,  Medical  College  of  Georgia 
Dr.  Joe  Reeves,  Medical  College  of  Alabama,  and  Dr.  H.  Hamil 
ton  Hutchinson,  president. 


Slate  Health  Department  Problems 


Lack  of  funds  and  legislation  causes  serious 
problems  in  the  field  of  hospital  service  for  the 
indigent,  nursing  home,  cancer,  tuberculosis, 
and  food  inspection. 


Some  of  the  major  problems  of  the  State 
Health  Department  were  presented  to  the 
Alabama  Legislative  Council  recently  by  Dr. 
D.  G.  Gill,  State  Health  Officer. 

One  of  the  big  problems  today  is  the  lack 
of  laboratory  facilities,  Dr.  Gill  told  the 
group. 

The  State  Health  Department  has  a central 
and  eight  branch  laboratories  to  serve  the 
state.  Diagnostic  procedures  for  practicing 
physicians  occupy  much  of  the  time  of  the 
staff,  but  in  addition  purely  public  health 
procedures  such  as  water  analysis  and  milk 
examinations  are  routinely  run.  Thousands 
of  specimens  to  comply  with  the  pre-marital 
blood  test  law  are  examined,  and  the  tubercu- 
losis sanatoria  send  in  additional  thousands 
of  sputa  for  testing.  The  pre-marital  blood 
test  law  should  be  repealed,  according  to  Dr. 
Gill.  The  laboratory  system,  he  continued, 
examines  some  half  million  specimens  a year 
and  at  a cost  that  is  almost  unbelievably  low. 

New  problems  are  constantly  arising,  and 
the  laboratory  system  must  be  prepared  to 
meet  them,  he  said.  Virus  diseases  are  be- 
coming more  and  more  prevalent,  and  our 
laboratories  are  the  only  ones  available  to 


meet  the  demand.  The  examination  of  milk 
for  added  penicillin  had  to  be  undertaken, 
although  we  had  no  funds  for  such  an  under- 
taking. Provision  of  diagnostic  testing  for 
cancer  is  an  urgent  need,  and  the  chronic  dis- 
eases are  bringing  on  new  demands. 

The  provision  of  biologies,  such  as  typhoid 
vaccine,  rabies  vaccine,  silver  nitrate  and 
the  agents  such  as  diphtheria  toxoid,  whoop- 
ing cough  and  tetanus  toxoids,  as  well  as  the 
distribution  of  poliomyelitis  vaccine  are  lab- 
oratory responsibilities. 

Limited  funds  will  require  the  discontinu- 
ing of  some  of  the  present  activities  and  pre- 
vent the  taking  on  of  new  and  needed 
programs.  It  is  poor  business  to  hamstring 
a service  program  of  this  type  and  stifle  re- 
search which  should  be  going  on. 

Hospital  Service  For  The  Indigent 

The  Hospital  Service  for  the  indigent  pro- 
gram, now  in  its  third  year  of  operation, 
served  570  patients  the  first  year  and  1,020 
the  second  year,  utilizing  a state  appropria- 
tion of  $100,000  with  additional  county  match- 
ing funds  at  an  average  of  $178.00  per  pati- 
ent. The  present  state  appropriation  of 
$250,000  per  annum  will  permit  payment  of 
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hospital  bills  for  approximately  2,150  patients 
in  61  of  the  67  counties  participating. 

Experience  from  this  program  shows  that 
a state  appropriation  of  $750,000  per  annum, 
three  times  the  present  amount,  would  be 
more  realistic.  At  the  same  time,  considera- 
tion should  be  given  to  limiting  the  maxi- 
mum amount  of  money  available  to  a county 
on  a non-matching  basis  to  not  more  than 
$1,500  which  would  enable  the  smaller  and 
poorer  counties  to  participate  on  a limited 
scale  and  yet  sufficient  to  encourage  the  rais- 
ing of  local  funds  to  match  the  state  appro- 
priation for  any  additional  services. 

As  of  March  1,  1959,  the  State  Department 
of  Pensions  and  Security  discontinued  its 
program  of  hospitalization  for  welfare  re- 
cipients. Except  for  tuberculosis  and  cancer 
hospitalization  programs,  the  hospital  ser- 
vice for  the  indigent  program  will  be  solely 
responsible  for  the  financing  of  hospital  care 
for  the  indigent  and  the  medically  indigent 
in  the  state  of  Alabama  which  presently  re- 
cords approximately  a quarter  of  a million 
Alabamians  65  years  of  age  and  over,  with 
over  100,000  persons  in  this  group  alone  who 
are  receiving  old  age  assistance  and  are  un- 
able to  pay  for  hospital  care.  There  are 
many  others  able  to  care  for  their  personal 
needs  at  present  but  would  not  be  able  to 
meet  hospital  costs  should  they  arise.  A re- 
cent survey  in  Alabama  of  this  age  group 
showed  that  one  person  in  five  was  hospit- 
alized in  1959,  and  one  in  three  of  those  en- 
tering required  surgery.  The  physicians  will 
contribute  their  professional  care  if  the  pub- 
lic will  provide  money  for  hospitalization. 

Nursing  Home 

With  an  aging  population  of  7.5  per  cent 
over  65  years  of  age,  increasing  disability, 
and  the  accumulation  of  chronic  diseases 
with  age,  there  is  an  urgent  demand  for  ade- 
quate nursing  and  convalescent  care  services 
for  a population  with  modest  financial  means 
facing  rising  medical  costs  and  an  increased 
cost  of  living  along  with  devaluation  of  the 
dollar.  The  existing  80  licensed  nursing 
homes  provide  only  one-third  the  estimated 
needed  beds.  Two  additional  hospital  inspec- 
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tors  are  needed  immediately  to  offer  neces- 
sary advice  and  safety  inspections  since  each 
home  should  have  at  least  four  visits  a year. 
Existing  homes  are  making  changes  and 
many  new  facilities  are  under  construction 
or  in  the  planning  stage. 

At  the  present,  two  hospital  inspectors  are 
attempting  to  serve  245  hospitals,  nursing 
homes  and  related  facilities.  This  present 
staff  has  been  able  to  complete  only  248  in- 
spections in  1959  when  it  is  estimated  that 
678  should  have  been  made  for  an  effective 
licensure  program.  To  continue  the  present 
inspection  program  after  this  year  with  a 
total  of  four  inspectors  will  require  an  in- 
crease in  revenue  of  $25,000  in  addition  to  the 
$9,000  expected  from  license  fees. 

Cancer 

There  are  six  cancer  clinics  in  the  state  for 
the  care  of  indigent  cancer  patients.  Each 
of  these  is  staffed  by  physicians  who  donate 
their  services;  and  all  the  costs  of  the  pro- 
gram are  for  hospitalization,  radiation,  or  x- 
ray. 

At  the  present  time  the  average  cost  of 
hospitalization  of  an  early  cancer  case  in  good 
physical  condition  is  $200.  There  are  $140,- 
000  appropriated  each  year  for  this  service. 
This  means  that  if  only  the  early  cases  in 
good  physical  condition  are  hospitalized,  a 
maximum  of  700  could  be  taken  care  of.  If 
any  late  cases  are  hospitalized,  or  complicated 
operative  procedures  are  done,  then  the  cost 
can  and  may  exceed  $1,000  a case.  If  only 
one-fourth  of  the  6,778  reported  in  1959  were 
medically  indigent,  a minimum  hospitaliza- 
tion cost  would  be  $340,000  without  allowing 
for  any  clinic  or  out-patient  treatment  pro- 
gram cost. 

Tuberculosis 

The  major  proportion  of  the  tuberculosis 
control  appropriations  is  used  for  sanatorium 
hospitalization  of  patients.  A very  small  pro- 
portion is  used  for  case  studies.  In  order  to 
bring  this  disease  under  control,  more  funds 
should  be  appropriated  for  case-finding  in 
order  to  keep  the  discovery  of  patients  and 
the  hospitalization  program  in  balance.  By 

519 


THE  ASSOCIATION  FORUM 


the  changes  being  made  in  tuberculosis  dis- 
covery methods  there  should  come  a time 
when  cases  cannot  be  discovered  fast  enough 
to  keep  all  beds  full. 

Almost  all  patients,  after  being  discharged 
from  a sanatorium,  need  continuing  super- 
vision and  drug  treatment.  In  addition,  there 
are  many  intimate  contacts  who  could  be 
prevented  from  developing  tuberculosis  if 
prophylactic  drug  therapy  could  be  insti- 
tuted. 

Food  Inspection 

The  continued  inability  to  provide  ade- 
quate inspection  service  has  resulted  in  the 
development  of  an  acute  and  serious  situation 
in  the  state  of  Alabama.  Although  the  milk 
control  program  is  operating  in  a fairly  satis- 
factory manner,  it  is  not  free  of  routine  ser- 
vice or  emergencies  such  as  the  recent  in- 
vestigation and  testing  for  the  presence  of 
antibiotics  in  milk.  Red  meat  slaughter 
houses  and  poultry  processing  facilities  con- 
tinue to  operate  with  many  irregularities 
and  no  assurance  that  the  products  therefrom 
are  of  a wholesome  nature.  Tourists  make 
constant  inquiries  and  complaints  regarding 
the  sanitary  condition  of  transient  accommo- 
dations, and  even  deaths  have  been  reported 
in  some  instances.  Shellfish  and  crabmeat 
industry  continues  to  experience  a limited 
market.  Many  foods,  confections,  and  bever- 
ages are  prepared,  sold,  and  consumed  that 
have  not  been  inspected  and  submitted  for 
laboratory  examination.  Surely,  our  health 
department  has  no  greater  delegated  re- 
sponsibilities than  those  connected  with  sani- 
tary quality  of  the  food  that  is  essential  for 
our  very  survival. 

Radiological  Health 

An  urgent  need  in  Alabama  is  in  the  field 
of  radiation  and  its  effects  on  the  population. 
The  department  does  attempt,  in  conjunction 
with  the  Atomic  Energy  Commission,  to  su- 
pervise all  industrial  and  medical  uses  of 
radioactive  material.  Nothing  is  being  done, 
however,  to  check  and  supervise  x-ray  in- 
stallations and  their  potential  dangers.  Should 


a reactor  plant  ever  be  established  in  Ala- 
bama the  problem  of  worker  protection  and 
the  handling  of  waste  products  would  de- 
mand supervision.  Alabama  cannot  afford 
to  be  unprepared  and  needs  to  control  exist- 
ing hazards. 

Chronic  Disease  Program 

In  the  past  fifty  years,  the  population  over 
65  in  Alabama  has  increased  375  per  cent; 
and  the  life  expectancy  has  been  increased 
some  25  years.  The  major  causes  of  death 
have  shifted  from  the  acute  communicable 
diseases  to  that  of  chronic  diseases  with 
heart  and  blood  vessel  diseases  accounting 
for  two-thirds  of  the  deaths  of  older  persons. 
Cancer  is  in  second  place,  accounting  for  one 
death  in  every  nine. 

For  the  past  two  years,  the  State  Health 
Department  has  used  a grant  of  federal  funds 
to  meet  the  rising  problem  of  chronic  disease 
in  aging.  With  limited  funds  on  a year  to 
year  basis,  this  program  has  been  limited  to 
an  evaluation  of  the  needs  in  the  field  of 
chronic  disease  and  the  health  of  the  aged 
and  a consultation  service  to  nursing  homes 
in  chronic  disease  nursing  and  nutrition, 
since  these  homes  were  crowded,  poorly  fi- 
nanced, and  requesting  assistance  in  ways  to< 
improve  patient  care.  This  limited  program 
is  entirely  dependent  upon  federal  funds  and 
must  be  discontinued  if  these  funds  expire. 
A year  was  required  to  recruit  suitable  per- 
sonnel for  this  program. 

Home  accidents  comprise  a major  cause 
of  death,  particularly  for  the  aged.  Although 
this  is  a direct  responsibility  of  the  health 
department,  funds  have  not  been  available 
for  a preventive  program  in  this  field. 

Training  of  personnel  in  chronic  disease 
prevention,  including  public  health  nurses 
needed  to  provide  home  care  and  instruction, 
can  be  made  possible  by  a state  appropria- 
tion which  will  permit  the  State  Health  De- 
partment to  fulfill  its  responsibility  by  pro- 
viding services  for  an  aging  population  by 
changing  from  traditional  public  health  pro- 
grams to  meet  new  needs. 
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Financing  Of  County  Health  Departments 

The  table  below  gives  the  amount  of  state 
funds  provided  by  six  southeastern  states  to 
county  health  departments  for  the  fiscal  year 
1959-60.  The  percentage  of  state  funds  in 
the  total  county  health  department  budgets 
is  also  listed: 


State  Allotments  Percentage  of 
State  to  County  Health  State  Funds  to 

Departments  Total  Budget 

Alabama  $388,761.00  12.0% 

Tennessee  884,033.00  25.0% 

Mississippi  645,216.00  26.0% 

Georgia  1,798,894.00  26.4% 

Florida  1,972,062.00  29.2% 

South  Carolina 1,097,139.00  45.6% 


The  employment  of  qualified  physicians  as 
health  officers  has  become  increasingly  dif- 
ficult. During  recent  years  only  those  with 
supplementary  incomes,  such  as  retired  ser- 
vice physicians,  can  be  employed. 


Thirty  health  officers,  four  of  whom  have 
passed  the  retirement  age  of  70  years,  are  now 
employed,  serving  59  counties  in  from  one  to 
four-county  units.  Eight  counties  have  health 
officer  vacancies. 

Twenty-eight  county  health  departments 
have  only  one  public  health  nurse,  and  26 
have  two  nurses  to  serve  54  of  the  67  coun- 
ties. New  programs,  such  as  cancer,  heart, 
and  the  home  visiting  of  furloughed  mental 
cases,  have  produced  constantly  increasing 
demands  on  the  nurses’  time.  A critical 
shortage  of  nurses  has  resulted. 

Due  to  low  entrance  salaries,  the  best  quali- 
fied nursing  and  sanitation  officer  personnel 
cannot  be  employed.  Alabama  is  one  of  the 
few  remaining  states  that  still  employ  per- 
sons who  are  not  college  graduates  as  sani- 
tation officers. 


PRIZE  WINNING  ESSAY 


Medicine  As  A Career 


Sally  Jordan 


Miss  Jordan,  winner  of  this  year's  essay  con- 
test, is  an  Nth  grade  student  at  Carbon  Hill 
High  School.  She  was  presented  a check 
for  $ 1 00.00  at  the  Annual  Session  last  month 
when  she  read  her  paper  to  the  membership. 


We,  the  young  people  of  America,  hold  in 
our  hands  the  destiny  of  our  country.  What 
we  do  with  our  lives  will  leave  a mark  on 
the  lives  of  our  children  and  many  genera- 
tions which  will  follow.  It  is  then  our  re- 
sponsibility to  choose  with  great  care  the 
roads  into  the  future  that  we  intend  to  take. 


Both  young  men  and  women  now  have 
their  choices  of  many  alluring  vocations.  To 
those  who  are  mentally,  emotionally,  and 
physically  fit,  and  who  have  a real  desire 
for  this,  medicine  as  a career  can  be  most 
rewarding  and  fulfilling. 
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Let  us  consider  one  of  the  most  important 
positions  in  our  society  today — that  of  the 
doctor.  Unless  a young  man  or  woman  truly 
wants  to  be  a doctor,  you  cannot  expect  him 
to  persevere  through  the  long,  arduous,  ex- 
acting years  of  training.  The  desire  to  be  a 
doctor  is  only  a first  requirement.  The  other 
requisites  are  qualities  that  will  be  easily 
recognized  early.  In  considering  medicine 
as  your  career,  these  questions  should  be 
asked: 

Are  you  studious?  Medicine  is  probably 
the  hardest  of  all  professions  to  really  learn 
well.  If  you  are  a good  physician,  your  study- 
ing days  are  never  over. 

Do  you  make  high  marks  in  school?  Medi- 
cal schools  will  not  accept  anyone  with  a 
low  scholastic  record. 

Are  you  interested  in  science?  Without 
scientific  interest,  it  is  impossible  for  a per- 
son to  be  either  successful  or  happy  in 
medicine. 

Finally,  can  your  parents  give  you  the  fi- 
nancial help  you  will  surely  need?  This  is 
a sacrifice  they  must  make.  It  is  a consid- 
erable one  to  the  average  father  and  mother. 
Three  years  in  pre-medical  college,  four  years 
in  medical  school,  two  years  as  an  intern  and 
resident,  and  perhaps  three  years  in  a big 
clinic  learning  a specialty — twelve  long  years 
in  all — will  cost  the  family  some  $15,000. 
Then,  too,  a young  doctor  beginning  in  prac- 
tice may  need  another  $5,000  to  fit  his  office 
and  tide  him  over  before  he  can  make  a de- 
cent living. 

Some  of  the  subtler  qualities  to  consider, 
but  just  as  important,  are  courage,  good 
judgement,  leadership,  the  ability  to  influ- 
ence people  for  their  own  good,  calmness  in 
the  presence  of  danger,  patience,  optimism, 
and  equanimity. 


For  many  reasons  you  should  have  idealism 
and  honesty,  but  especially  so  that  people 
will  believe  you  and  believe  in  you.  Above 
all,  you  should  like  people.  It  would  be  well 
if  you  have  a strong,  robust  body,  because 
medicine  can  be  the  most  exacting  of  jobs. 
For  months  at  a time,  it  may  keep  you  on  call 
day  and  night. 

There  are  many  opportunities  and  rewards 
in  medicine.  It  is  varied  enough  to  accommo- 
date many  types  of  personality.  With  a de- 
gree in  medicine  a person  can  always  be 
reasonably  assured  of  work.  A graduate  doc- 
tor can  become  a general  practitioner,  a spe- 
cialist, an  employee  of  a large  company  or  of 
the  government,  a teacher,  a laboratory  work- 
er, or  a researcher. 

Today,  a serious  shortage  of  doctors  con- 
fronts the  nation.  With  the  population  in- 
creasing so  rapidly,  and  the  number  of  young 
people  who  are  accepting  this  challenge 
levelling  off,  the  shortage  will  become  more 
and  more  severe.  Many  physicians,  too,  are 
entering  specialized  fields  of  medicine,  with 
the  result  that  the  traditional  family  phy- 
sician is  getting  scarcer  each  year.  So,  there 
is  no  doubt  that  the  field  is  “wide  open.” 

There  are  many  other  branches  of  medicine 
that  are  beckoning  to  today’s  youth,  also. 
The  need  for  more  nurses,  medical  technol- 
ogists, and  technicians,  is  increasing  at  an 
astounding  rate. 

In  closing,  I would  like  to  say  that  I have 
come  to  this  conclusion:  There  is  no  finer 
profession  a young  person  can  enter.  It  of- 
fers a wonderful  opportunity  to  be  helpful  to 
others  and  to  do  a great  service  to  humanity. 
It  is  a work  which  gives  much  soul-filling 
and  lifelong  satisfaction.  It  offers  the  feeling 
of  accomplishment  that  nothing  else  can. 

Young  people  of  America,  will  you  join  me 
in  seriously  considering  medicine  as  a career? 
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Why  Settle  For  Second  Best? 


M arc  W oodward 


It  is  a real  privilege  for  me  to  appear  be- 
fore an  audience  composed  of  pharmacists 
and  doctors  and  to  be  able  to  present  to  you 
some  of  my  ideas  about  the  current  contro- 
versy surrounding  your  problems  concerned 
with  medicines  and  people  and  the  cost  and 
values  of  medication. 

Appearing  before  a select  professional  audi- 
ence, I believe  it  is  in  order  to  tell  you  some- 
thing about  what  I represent.  I don’t  want 
to  misrepresent  myself,  and  I do  want  to  tell 
you  something  about  the  Health  News  In- 
stitute. 

The  HNI  was  organized  by  a group  of 
thoughtful  men  in  1956  when  the  challeng- 
ing problem  of  public  criticism  against  the 
health  team  came  into  focus.  The  HNI  rep- 
resents the  pharmaceutical  industry — not  just 
the  manufacturers,  but  the  wholesalers,  the 
retail  pharmacists,  and  the  representatives 
of  the  profession  of  pharmacy,  to  create  a bet- 
ter public  understanding  of  the  achievements 
of  the  health  team  as  a whole. 

During  the  four  years  of  our  existence  we 
have  worked  closely  not  only  with  pharmacy 
and  the  pharmaceutical  industry  but  also 
with  the  American  Medical  Association,  the 
American  Hospital  Association  and  the  vari- 
ous groups  of  medical  specialists,  as  well  as 
with  a number  of  voluntary  health  agencies 
and  government  agencies.  It  has  been  our 
job  to  try  to  effect  a balance  of  objective  and 
factual  information  in  the  lay  press  and  other 
media,  and  to  serve  as  a coordinator  of  public 
relations  activities  as  a sort  of  liaison  among 
the  many  elements  of  the  health  team  itself. 


This  speech  was  delivered  by  Marc  Woodward, 
Executive  Director  of  Health  News  Institute,  at 
the  ninth  annual  joint  meeting  of  the  Medical  So- 
ciety of  the  County  of  Erie,  N.  Y.,  and  the  Erie 
County  Pharmaceutical  Association  in  Buffalo  on 
March  22,  1960. 


One  of  the  principal  tasks  we  have  been 
faced  with  is  the  continuing  criticism — sel- 
dom justified — of  the  costs  of  medical  care 
. . . and  particularly  the  cost  of  medication. 

Another  important  task  we  have  had  is 
trying  to  stem  the  general  criticism  of  the 
elements  of  the  health  team. 

It  is  understandable  that  the  retail  phar- 
macist is  reluctant  to  listen  to  criticism  of 
the  physicians  in  his  area,  whom  he  serves. 

It  is  equally  understandable  that  the  doc- 
tor neither  has  the  time  nor  the  inclination 
to  listen  to  gripes  from  his  patients  about 
the  cost  of  the  medicines  he  knows  are  suit- 
able for  their  ailments,  and  thus  prescribes. 

These  are  the  two  professional  men  who 
come  into  direct  contact  with  the  patient  who 
lays  out  the  money  to  restore  the  health 
which  he  considers  his  God-given  right  in  the 
first  place.  To  compound  the  issue,  the  pati- 
ent is  usually  not  at  his  peak  form  when  he  is 
seen  by  either  of  these  men.  He  is  also  seen 
under  the  shadow  or  burden  of  an  emotional 
situation  with  a built-in  sales  resistance  to 
the  purchase  of  medications. 

There  are  two  elements  of  our  professional 
team  who  do  not  generally  come  in  contact 
with  the  patient.  They  are  the  hospital 
pharmacist  and  the  manufacturer.  This,  how- 
ever, does  not  relieve  them  of  their  share  of 
criticism.  Nor  does  it  relieve  them  of  re- 
sponsibility for  the  patient’s  welfare. 

In  the  army  we  always  used  to  put  the 
blame  on  some  distant,  collective,  nebulous 
ogre  whom  we  referred  to  as  “THEY”.  No 
man  in  military  service,  or  out,  even  the  vet- 
erans of  today  who  reminisce,  will  ever  be 
able  to  forgive  that  authoritarian  “THEY”  in 
his  service  background. 
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What  most  service  men  never  realized  was 
that  “THEY”  was  a massive  complex  of 
planning,  logistics,  strategy,  intelligence,  tac- 
tics, and  highly  trained  people  stretching 
from  Washington  to  Berlin  on  the  one  side 
and  New  Guinea  on  the  other,  all  of  which 
was  concerned  with  his  welfare  and  survival. 

What  today’s  patient  and  some  elements’ 
of  the  press  and  others  fail  to  take  into  con- 
sideration when  they  criticize  is  that  behind 
our  present  high  standards  of  health,  our  in- 
creased life  span,  decreased  mortality  rates, 
relief  from  pain,  and  the  truly  lower  costs' 
of  health,  is  another  vast  organization.  The 
interdependence  of  the  medical  profession, 
the  profession  of  pharmacy,  the  manufactur- 
ers of  pharmaceuticals,  hospitals,  and  govern- 
ment and  academic  research  laboratories  is 
a pretty  complicated  structure,  involving 
many  of  the  same  elements  as  I have  cited 
above,  and  with  the  same  concern  for  health, 
welfare  and  survival. 

My  point  is  that  in  spite  of  the  criticism 
by  the  troops,  the  war  was  won. 

In  spite  of  the  criticism  of  health  costs  and 
practices  today,  I believe  that  the  health 
structure  of  the  United  States  is  winning  the 
war  against  disease  faster  and  better  than 
anywhere  else  in  the  world. 

And  I believe  that  the  reasons  for  this  are: 
the  increasing  skills  and  knowledge  of  the 
physician,  the  expanding  awareness  of  the 
pharmacist,  the  greater  knowledge  of  the 
causes  of  disease  found  by  the  researcher, 
and  the  discovery  and  introduction  of  many 
new  medicines  which  no  longer  merely  pal- 
liate disease  but  cure,  or  lead  to  cures. 

Thus,  I am  most  pleased  that  you  have 
asked  me  here  tonight  to  discuss  some  of  these 
problems  with  you. 

I must  confess  myself  guilty  of  some  con- 
fusion concerning  the  recent  spate  of  state- 
ments by  a number  of  Senators,  Governors, 
public  welfare  officials,  even  physicians  and 
pharmacists,  about  the  so-called  advantages 
of  prescribing  by  generic  rather  than  brand 
name. 


There  are  few  products  that  you  here  in 
the  audience  would  buy  unless  you  were  sure 
of  the  reputation  of  the  manufacturer.  Yet, 
at  the  same  time,  those  who  urge  generic 
name  prescribing  seem  willing  to  take  a 
chance,  possibly  with  the  life  of  a patient, 
by  prescribing  a medicine  made  by  a compa- 
ny about  which  they  know  little  or  nothing. 

Let  us  take  a look  at  what  prescribing  by 
generic  name  means  by  taking  analogies 
from  other  commodities.  In  terms  of  food, 
would  you  or  your  families  buy  unlabeled 
cans  of  soup  or  fruit  or  vegetables?  I doubt 
it.  So  why,  then,  should  you  want  your  pa- 
tients or  customers  to  purchase  medication 
that  does  not  have  the  integrity  of  a reputa- 
ble firm  behind  it? 

Another  analogy.  Let’s  say  you  want  to 
buy  a recording  of  Beethoven’s  Ninth  Sym- 
phony. Would  you  go  to  your  record  store 
and  buy  the  cheapest  repressing?  Or  would 
you  buy  a recording  with  good  fidelity,  by 
your  favorite  conductor,  chorus  and  orches- 
tra? 

Yet,  once  again,  although  you  personally 
would  purchase  the  recording  you  believe  to 
be  best,  there  are  some  who  would  relegate 
the  patient  to  second  best  medicine. 

Of  course,  some  may  think  that  generic 
name  medicines  are  the  equivalent  of  brand 
name  products.  In  certain  cases  this  is  prob- 
ably true.  Yet,  in  too  many  caseis  generic 
medicines  are  tragically  inferior  to  products 
with  a reputable  manufacturer’s  name  behind 
them. 

Writing  in  “The  Prescriptionist”,  Dr.  Ed- 
ward S.  Brady  of  the  University  of  Southern 
California  reports  on  an  analysis  of  four 
brands  of  10  mg.  amphetamine  sulfate  tablets. 

“Apparently,”  he  states,  “two  manufactur- 
ers took  advantage  of  the  usual  10  per  cent 
variation  allowed  by  the  FDA  in  compressed 
tablets  and  formulated  their  products  to  bare- 
ly meet  the  minimum  90  per  cent  require- 
ment.” 

A third  manufacturer’s  product  was  found 
to  have  119  per  cent  of  the  stated  10  mg.  dose. 
Only  one  of  the  four  came  close  to  the  10  mg. 
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of  amphetamine  sulfate  with  102.5  per  cent. 
I scarcely  need  mention  the  name  of  that 
company.  As  Dr.  Brady  puts  it,  the  company 
“is  the  best  known  manufacturer  of  amphet- 
amine.” 

All  of  these  samples  came  from  open  phar- 
macy stocks  and  all  were  used  to  fill  prescrip- 
tions. As  Dr.  Brady  also  points  out,  the  FDA 
permits  an  allowable  variation  in  penicillin 
products  of  20  per  cent  of  stated  dosage.  “How 
many  low  price  preparations,”  he  asks,  “must 
contain  only  slightly  more  than  80,000  units 
per  100,000  unit  dose  form?” 

The  problem  of  variation  in  disintegration 
time  also  arises  in  the  case  of  low  cost  pre- 
scription products.  Dr.  Brady  points  out  just 
a few  of  the  more  horrifying  examples.  In  a 
U.S.P.  test  for  the  disintegration  time  of  tab- 
lets, one  sample  did  not  dissolve  after  24 
hours’  agitation  in  both  water  and  artificial 
gastric  fluid.  A few  took  as  long  as  eight 
hours  to  disintegrate,  and  several  resisted  up 
to  four  hours  immersion  in  the  liquids.  I 
wonder  how  you  physicians  who  prescribe 
amphetamine  in  a late  afternoon  dose  to  sup- 
press the  appetite  through  dinner  would  feel 
if  you  found  that  the  tablet  was  not  effective 
until  sometime  in  the  middle  of  the  night. 

Dr.  Brady  points  out  that  enteric  coated 
tablets,  which  should  resist  gastric  fluid  for 
about  31/2  hours,  had  disintegration  times 
ranging  from  35  to  70  minutes,  while  still  an- 
other enteric  coated  tablet  resisted  agitation 
in  artificial  gastric  fluid  for  24  hours.  These 
are  some  of  the  dangers  of  prescribing  generic 
products  without  the  reputation  of  a leading 
company  behind  them. 

Dispensing  these  products  also  leads  to 
problems  for  the  pharmacist.  As  Dr.  Brady 
points  out,  “some  of  the  bargain  compounders 
make  a habit  of  short  count  in  their  larger 
packages.  In  one  notorious  California  case, 
few  of  the  original  bottles  of  1000  contained 
this  number,  and  by  actual  count,  one  bottle 
with  the  seal  unbroken,  contained  only  850 
tablets.  In  nearly  all  merchandise  of  this 
type,  large  numbers  of  broken  tablets  are  ob- 
served. The  pharmacist  should  consider  how 
his  savings  on  the  purchase  of  substandard 


material  can  dwindle  if  some  of  the  100  tab- 
lets were  never  put  in  the  bottle,  and  a con- 
siderable number  of  the  others  are  broken.” 

These  problems  come  about  because  of  one 
factor  in  manufacturing:  Quality  Control. 

Quality  control  is  an  important  cost  factor 
in  the  manufacture  of  medicine.  Like  the 
air  we  breathe,  quality  control  is  only  appar- 
ent when  it  is  lacking.  A quality  control  lab- 
oratory is  expensive  to  staff  and  maintain. 
As  a result,  it  is  the  place  where  a cut-rate 
fabricator  with  low  price  as  his  only  selling 
point  reduces  his  costs,  and  thus  his  quality. 

Those  in  favor  of  prescribing  by  generic 
names  may  say:  “This  is  so,  but  the  Food 

and  Drug  Administration  eventually  catches 
up  with  these  fly-by-nighters.”  This  is  only 
partially  so.  It  should  be  remembered  that 
the  FDA  only  has  jurisdiction  when  the 
products  move  in  interstate  commerce.  Most 
generic  name  producers  operate  only  in  a lo- 
cality. In  some  cases  only  in  one  city  or 
county. 

That  there  are  legitimate  generic  name 
concerns  is,  of  course,  true.  But  even  in  these 
cases,  most  of  the  generic  name  manufactur- 
ers produce  only  the  most  popular  dosage 
forms,  leaving  it  to  the  large  manufacturers 
to  produce  medication  in  the  lesser  used 
forms. 

For  instance,  in  the  case  of  prednisolone, 
the  Drug  Topics  Red  Book  lists  46  generic 
name  sellers.  Three  offer  only  powder  or 
crystals  for  compounding.  One  offers  tab- 
lets and  a cream.  The  other  42  offer  only 
tablets.  The  two  largest  brand  name  pro- 
ducers, on  the  other  hand,  provide  a wide 
range  of  different  dosage  forms,  including 
tablets,  injectibles,  sterile  powder,  eye  medi- 
cations, nasal  sprays,  and  creams.  It  would 
certainly  seem  that  the  generic  name  pro- 
ducers are  more  concerned  with  reaping  their 
profits  from  the  widest  prescribed  dosage 
form,  rather  than  meeting  the  needs  of  pati- 
ents and  physicians. 

Under  these  circumstances,  would  you  as 
physicians  be  content  to  have  only  one  dos- 
age form  available?  In  many  cases  these 
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slightly  used  dosage  forms  are  produced  by 
members  of  the  pharmaceutical  industry  as 
a convenience  for  treatment,  rather  than  as 
a profit  making  product.  Would  it  be  to  their 
advantage  to  continue  making  these  slow 
moving  dosage  forms  if  the  fast  moving  forms 
with  a profit  potential  were  left  to  the  gen- 
eric houses? 

And  if  such  dosage  forms  were  discontin- 
ued by  brand  name  manufacturers  for  eco- 
nomic reasons,  where  would  it  leave  the  pa- 
tient suffering  from  a disease  that  required 
topical  or  parenteral  treatment? 

Not  only  do  the  generic  name  marketers 
not  make  all  dosage  forms,  there  are  also 
wide  gaps  in  their  market  areas.  A sampling 
of  more  than  6 per  cent  of  retail  stores  in 
three  states  found  the  following  facts  con- 
cerning the  availability  of  prednisone  and 
prednisolone: 

In  New  Jersey,  while  88  per  cent  of  stores 
carried  one  well  known  brand  and  99  per 
cent  carried  another  well  known  brand,  only 
7.1  per  cent  carried  the  product  of  generic 
manufacturer  “X”. 

In  Tennessee  80  per  cent  of  stores  carried 
Brand  A,  85  per  cent  Brand  B,  and  none  gen- 
eric X. 

In  California,  93  per  cent  carried  Brand 
A,  98  per  cent  Brand  B,  and  only  3.3  per  cent 
generic  X. 

As  Edmund  R.  Beckwith,  president  of 
Crookes-Barnes  Laboratories,  points  out,  “No 
matter  what  the  supposed  price,  the  most  ex- 
pensive drug  is  not  the  one  you  buy,  but  the 
one  you  can’t  get  when  you  need  it.” 

Perhaps  the  most  vital  argument  from  the 
public’s  standpoint  against  the  use  of  generic 
named  drugs  can  be  summed  up  in  Mr.  Beck- 
with’s question:  “Where  will  tomorrow’s 

medications  come  from?” 

They  obviously  will  not  come  from  the 
marketers  of  already  developed  products,  the 
generic  name  producers.  And  if  physicians 
begin  to  prescribe  by  generic  name,  they  may 
also  not  be  forthcoming  from  the  brand  name 
marketers  either. 


As  the  Academy  of  General  Practice  said 
in  1954: 

“If  a pharmaceutical  manufacturer  could 
not  protect  his  right  to  a trade  name  and  thus 
recover  the  costs  of  research,  development, 
and  promotion,  the  industry’s  contribution  to 
medical  progress  would  be  seriously  cur- 
tailed.” 

In  order  that  there  be  no  doubt  about  the 
Academy’s  stand  on  this  important  question, 
the  Board  of  Directors  adopted  the  following 
resolution: 

“The  Board  of  Directors  of  the  American 
Academy  recognizes  that  research  in  phar- 
macology, development  of  new  drugs,  and 
promotion  of  new  forms  of  treatment  by  the 
ethical  pharmaceutical  manufacturers  of 
America  has  been  of  vast  assistance  to  the 
medical  profession  in  its  traditional  endeavors 
to  render  the  highest  quality  of  medical  ser- 
vice at  the  lowest  reasonable  cost.  The  Acad- 
emy recognizes  that  the  adoption  of  trade 
names  and  the  legal  protection  thereof  is  an 
essential  part  of  the  system  of  free  enter- 
prise under  which  American  medicine  and 
American  drug  manufacturers  have  achieved 
the  finest  quality  and  the  best  system  of 
medical  care  in  any  part  of  the  world.  Any 
action  to  discourage  the  use  of  trade  names 
in  prescription  writing  would  tend  to  inter- 
fere with  the  growth  and  advancement  of 
pharmaceutical  research  and  progress  in 
medical  treatment.” 

As  you  have  heard  many  times,  research 
costs  money.  And  I will  not  bore  you  with 
the  facts  and  figures  on  pharmaceutical  re- 
search, except  to  state  that  in  1959  it  amount- 
ed to  $194,000,000.  Of  course,  this  money 
came  from  the  users  of  drug  products.  But 
in  return  they  received  the  advantages  of 
new  and  better  medicines  every  year. 

The  generic  name  marketers,  on  the  other 
hand,  take  less  from  the  consumer,  but  also 
give  less  in  return.  It  should  not  be  over- 
looked that  no  advocate  of  the  generic  name 
process  has  been  the  originator  of  any  im- 
portant drug  in  the  past  ten  years. 
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Even  at  their  cut  prices,  the  generic  name 
duplicator  is  rarely  doing  the  public  a favor. 
As  Mr.  Beckwith  points  out,  there  are  three 
stages  during  which  a new  drug  can  be 
placed  on  the  market: 

The  first  is  the  research  and  clinical  test- 
ing stage,  culminating  in  clearance  from  the 
Food  and  Drug  Administration  and  first  mar- 
keting. 

The  second  is  the  period  of  varying  length 
during  which  the  FDA  considers  the  drug 
“new”  and  requires  a new  drug  application 
from  each  manufacturer. 

The  third  stage  is  following  FDA  decision 
that  the  drug  is  no  longer  new  and  requires 
no  application. 

We  have  already  demonstrated  that  the 
generic  name  marketer  does  not  and  does  not 
want  to  get  involved  in  the  first  stage.  The 
second  stage,  however,  still  requires  the  col- 
lection of  clinical  data  including  a staff  to 
assemble  and  prepare  the  new  drug  applica- 
tion. Unless  the  generic  name  seller  goes  to 
these  costs  (and  he  usually  won’t)  he  could 
not  possibly  sell  the  product  until  the  third 
stage.  By  then  the  risk  involved  is  about  as 
great  as  it  was  in  bringing  out  a hula  hoop 
in  the  Spring  of  1958.  The  physician  has  had 
years,  up  to  five,  to  learn  how  to  use  and  to 
become  accustomed  to  the  drug.  The  danger 
of  returns  of  merchandise  has  been  virtually 
eliminated.  And  the  most  used  form  has  al- 
ready been  determined. 

Let’s  take  the  case  of  prednisolone,  where 
we  have  already  determined  that,  except  for 
a few  rare  exceptions,  only  the  most  used 
form,  the  tablet,  is  being  marketed  by  the 
generic  name  seller. 

This  hormone  was  introduced  in  the  spring 
of  1956  by  two  of  our  largest  ethical  drug 
houses.  By  mid-1957,  it  had  reached  stage 
3,  where  no  new  drug  application  was  neces- 
sary. It  was  not  until  after  this  point  was 
reached  that  it  was  introduced  by  generic 
name  marketers. 

At  this  point,  remember,  the  product  had 
widespread  acceptance,  and  the  most  popular 


dosage  form,  the  tablet,  had  already  been 
established.  The  interesting  thing  in  this  con- 
nection is  that  while  the  company  that  had 
developed  prednisolone  and  a second  com- 
pany which  had  almost  simultaneously  in- 
troduced a new  drug  application  for  prednis- 
olone on  a cross-license  were  charging  $17.90 
for  a bottle  of  100  5 mg.  tablets,  the  generic 
name  sellers  were  charging  $12.50  to  $14.86. 
Today,  these  generic  name  marketers  charge 
from  $5.00  to  $12.50  for  that  same  product. 
Since  they  had  no  costs  of  research,  promo- 
tion, or  new  drug  applications  to  recoup,  one 
might  be  pardoned  for  some  curiosity  about 
the  motives  behind  the  higher  earlier  price. 
If  $5.00  can  be  profitable  why  charge  $14.86? 

There  does  seem  to  be  some  possibility  that 
the  seller  of  imitations  may  start  with  the 
highest  price  he  can  get  and  only  after  re- 
sistance builds  up  will  he  lower  it. 

So  far,  I have  dealt  primarily  with  the 
disadvantages  of  prescribing  by  generic  name 
for  the  patient.  But  there  are  a number  of 
problems  which  such  prescribing  bring  up 
for  both  the  physician  and  the  pharmacist. 

The  first  of  these  is  general  unfamiliarity 
with  generic  names.  Prenisone,  prednisolone, 
reserpine,  amphetamine  are  relatively  sim- 
ple. 

But  what  about  such  generic  names  as 
pentaerythritol  tetranitrate,  chlorprophen- 
pyridamine  maleate,  methaminodiazepoxide, 
and  others?  How  many  generic  names  is  the 
average  physician  or  pharmacist  aware  of, 
apart  from  some  of  the  most  widely  pre- 
scribed drugs?  And  then,  of  course,  there  is 
the  great  danger  of  confusion  of  prescrip- 
tions. Think  of  the  dangers  of  prescribing 
aminophyllin  and  having  it  misread  as 
aminopyrine!  Prescribing  mercaptomerin 
and  receiving  mercaptopurin!  Phenindamine 
as  phenindione!  Or  even  phenobarbital  in- 
stead of  pentobarbital! 

This  problem  could  possibly  be  solved.  But 
not,  I am  afraid,  for  a good  long  time.  For, 
whether  you  approve  or  disapprove,  most 
physicians  and  pharmacists  today  tend  to 
think  in  terms  of  brand  names  of  drugs  rath- 
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er  than  their  generic  titles.  Many  of  you  may 
place  the  responsibility  for  this  on  promotion 
by  pharmaceutical  manufacturers,  and  you 
are  right.  However,  think  of  the  chaotic  sit- 
uation which  would  exist  if  generic  name  pre- 
scribing became  an  established  fact.  The 
emphasis  in  advertising  would  shift  from  the 
physician  to  the  pharmacist  and  patient, 
neither  of  whom  is  as  well  able  to  evaluate 
the  advertising  in  terms  of  illness  of  the  pa- 
tient as  the  physician. 

Would  you  as  physicians  be  content  to  have 
a patient  walk  into  a pharmacy  with  a pre- 
scription for,  let’s  say,  cortisone  and  say  to 
the  pharmacist,  “Just  the  other  day  I got  a 
notice  from  the  Jones  Company  that  they’re 
having  a sale  on  cortisone,  so  fill  it  with 
that?” 

I doubt  whether  any  of  you,  pharmacist  or 
physician,  would  be  happy  with  this  practice. 
Yet,  it  is  the  obvious  end  result  of  a switch 
to  generic  name  prescribing  under  our  exist- 
ing economic  structure.  And,  interestingly 
enough,  it  would  change  little.  For  the  large 
company  with  greater  assets  and  finances 
would  have  a greater  advantage  than  it  may 
have  now  over  the  smaller  firm. 

Which,  I believe,  brings  me  to  the  heart  of 
the  argument  against  prescribing  by  generic 
name.  And  the  heart  of  the  argument  is 
summed  up  in  the  word  “responsibility”. 

Over  the  years,  the  physician-pharmacist- 
patient  relationship  in  this  country  has  been 
built  up  to  the  point  that  each  controls  a 
carefully  zoned  area  of  responsibility.  The 
patient’s  responsibility  is  to  report  his  symp- 
toms and  to  follow  the  regimen  prescribed 
by  the  physician;  the  physician’s  is  to  diag- 
nose the  problem  and  to  prescribe  the  proper 
treatment,  and  the  pharmacist’s  is  to  use  his 
skill  and  knowledge  to  fill  the  prescription 
exactly  as  the  physician  has  written  it. 

Prescribing  by  generic  name  would  com- 
pletely disrupt  this  relationship.  It  would 
take  the  burden  of  responsibility  from  the 
physician  and  thrust  it  upon  the  pharmacist, 
and  would  also  bring  the  patient  into  the 
decision-making  process.  It  would  no  longer 


be  the  physician  who  decides  what  the  medi- 
cation should  be,  but  the  pharmacist. 

And,  as  we  have  pointed  out,  all  drugs  are 
not  alike.  When  the  physician  prescribes  a 
brand  name  product,  he  does  it  because  of  his 
knowledge  of  how  that  product  has  worked 
on  other  patients.  And  he  knows  that  each 
tablet,  each  bottle  of  liquid,  is  exactly  the 
same  as  the  next.  This  he  knows  because 
of  the  system  of  quality  controls  which  this 
particular  manufacturer  has  established.  He 
does  not  know  if  the  same  system  of  quality 
control  has  been  set  up  by  the  generic  name 
fabricator.  He  does  not  know  whether  there 
is,  within  allowable  variations,  the  same 
amount  of  an  active  drug  in  each  tablet.  He 
does  not  know  whether  the  disintegration 
time  is  the  same  for  each  tablet.  He  does 
not  know  whether  or  not  the  product  made 
by  the  generic  name  fabricator  has  ever  been 
tested  for  purity  or  efficacy. 

And,  by  prescribing  a generic  name  prod- 
uct he  does  not  even  know  which  generic 
fabricator’s  products  are  being  used.  He  may 
find  that  the  prescription  is  filled  at  one 
pharmacy  with  one  generic  name  product 
and  filled  another  time  at  another  pharmacy 
with  another  manufacturer’s  product.  If  the 
first  is  effective,  the  second  may  not  be.  Or, 
as  we  have  seen  in  the  case  of  amphetamine 
sulfate,  the  product  of  the  first  generic  manu- 
facturer may  have  not  enough  of  the  active 
ingredient  to  do  the  job,  even  though  it  is 
within  an  allowable  variation;  and  the  phy- 
sician may  be  forced  to  drop  a form  of  medi- 
cation which  would  have  been  effective  if 
the  product  had  had  more  of  the  active  in- 
gredient. 

It  seems  strange  to  me  that  as  the  medical 
profession  fights  to  preserve  its  traditional 
role  as  the  guardian  of  the  public  health,  some 
doctors  would  give  away  some  of  the  most 
important  prerogatives  of  this  role. 

And,  by  giving  away  this  prerogative  of 
choice  of  medication,  the  doctor  may  be  leav- 
ing himself  open  to  new  areas  of  legal  liabili- 
ty. One  legal  expert  experienced  in  pharma- 
ceutical industry  practice  points  out  that  “if 
a patient  has  a severely  adverse  reaction  (to 


528 


J.  M.  A.  ALABAMA 


THE  ASSOCIATION  FORUM 


a potent  drug)  he  may  wish  to  assert  a claim 
for  legal  liability.  In  the  present  circum- 
stances in  which  the  doctor  prescribes  the 
product  of  a specific  manufacturer,  and  that 
product  is  furnished  by  the  pharmacist,  the 
claim  for  legal  liability  is  almost  invariably 
directed  against  the  manufacturer.  However, 
under  the  generic  prescription  arrangement, 
neither  the  patient  nor  the  physician  would 
know  who  made  the  product  which  the 
pharmacist  supplied  to  fill  the  prescription. 
In  many  cases,  even  the  pharmacist  would 
not  know  ...  if  he  carried  more  than  one 
source  of  supply. 

I leave  it  to  you  to  decide  who  might  be 
found  liable  by  today’s  juries. 

At  times  I feel  that  this  whole  brand  name- 
generic  name  controversy  takes  on  the  as- 
pects of  a tempest  in  a teapot.  The  only 
argument  (and  I believe  it’s  a weak  one)  for 
prescribing  generic  names  is  because  they  are 
less  expensive  than  brand  name  prescriptions. 

Yet,  most  Americans  spend  so  little  on 
drugs  that  it  seems  to  me  their  saving  would 
certainly  not  be  worth  the  possible  danger 
of  this  course. 

In  1958,  for  example,  the  entire  national 
bill  for  all  drugs  and  sundries  was  $3.3  bil- 
lions. This  works  out  to  $19  per  person.  And 
when  you  take  out  that  spent  for  sundries  and 
proprietary  medicines,  the  entire  per  capita 
expenditure  for  ethical  medicines  runs  about 
$15  per  person.  Certainly  this  is  not  very 
much  to  maintain  a country  in  the  best  health 
the  world  has  ever  known. 

Compare  this  with  the  $36  spent  by  each 
person  for  tobacco  products  in  1958,  the  $53 
spent  per  person  on  alcoholic  beverages,  and 
the  $24  spent  on  repair,  servicing,  and  storage 
of  automobiles.  And  yet,  I hear  no  outcry  to 
make  only  one  brand  of  cigarettes,  or  one 
brand  of  bourbon. 

While  the  price  of  everything  we  buy  has 
gone  up  since  World  War  II,  the  price  of  med- 
icine has  not  kept  pace  with  this  general 
rise.  Since  1947-49  the  cost  of  living  index 
has  increased  23.7  per  cent  while  the  cost  of 
medicines  has  gone  up  only  21.4  per  cent. 


During  this  same  period,  the  cost  of  housing 
has  gone  up  28.7  per  cent;  personal  care  has 
increased  by  29.7  per  cent,  and  the  cost  of 
transportation  has  increased  by  44.3  per  cent. 

Of  course,  because  of  the  rapid  year-in  and 
year-out  changes  in  medication,  many  of  the 
drugs  listed  in  the  government’s  consumer 
price  index  are  no  longer  widely  prescribed. 
And  yet,  the  price  history  of  new  medicines 
shows  a rapid  drop  after  they  are  introduced 
. . . as  opposed  to  most  other  commodities 
which  remain  stable  in  price  or  show  in- 
creases. 

One  study  of  drug  price  changes  over  the 
past  eight  years,  made  by  American  Druggist 
magazine,  shows  that  nearly  65  per  cent  of 
them  were  reductions,  while  only  l/g  were 
increases.  Penicillin  once  sold  for  $100  for 
100,000  units.  In  1956,  the  price  for  that 
quantity  was  22.2  cents.  Speaking  of  10,000 
per  cent  increases  in  drug  prices,  this  would 
appear  to  be  a 99.8  per  cent  reduction.  When 
cortisone  was  first  introduced,  the  price  was 
$200  per  gram.  By  1957,  the  price  had  been 
reduced  by  99  per  cent  to  only  $2.00  per  gram. 

In  1956  the  U.  S.  Department  of  Labor  sur- 
veyed the  prices  of  37  selected  drugs  and 
pharmaceuticals  over  a three-year  period.  It 
found  that  15  products  had  decreased  in  price 
by  an  average  of  27  per  cent  while  only  10 
had  increased  in  price  by  an  average  of  1D/2 
per  cent.  The  remaining  12  showed  no  price 
change. 

And,  despite  inflation  and  despite  the  fact 
that  each  year  has  seen  the  introduction  of 
new  and  effective  medicine  to  cure  disease, 
reduce  pain,  and  permit  physicians  to  try 
new  and  startling  life-saving  operations,  the 
real  price  of  the  average  prescription  is  less 
today  than  it  was  a generation  ago.  In  1939, 
the  average  prescription  price  was  $1.11.  But 
it  took  the  average  manufacturing  employee 
one  hour  and  45  minutes  of  working  time  to 
pay  for  it.  Today’s  average  prescription  price 
is  about  $3.00.  But  it  takes  only  one  hour 
and  21  minutes  of  working  time  to  pay  this 
price. 
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These,  then,  are  the  facts  about  medical 
costs.  Do  they  really  support  an  argument 
for  prescribing  by  generic  name?  I do  not 
believe  so.  For  these  facts  show  that  despite 
attempts  to  portray  the  pharmaceutical  in- 
dustry as  grasping,  monopolistic,  and  consci- 
enceless, despite  the  effort  to  make  a whip- 
ping boy  out  of  drug  prices,  the  patient  today 
gets  more  for  his  drug  dollar  than  ever 
before. 

In  1776,  speaking  to  the  Signers  of  the 
Declaration  of  Independence,  Benjamin 
Franklin  made  his  famous  statement,  “We 
must  all  hang  together,  else  we  shall  surely 
hang  separately.” 

Today,  as  the  health  team  faces  one  of  the 
gravest  crises  in  its  history,  this  statement 
takes  on  significance  for  us.  For  if,  because 
of  intramural  differences,  we  do  not  put  up 
a united  front,  those  who  believe  in  state 
control  of  medicine  will  find  an  easy  road  to 
their  ambition. 

And  if,  through  the  misguided  efforts  of 
some,  legislation  regulating  drug  prices,  elim- 
inating drug  patents,  or  requiring  prescribing 


by  generic  name  is  passed  by  state  or  federal 
government,  on  its  heels  will  come  further 
legislation  regulating  physicians’  fees,  hos- 
pital costs  and  procedures,  and  the  medicine 
that  must  be  prescribed  by  the  physician. 

With  legislation  of  this  kind  will  come  an 
end  to  the  practice  of  medicine  as  we  know 
it  in  this  country.  The  delicate  physician- 
patient  relationship  will  be  destroyed;  the 
search  for  new  and  improved  medications 
will  be  suffocated  as  it  has  been  in  England, 
and  the  freedom  of  the  patient  to  consult  the 
physician  of  his  choice  and  the  freedom  of 
the  physician  to  prescribe  the  medicine  of  his 
choice  will  come  to  an  abrupt  end. 

This,  I think,  is  the  end  result  of  the  mis- 
understanding about  drug  prices.  And  it  is 
up  to  all  of  us  active  in  the  health  field  to 
put  an  end  to  these  misunderstandings.  And 
we  must  act  together.  For,  if  we  do  not,  we 
will  all  be  the  losers.  The  manufacturer,  the 
pharmacist,  the  physician,  and,  in  a truly 
tragic  sense,  the  patient  . . . the  American 
public. 

I thank  you. 


Necessity  For  A Sound  Dollar 


Ivy  Baker  Priest 

Treasurer  of  the  United  States 


It  has  been  argued  by  some  that  growth  and 
prosperity  can  be  boosted  by  a little  infla- 
tion. Others  have  taken  the  position  that 
growth  can  be  helped  by  more  government 
spending,  regardless  of  its  effect  on  prices. 

These  people  charge  that  those  who  insist 
on  a balanced  budget  and  fiscal  soundness 
are  too  rigidly  adhering  to  old-fashioned  con- 
ceptions— that  they  are  against  maximum 
growth. 


I cannot  answer  this  better  than  in  the 
words  of  President  Eisenhower,  who  said: 

“Let  us  not  be  misled.  A balanced  budget 
and  all  that  it  means  today  in  the  way  of 
fiscal  soundness  is  a highly  positive  objective. 
It  is  the  advocates  of  unbalanced  budgets  and 
deficit  spending  in  our  present  economic  en- 
vironment who  are  against  rather  than  for 
the  maintenance  of  healthy  growth  in  Ameri- 
ca.” 
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America  today,  paradoxically,  faces  both 
a future  of  remarkable  promise  and  an  eco- 
nomic challenge  of  serious  import.  Econom- 
ists are  virtually  unanimous  in  their  appraisal 
of  the  “Golden  60’s”  as  a period  of  economic 
growth  and  prosperity  extending  far  beyond 
any  present  levels  of  production,  employ- 
ment, and  economic  well-being. 

The  basis  for  this  expected  prosperity  rests 
both  on  the  unusually  rapid  population  in- 
crease that  has  already  occurred  and  is  con- 
tinuing and  on  our  accelerated  technological 
development,  which  is  rapidly  bringing  new 
products  and  more  efficient  techniques  of 
production  and  distribution. 

Looking  a little  further  into  the  future,  the 
Secretary  of  the  Treasury  recently  told  the 
graduating  class  of  the  University  of  Hous- 
ton: 

“Within  the  next  25  years  we  will  virtually 
double  the  producing  capacity  of  America. 
We  are  going  to  have  to  create  some  35  to  40 
million  new  jobs.  We  shall  need  something 
like  one  million  additional  school  rooms  and 
30  million  more  homes.  We  shall  have  to 
build  hundreds  of  thousands  of  miles  of  new 
highways  and  thousands  of  new  hospitals, 
and  somehow  find  room  for  60  million  more 
automobiles  and  trucks. 

“We  must  develop  more  than  10  million 
acres  of  bare  land  for  homes  and  streets  in 
our  spreading  metropolitan  areas.  The  de- 
velopment and  conservation  of  water  re- 
sources will  be  a major  task,  and  so  will  the 
development  of  an  energy  base  to  meet  a de- 
mand which  may  well  triple.” 

This  strong  outlook  is  generally  held  to  be 
clearly  foreseeable,  and  it  is  widely  taken  as 
a basis  for  business  and  investment  planning. 
Unfortunately,  however,  one  important  in- 
gredient needed  to  bring  this  outlook  to 
realization  is  in  real  danger  of  proving  in- 
adequate. 

This  is  the  large  volume  of  investment 
funds  that  will  be  required  to  build  the  new 
plants  and  equipment  and  provide  the  new 
jobs  that  will  be  needed  if  our  economy  is  to 


keep  fully  in  step  with  our  growing  popula- 
tion and  improved  technology. 

The  question  must  inevitably  be  raised: 
From  what  source  are  we  going  to  accumu- 
late the  necessary  capital  for  a doubling  of 
output  over  a twenty-five  year  period? 

The  answer  is  clear.  The  necessary  capital 
can  safely  come  from  just  one  place:  Savings 
— the  excess  of  what  people  earn  over  what 
they  spend.  There  is  no  other  acceptable 
source. 

Yet  it  is  regrettable  that  some  few  people 
today  are  advocating  policies  that  strike  at 
the  very  heart  of  the  savings  process. 

Savings  habits  are  indeed  deeply  ingrained 
in  the  American  economy.  We  must  recog- 
nize, however,  that  the  savings  process  is 
not  an  automatic  feature  of  our  type  of  pri- 
vate enterprise  system. 

As  President  Eisenhower  has  emphasized, 
the  decision  to  put  aside  funds  for  future  use 
can  only  take  place  in  a climate  of  confidence 
— confidence  in  the  value  of  the  dollar  and 
confidence  in  the  capacity  of  our  economy 
for  sound  and  sustained  growth. 

There  have  been  attempts  to  minimize  the 
danger  of  inflation,  particularly  by  those  who 
would  increase  government  spending  pro- 
grams. The  fact  that  prices  and  living  costs 
have  held  generally  stable  is  cited  as  evi- 
dence that  the  inflationary  trend  has  lost  its 
force. 

The  basic  facts,  however,  show  contrary 
evidence.  They  indicate  that  price  inflation 
is  still  with  us  and  that  inflationary  pressures 
are  continuing. 

It  may  be  noted,  for  example,  that  although 
wholesale  prices  and  living  costs  have  leveled 
out,  both  price  indexes  topped  their  former 
record  highs  by  small  margins  last  spring. 
More  importantly,  the  apparent  stability  of 
the  price  indexes  has  been  due  almost  en- 
tirely to  excess  supplies  of  farm  products. 

Declining  prices  of  farm  products  and  foods 
have  masked  continued  advances  in  other 
prices.  Meanwhile,  wage  rates  in  manufac- 
turing industries  have  continued  to  rise,  and 
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wholesale  prices  of  manufactured  products 
have  been  increasing  noticeably  to  new 
highs.  These  trends,  of  course,  are  later  re- 
flected in  retail  prices. 

Very  clearly,  there  is  nothing  in  this  pic- 
ture to  warrant  complacency  over  the  infla- 
tion outlook. 

On  the  contrary,  there  is  a very  obvious 
need  for  a considered  program  to  reverse  the 
drift  toward  loss  of  confidence. 

During  the  past  two  decades  the  value  of 
the  dollar  has  fallen  by  more  than  50  per  cent, 
but  there  is  certainly  little  general  under- 
standing of  the  inflationary  dangers  resulting 
from  continuing  large  government  deficits. 

A sound  fiscal  program  calls  particularly 
for  discipline  and  prudent  reality  in  selecting 
what  the  nation  can  afford  and  what  it  cannot 
afford — in  deciding  between  things  that  are 
necessary  and  things  that  are  merely  desir- 
able. Not  even  the  most  prosperous  country 
can  afford  at  one  and  the  same  time  every- 
thing that  seems  desirable  to  every  group. 

A balanced  budget  requires  hard  work,  un- 
derstanding, and  compromise;  but  it  is  es- 
sential if  we  are  to  maintain  the  flow  of  sav- 
ings required  for  continued  sound  expansion. 

The  danger  to  our  economy  represented  by 
continued  government  deficits  actually  comes 
about  through  a very  simple  process. 

When  the  government  spends  more  than 
it  takes  in,  it  must  borrow  the  difference  in 
order  to  pay  its  bills.  To  the  extent  that 
these  funds  can  be  obtained  only  by  resorting 
to  borrowing  from  the  commercial  banking 
system,  there  is  real  inflationary  pressure. 

The  reason  borrowing  from  commercial 
banks  increases  inflationary  pressures  is  that 
the  commercial  bank  will  simply  credit  the 
government  on  its  balance  sheet  for  the 


amount  requested,  say  $100  million.  It  does 
not  switch  out  of  any  other  investment  to 
make  the  purchase. 

As  Secretary  Anderson  has  stated,  this  is  in 
effect  like  adding  $100  million,  subject  to  re- 
serve requirements,  to  the  money  supply  of 
the  nation  without  relation  to  an  increase  in 
goods.  Borrowing  from  the  pool  of  invest- 
ment funds,  on  the  other  hand,  does  not  in- 
crease the  money  supply;  it  makes  use  of 
savings  accumulations  already  in  existence. 

An  inflationary  society  is  a disorganized 
and  an  inefficient  one.  It  is  a very  poor  base 
from  which  to  conduct  a long-term  world- 
wide struggle  against  those  who  would  de- 
stroy us  if  they  could.  It  is  a particularly 
poor  base  from  which  to  meet  the  strain  of 
a sudden  emergency. 

An  indifferent  attitude  toward  imprudent 
spending  and  toward  other  measures  that 
threaten  the  stability  of  the  dollar  could  in 
time  destroy  the  basis  of  both  our  economic 
growth  and  our  national  security — the  con- 
fidence of  Americans  in  the  future  of  this 
country. 

In  a free  nation,  this  confidence  stems  in 
the  last  analysis  from  the  actions  of  individ- 
ual citizens.  It  cannot  be  legislated  into 
existence,  nor  maintained  by  government  de- 
cree. 

Our  young  people  still  in  school — the  chil- 
dren now  being  born — will  receive  their 
American  heritage  not  as  it  came  down  to 
us  but  as  we  have  shaped  and  changed  it  by 
the  choices  and  decisions  which  we  are  mak- 
ing or  failing  to  make  today. 

Let  us  make  no  mistake  about  it.  Our  way 
of  life  is  on  trial  and  the  choices  we  make  to- 
day may  determine  the  course  of  freedom  for 
many  millions  of  people  in  the  generations 
to  come. 
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Administrator,  Trustee, 
Med  ical  Staff  Teamwork 


Robert  A.  Ivy 


Never  in  my  wildest  imaginings  have  I vis- 
ualized myself  as  a marriage  counselor.  Yet 
I stand  before  you  today  cast  in  this  pre- 
carious role.  Moreover,  my  presumption  is 
compounded  by  the  appearance  in  this  happy 
but  sometimes  troubled  state  of  not  two  part- 
ners but  three:  the  hospital  board,  the  medi- 
cal staff,  and  the  administrator.  You  know 
you  can  get  shot  interfering  with  a marriage; 
so  I invite  your  sympathetic  support  for  my 
dangerous  and  rather  quixotic  position.  Two 
circumstances  have  lured  me  into  the  ac- 
ceptance of  this  invitation.  In  the  first  place, 
I have  always  had  a wonderful  time  at  your 
state  meetings;  and  in  the  second  place,  I 
could  not  resist  the  opportunity  to  talk  away 
from  home.  You  have  no  idea  how  much 
wiser  I feel  over  here  than  I would  in  Mis- 
sissippi. 

In  discussing  administrator-trustee-medical 
staff  teamwork,  my  observations  are  colored 
and  defined  by  my  professional  background. 
My  entire  hospital  career  has  been  spent  in 
a small  hospital  in  a small  town.  Dr.  Mac- 
Eachern  referred  to  small  hospitals  as  rang- 
ing from  fifty  to  one  hundred  beds.  The  Joint 
Commission  in  approaching  the  problem  of 
the  division  of  clinical  services  sets  seventy- 
five  beds  or  less.  For  the  sake  of  reference 
I shall  use  these  figures.  The  term  “small” 
is,  of  course,  relative  as  we  are  all  aware 
when  we  engage  in  conversations  with  hos- 
pital people  from  the  metropolitan  centers 
of  the  East  and  other  parts  of  the  country. 
As  the  preponderance  of  the  hospitals  of  Mis- 
sissippi and  Alabama  fall  within  my  selected 
reference  and  as  rather  compelling  problems 

*Mr.  Ivy  is  administrator  of  Doster  Hospital  & 
Clinic,  Columbus,  Miss.  This  paper  was  presented 
at  the  39th  Annual  Convention  of  the  Alabama 
Hospital  Association  in  Birmingham,  Jan.  21-22, 
1960. 


have  arisen  in  many  hospitals  of  this  size, 
it  is,  I feel,  significant  to  relate  our  subject 
to  them. 

Since  the  emergence  of  the  modern  hos- 
pital, trouble  and  adjustments  have,  of 
course,  been  with  us.  It  might  appear,  how- 
ever, that  conflict,  which  is  the  negative  com- 
panion of  teamwork,  has  sprung  full-blown 
from  the  last  decade.  Is  this  an  indication 
of  the  degeneration  of  our  hospital  system? 
Is  this  a symptom  of  faulty  philosophy  of  hos- 
pital organization?  I am  convinced  that  it  is 
a manifestation  of  growing  pains  and  that 
although  it  will  never  be  eradicated,  time 
and  forbearance  and  dedication  to  the  com- 
mon good  will  carry  us  safely  through  the 
critical  stage. 

To  evaluate  properly  the  goal  of  teamwork 
set  forth  today,  it  is  necessary  to  look  closely 
at  the  game  in  question.  Like  a woman  pan- 
elist on  a recent  television  quiz  show  who 
directed  all  her  questions  on  the  assumption 
that  professional  basketball  like  professional 
football  is  played  on  an  outdoor  field,  we  can 
be  carried  down  a primrose  path  if  our  opin- 
ions are  based  on  fancy  and  not  on  facts,  on 
emotions  and  not  on  an  objective  appraisal. 

To  consider  the  association  of  men  who 
function  as  trustees,  as  administrators,  or  as 
members  of  the  medical  staff,  it  is  essential 
to  view  this  association  in  its  historical  per- 
spective. This  will  illuminate  in  large  meas- 
ure the  obscure  factors  of  misunderstanding 
and  insecurity  and  lack  of  trust  that  have 
been  deterrents  to  effective  teamwork. 

Social  changes,  though  varying  in  pace  and 
creating  dislocations  as  they  occur,  are  the 
result  of  growing  social  needs.  The  people 
will  be  served;  and  as  our  population  has  be- 
come increasingly  urbanized,  as  the  home  has 
become  increasingly  inadequate  for  the  care 
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of  the  sick,  and  as  tremendous  strides  have 
been  made  in  the  refinement  of  medical  skills 
and  their  application,  an  over-whelming  de- 
mand for  additional  hospitals  has  existed. 
War  conditions  interrupting  even  normal 
building,  shored  up  these  needs  to  sweeping 
proportions.  What  was  the  picture  of  a typi- 
cal small  town  nestling  unchanged  at  the 
foot  of  the  dam?  Basically  it  was  the  same 
town  from  a medical  and  hospital  standpoint 
that  had  stood  through  several  generations. 
There  were  doctors  who  cared  for  the  sick  to 
a large  extent  in  the  home.  There  were  sur- 
geons usually  with  one  dominant  member 
who  owned  and  ruled  the  hospital  that  func- 
tioned as  a vehicle  for  their  practice.  The 
general  practitioners  and  small  growing 
group  of  specialists  used  these  facilities  as 
they  felt  the  need  for  them,  and  the  acute 
cases  requiring  more  care  were  referred  to 
medical  centers — in  my  locality  to  Memphis, 
New  Orleans,  and  Birmingham.  In  the  small 
town,  then,  the  hospital  in  most  instances 
was  owned,  controlled,  and  supported  by  a 
doctor  or  doctors.  Please  do  not  misinterpret 
my  presentation  of  this  picture.  The  institu- 
tion in  which  I now  work  has  been  kept  alive 
since  the  1880’s  by  sustenance  drawn  from  a 
succession  of  men  of  this  kind.  To  have  a 
place  to  work,  theirs  has  been  an  expensive, 
backbreaking  social  contribution  superim- 
posed on  the  exacting  profession  of  medicine. 
It  has  too  often  been  a thankless  task.  It 
has  left  the  members  of  the  medical  profes- 
sion, however,  with  their  thinking  and  their 
emotions  oriented  to  a broader  concept  of 
hospital  affairs  than  the  responsibility  of  its 
professional  aspects. 

What  of  the  townspeople?  Their  concept 
of  their  position  was  an  outgrowth  of  the 
traditional  pattern  I have  already  mentioned. 
They  might  grumble  slightly,  but  in  large 
measure  it  was  a hands-off  policy.  Medicine 
and  hospitals  were  posted  property  and  they 
dared  not  trespass.  It  was  an  unknown  field 
bordering  almost  on  the  occult,  and  any  med- 
dling would  automatically  involve  dealing 
with  the  family  physicians  and  there  would 
then  be  an  element  of  intimacy  that  pre- 
cluded any  objective,  busines-like  approach. 


Upon  this  scene,  with  all  the  subterranean 
social  needs  earlier  mentioned,  fell  a highly 
explosive  fragment  of  the  A-bomb  that  hit 
Japan.  The  death  knell  of  the  Second  World 
War  had  been  sounded,  and  as  an  obscure 
concomitant,  the  death  knell  in  the  small 
town  of  the  hospital  system  as  we  had  known 
it.  A post-war  world  brought  a fresh  look 
at  the  hospital  situation.  A post-war  world 
brought  new  legislation  and  the  Hill-Burton 
hospital.  Certainly  in  the  small  town  the 
Hill-Burton  hospital  has  launched  the  mar- 
riage if  not  the  tranquil  association  of  the 
doctor,  the  hospital  trustee,  and  the  admin- 
istrator. 

With  an  underscoring  of  need,  with  money 
available,  in  most  instances  with  most  doc- 
tors eager  to  have  the  burden  of  hospitalizing 
the  community  lifted  from  them,  the  Hill- 
Burton  Bill  precipitated  what  amounted  to 
a social  phenomenon.  Town  fathers  became 
interested  in  the  acquisition  of  beautiful  hos- 
pitals; townspeople  became  progressively 
aware  of  their  availability,  and  hospitals 
mushroomed  at  an  amazing  rate. 

An  imposing  facade  and  the  latest  equip- 
ment were  not  the  only  additions.  The  re- 
sponsibility of  operation  was  present;  and 
added  to  the  group  that  logically  would  di- 
rect the  professional  care,  there  emerged  as 
the  ultimate  repository  of  responsibility,  the 
governing  board  and  the  agent  of  this  board, 
the  administrator. 

The  advent  of  the  lay  administrator  in  the 
small  town  is  a revolution  within  itself.  Six- 
teen years  ago  when  I assumed  my  present 
position,  there  were  four  or  five  lay  admin- 
istrators in  the  state  of  Mississippi;  and  these 
were,  of  course,  in  the  larger  towns.  Three 
of  these  attended  my  first  state  hospital  meet- 
ing which  was  a half-day  rump  session  of  the 
state  medical  meeting.  When  today  we  look  at 
the  array  of  trained  lay  people  attending  our 
meetings,  we  can  appreciate  what  a change 
has  occurred  within  such  a brief  span  of 
years.  At  first  the  doctors  viewed  with  some 
misgivings  the  transition  in  the  state  associa- 
tion of  their  control  to  this  new  unproved 
group.  Time  has  reassured  them  and  now 
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the  doctors  present  constitute  a significant 
yet  minority  segment  of  those  in  attendance. 
There  is  now  recognition  of  a common  goal 
and  a quality  of  unanimity  that  makes  our 
state  association  the  effective  instrument  that 
it  is  designed  to  be. 

This  flow  of  changes  in  the  communities 
to  which  I refer  would  appear  on  paper  logi- 
cal, accepted,  and  even  invited.  Now  for  the 
sake  of  being  realistic  and  defining  to  some 
degree  the  complex  of  problems  that  threat- 
en to  demoralize  this  hometown  team,  let  me 
list  for  our  corporate  thinking  some  of  the 
issues  that  have  arisen.  Some  of  these  may 
be  isolated  and  somewhat  exaggerated  by 
the  attendant  publicity;  yet,  it  is  necessary 
in  dealing  with  trouble  to  have  as  complete 
picture  as  possible  without  disguise  or  cam- 
ouflage. Otherwise,  we  shall  be  tilting  with 
windmills;  and  we  shall  be  armed  with  only 
empty  words. 

First,  I think  we  must  consider  this  new 
institution  that  has  entered  the  scene.  Al- 
though it  is  a source  of  pride  and  a recog- 
nized symbol  of  service,  it  has  also  become 
a community  responsibility.  This  is  a new 
child  to  be  cared  for,  adjusted  to.  Above  all 
the  configuration  of  its  personality  must  be 
gradually  explored  as  it  takes  its  place  in 
the  family  household;  and  as  it  does,  all  the 
neighbors  will  have  very  definite  ideas  that 
add  to  the  confusion.  Out  of  the  democratic 
process  of  acquiring  this  hospital  there  grad- 
ually emerges  the  realization  that  although 
it  must  be  responsive  to  community  needs  and 
opinions,  its  control  and  orderly  direction 
must  be  localized  in  a defined  group,  a group 
that  will  replace  the  directional  function  of 
the  doctor.  And  so  the  governing  board  takes 
its  place  at  the  head  of  the  table  . . . with  all 
of  the  aplomb  and  shyness  overlaid  with 
bluster  assumed  by  the  groom  who  presides 
at  his  first  family  gathering.  Civic  minded, 
loyal  men  have  risen  to  the  need.  What  is  to 
be  required  of  them  is  still  a little  hazy. 

Now  from  the  outset  it  has  been  realized 
that  the  execution  of  policy,  the  mechanics 
of  staffing,  liaison,  maintenance,  dealing  with 
the  public,  and  all  the  innumerable  facets  of 


administration  must  be  vested  in  a selected 
agent;  and  the  hospital  administrator  steps 
forward  to  fulfill  this  function.  By  this  trans- 
mission the  hospital  has  now  become  acti- 
vated. 

What  in  the  meantime  has  happened  to  the 
doctors  of  the  community?  Does  their  recog- 
nition of  this  trend  to  establish  a community- 
centered  hospital  remove  them  from  the 
scene?  In  caring  for  the  sick  have  they  com- 
pletely abdicated?  I think  to  tell  the  truth 
they  have  joined  this  new  lay  group  called 
the  Board  and  this  new  individual  called  the 
Administrator  in  being  somewhat  bewildered 
in  regard  to  function  and  position.  Of  course, 
it  is  academic  that  their  function  will  be  the 
professional  care  of  the  sick  of  the  commun- 
ity. They,  of  course,  will  direct  the  treatment 
of  the  hospitalized  ill.  The  scope  of  their 
professional  regulations  in  this  institution 
that  has  replaced  the  hospital  to  which  they 
have  become  accustomed  is  ill  defined.  This 
in  itself  would  make  a man  uneasy  and  wary. 

To  bring  into  sharper  focus  a picture  some- 
what blurred  by  generalities,  let  us  resort 
to  certain  specific  problems.  Has  the  doctor 
who  has  in  many  instances  sacrificed  an  in- 
vestment in  time,  strength,  and  money  in  dis- 
posing of  his  hospital,  to  be  on  equal  footing 
with  the  other  doctors  who  will  utilize  this 
new  institution.  There  is  present  not  only 
the  consciousness  of  what  he  considers  ab- 
normal sacrifices,  but  his  intellectual  and 
emotional  approach  to  his  role  in  any  hospital 
is  colored  by  his  past.  He  has  the  habits  of 
a professional  lifetime  to  revamp  and  adjust. 
He  has  owned,  controlled,  and  bossed  the  hos- 
pital where  he  has  worked  in  the  past. 

Small,  indeed,  is  the  community  that  has 
not  had  at  least  two  rival  professional  fac- 
tions. How  can  they  be  coalesced  into  a 
harmonious  whole  as  the  professional  team 
of  the  new  hospital?  Possibly  only  one  fac- 
tion has  been  involved  in  the  closing  of  the 
old  private  hospital.  Should  this  side  ease 
in  with  a slightly  preferential  consideration? 

In  a community  there  may  be  one  domi- 
nant doctor.  Should  he  be  the  kingpin  from 
a professional  standpoint  in  the  new  hospital? 
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The  nature  of  his  position  and  past  perform- 
ance and  sometimes  his  material  holdings 
reach  most  of  the  members  who  comprise 
the  Board.  What  is  to  be  done  with  him? 
Should  one  even  attempt  to  make  him  con- 
form? Is  it  worth  it? 

Now  let  us  look  briefly  at  the  Board  itself. 
Though  well  meaning,  frequently  this  group, 
through  lack  of  orientation  to  the  task,  aborts 
its  efforts  by  pushing  too  hard  or  maybe  not 
hard  enough.  With  the  close  association  in 
a small  town  each  member  frequently  draws 
his  opinions  and  information  from  some  close 
friend  who  is  hospital  connected  either  as  a 
doctor  or  as  a key  employee.  The  devisive 
forces  at  work  have  now  penetrated  all  the 
way  to  the  one  vital  body  that  must  function 
as  a unit. 

In  a small  town  the  administrator  frequent- 
ly enters  the  scene  handicapped  by  dealing 
with  a boss  who  has  two  heads.  Bewildering 
it  must  be  to  attempt  to  function  from  the 
directives  and  policies  of  a Board  that  is 
either  divided  or  does  not  know  its  own  mind. 
It  is  also  natural  that  the  position  in  a new, 
relatively  small  hospital  will  not  attract  an 
experienced,  seasoned  administrator.  This 
man,  faced  with  the  necessity  of  making  de- 
cisions and  holding  firm,  frequently  out  of 
insecurity  will  prematurely  take  a stand  from 
which  he  feels  he  cannot  withdraw.  This 
gives  birth  to  excessive  extension  of  control 
within  the  hospital.  This  breeds  conflict  with 
the  medical  staff.  This  offends  personnel 
to  the  point  that  it  is  impossible  to  distinguish 
between  high-handed  interference  and  justi- 
fied adjustment.  This  dark  behavior  and 
performance  on  the  part  of  a man  who  had 
shown  promise  is  sometimes  the  by-product 
of  desperation  he  feels  as  he  faces  an  im- 
possible administrative  situation.  In  some 
cases  it  springs  from  a very  deadly  source 
. . . the  assurance  of  ignorance.  When  this 
is  true,  the  administrator  is  laying  himself 
and,  in  turn,  his  Board  wide  open  to  allega- 
tions of  incompetence,  interference,  and  the 
preempting  of  powers  that  are  not  his  to 
enjoy. 


What  in  my  discussion  has  happened  to 
this  quality  of  cooperative  effort  I obligated 
myself  to  advance?  If  what  I have  been 
talking  about  is  teamwork,  we  shall  need  an 
ambulance  to  collect  the  participants.  The 
problems  reviewed,  I feel,  should  be  consid- 
ered; and  if  they  cannot  be  effaced,  they  can 
be  lightened.  I have  avoided  as  abnormal 
and  not  obtaining,  the  instances  where  there 
have  been  lack  of  good  faith,  dishonesty,  and 
hidden,  unsavory  trading.  This  does  not 
come  within  the  scope,  I feel,  of  our  con- 
siderations today. 

The  prospects  for  the  refined  functioning 
of  our  hospitals  in  their  broadest  concept,  I 
am  convinced,  are  most  favorable;  and  growth 
in  quality  is  inevitable.  The  well-spring  of 
motivation  and  the  ultimate  compensation 
for  all  is  the  deep  satisfaction  of  service.  Up- 
on this  high  plane  conflicts  are  dissipated; 
and  for  the  doctor,  the  trustee,  and  the  admin- 
istrator there  is  an  identity  of  purpose  and 
the  realization  of  mutual  need.  Yet  with  this 
binding  force,  wise  planning  and  certain  me- 
chanical aids  can  be  employed  to  obviate  sur- 
face trouble  that  can  spread  and  deepen. 

It  appears  to  me  that  somewhere  along  the 
line,  in  the  very  incipiency  of  community 
hospital  program  and  the  earliest  explora- 
tions for  its  advancement,  there  has  been 
inadequate  orientation  on  the  local  level.  This 
lack  of  preparation  has  extended  to  the  citi- 
zens who  are  to  be  served,  to  the  doctors 
whose  lives  are  to  be  so  drastically  altered, 
and  later  to  the  designated  governing  board 
and  the  administrator.  An  ounce  of  pre- 
vention is  worth  a pound  of  cure;  and  al- 
though I am  not  so  foolhardy  as  to  advocate 
academic  courses  in  hospital  problems,  there 
should  be  an  orderly  progression  toward  the 
acquisition  of  a community  hospital  in  which 
all  local  issues  are  placed  on  the  table  and 
thoroughly  ventilated.  Every  segment  of 
people  involved  should  be  fully  aware  of  all 
the  implications  just  as  far  as  they  can  be 
projected.  Understandings  at  the  beginning 
and  a mind  set  toward  adjustment  automati- 
cally will  prevent  many  conflicts  and  mollify 
many  others  that  do  occur.  Trouble  spots 
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do  not  disappear  by  being  ignored;  they  can 
be  most  effectively  treated  by  early  detection. 

Who  is  to  rise  to  this  vital  educational 
process?  Later  I shall  be  eager  to  hear  some 
of  the  distinguished  members  of  our  panel 
speak  to  this.  Should  not  the  very  town 
leaders  who  inaugurate  the  impulse  for  a 
new  hospital  recognize  and  assist?  State 
agencies,  consultants,  and  nationwide  facili- 
ties and  organizations  are  available  to  give 
expert  and  objective  advice.  Tilling  the  soil 
in  this  manner  I feel  will  reap  an  abundant 
harvest  in  good-will,  understanding,  and 
smooth  operation.  The  course  should  be  wise- 
ly charted,  and  the  reefs  if  not  removed  at 
least  become  evident,  and  the  calculated  risk 
accepted.  State  hospital  associations  in  the 
broadening  concept  of  their  function  are  be- 
coming progressively  equipped  to  analyze, 
guide,  and  nurture  the  new  institution  as  it 
comes  into  being.  In  Mississippi  for  four 
years  we  have  had  an  association  of  mem- 
bers of  governing  boards;  and  although  the 
launching  of  this  group  has  been  somewhat 
• difficult,  the  annual  meeting,  the  regional 
activities,  and  the  material  disseminated 
from  a central  source  have  kept  the  member- 
ship informed.  The  reach  of  such  an  organi- 
zation into  the  thinking  and  planning  of  a 
community  giving  birth  to  a new  hospital 
could  aid  immeasurably  in  the  quality  of  men 
selected  for  the  board,  the  detecting  and 
minimizing  of  local  politics,  and  the  defining 
of  duties. 

Education  both  intensive  and  long-range  is 
the  primary  target.  The  above  mentioned 
suggestions  are  merely  random  projectiles. 
They  can  certainly  be  intercepted  and  de- 
stroyed by  apathy,  self-seeking,  and  political 
maneuvering.  The  desire  to  build  and  estab- 
lish a good  hospital  must  spring  from  the 
people  it  will  serve  and  from  those  who  will 
be  the  agents  of  this  service.  Discipline  and 
quality  arise  from  within.  Nothing  can  be 
superimposed  upon  a community  that  it  does 
not  want  and  invite. 

Before  the  doctors,  the  governing  board, 
and  the  administrator  can  effectively  func- 
tion as  a team,  there  are  ground  rules  that 


must  be  recognized  and  acceptable  to  all. 
Here  we  have  introduced  the  basic  princi- 
ples of  hospital  organization  and  manage- 
ment. Here  is  the  great  clearing  house  for 
trouble.  Each  hospital,  irrespective  of  size, 
is  as  unique  as  the  fingerprints  of  an  individ- 
ual; yet  all  hospitals,  in  addition  to  the  broad 
general  aims  that  are  obviously  similar,  are 
governed  by  laws  of  operation  that  are  ap- 
plicable to  all.  This,  of  course,  makes  stan- 
dardization and  accreditation  possible.  This 
today  permits  us  whether  we  are  from  a large 
or  small  institution  to  reduce  our  problem  to 
a common  denominator. 

Now  for  me  to  stand  here  and  even  outline 
the  rules  and  regulations  pertaining  to  board 
organization,  staff  organization,  and  the  se- 
lection and  commissioning  of  an  administra- 
tor would  end  the  program  this  morning.  Not 
only  would  you  and  the  panel  be  asleep,  I 
would  be,  too.  Such  a presentation  would 
of  necessity  be  so  full  of  quotation  marks 
that  it  would  be  no  part  of  me. 

In  our  considerations  today,  however,  I do 
believe  that  the  greatest  step  toward  the 
achievement  of  teamwork  lies  in  a deep  re- 
spect for  the  formal,  recognized  laws  of  hos- 
pital operation.  This  is  the  broad  framework 
that  must  contain  the  concerted  effort.  This 
must  be  the  underlying  theme  that  is  basic 
in  spite  of  variations.  Too  often  it  appears 
that  the  application  of  defined  organization 
is  impractical  and  artificial.  Too  often  it 
seems  that  such  formality  is  fine  in  a large 
institution  but  completely  without  justifica- 
tion within  a small  one.  Too  often  to  the 
casual  eye  it  appears  to  be  a machine  larger 
than  the  building  in  which  it  is  to  function. 
Again  I maintain  that  adaptation  and  not 
abandonment  is  the  answer. 

The  scope  and  function  of  medical  staff, 
the  scope  and  function  of  the  governing 
board,  and  the  definition  of  what  constitutes 
administrative  prerogatives  must  be  under- 
stood completely.  Although  the  composition 
of  the  prescribed  committees  must  be  adapted 
to  the  local  situation,  the  functions  of  each 
must  be  carefully  preserved.  The  very  me- 
chanism that  seems  obstructive  frequently 
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becomes  the  means  of  averting  trouble  or  of 
resolving  it  when  it  does  occur.  Surveying 
property  lines  and  placing  markers  tend  to 
keep  each  of  the  components  considered  today 
within  its  own  domain,  and  trespassing  if  not 
abolished  is  at  least  minimized.  The  ad- 
ministrator does  not  meddle  in  professional 
affairs.  The  board  does  not  negate  the  func- 
tion of  its  own  agent  by  dealing  independ- 
ently with  personnel.  The  doctor  does  not 
feel  that  the  administrator  is  a presumptuous 
upstart  as  he  assumes  the  duties  he  is  paid 
to  undertake. 

In  the  adoption  of  what  appears  to  be  a 
rather  definitive  blueprint,  there  is  the  dan- 
ger of  running  afoul  of  over-simplification. 
Above  all,  we  must  recognize  those  hazard- 
ous twilight  zones  of  overlapping  function. 
Here  is  the  breeding  ground  for  trouble. 
Here  is  the  launching  pad  for  subsequent  ir- 
reconcilable community-wide  conflicts.  The 
suggestions  I now  advance  may  seem  high 
flown  and  idealistic,  but  I believe  in  them 
deeply. 

The  close,  effective  relationship  within  our 
hospitals  of  doctors,  trustees,  and  the  admin- 
istrator is  built  on  the  same  attitudes  and 
behavior  that  foster  friendship.  Concern  for 


the  other  fellow  and  not  personal  defense 
should  motivate  us.  Recognizing  our  many 
faults,  we  should  carry  into  our  association 
a forgiving  and  charitable  spirit.  While 
standing  firm  for  what  we  know  is  right,  we 
should  at  the  same  time  attempt  to  view  the 
situation  from  the  other  man’s  position.  It 
is  so  easy  to  interpret  disagreement  as  at- 
tack. It  is  so  easy  to  rush  to  the  battlements 
of  our  own  defense  rather  than  to  seek  a 
resolution  of  trouble.  A large  part  of  the 
dark  emotional  climate  we  sometimes  de- 
nounce as  we  serve  as  administrator  or  doc- 
tor or  board  member  is  a projection  of  our 
own  indignation  that  we  have  been  somewhat 
soiled  by  our  own  conduct  and  feelings.  Em- 
bracing the  right  attitudes,  we  can  attack 
ignorance  and  suspicion  with  knowledge. 
Keeping  the  vital  lines  of  communication 
open,  we  can  detect  and  deal  with  trouble 
before  it  forces  us  to  draw  lines  and  to  choose 
sides.  With  concern  for  the  sick  of  our  com- 
munity and  with  interest  and  concern  for 
the  men  with  whom  we  work  as  individuals, 
we  know  that  our  happiness  and  effectiveness 
in  our  work  are  multiplied.  If  from  my  whole 
discussion  I could  shoot  one  arrow  into  the 
air,  I would  like  for  it  to  be  this:  “Let’s 

keep  our  hearts  right”. 


HOW  MAJOR  VOLUNTARY  HEALTH  AGENCIES  SPEND  THEIR  MONEY 

Percentage  of  Funds  Spent  in  Last  Budget  Year 


Funds 

Raised 

Fiscal 

Medical 

Treatment 

Research 

Grants 

Lay  & 
M.  D. 
Educa- 

Com- 

munity 

Ser- 

Fund 

Raising 

Other 

Name  of  Agency 

Year 

Ending 

Pur- 

poses 

tion 

vices 

National  Foundation 

$34,000,000 

1/31/59 

53% 

12% 

11% 

7% 

13%  (4.7* ) 

4% 

American  Cancer 
National  Tuberculosis 

$30,373,000 

8/31/59 

30 

28 

24 

10 

8 

Christmas  Seal 

$25,955,390 

3/31/59 

2 

3 

34 

24 

15 

22 

American  Heart 
National  Society  for 

$24,004,865 

6/30/59 

37.5 

22.5 

14.5 

13 

11.8 

Crippled  Children 
and  Adults 

$16,791,850 

8/31/59 

60.3** 

2 

7.4 

3.3 

15 

12 

United  Cerebral  Palsy 
National  Assoc,  for 

$ 9,508,000 

9/30/59 

35 

7 

13 

29 

11 

5 

Mental  Health 

$ 5,510,470 

12/31/59 

22 

38 

19 

7 

14 

Muscular  Dystrophy 
Assoc,  of  America 
Sister  Elizabeth  Kenny 

$ 5,508,618 

3/31/59 

22 

42 

10 

7 

13 

6 

Foundation 

Arthritis  & Rheumatism 

$ 4,975,000 

12/31/59 

47 

16 

24 

1 

9 

3 

Foundation 

$ 3,605,612 

6/30/59 

30 

29 

11 

14 

16 

"Headquarters  only 

** Includes  sizeable  expenditures  classifiable  also  as  “Community  Services”. 

Compiled  by  the  A.A.F.R.C.,  with  the  cooperation  of  the  agencies.  Since  there  is  no  standard  form  of  accounting,  these 
reports  are  not  necessarily  entirely  comparable. 
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DR.  VOLKER  HONORED  AT 
TESTIMONIAL  DINNER 

Dr.  Joseph  F.  Volker,  who  will  begin  a 
year’s  leave  of  absence  July  1,  was  honored 
April  14  at  a testimonial  dinner  sponsored 
by  a group  representing  many  areas  of  the 
community’s  business,  civic,  and  educational 
life. 

Lt.  Gen.  John  C.  Persons  was  chairman  of 
the  committee  which  arranged  the  dinner, 
held  at  Mountain  Brook  Club.  He  said  in 
leading  off  some  19  speakers  who  paid  Dr. 
Volker  verbal  tribute,  “We  are  here  tonight 
to  tell  him  we  will  miss  him,  to  extend  to  him 
our  best  wishes,  and  at  the  same  time  to  let 
him  know  what  the  people  of  this  communi- 
ty think  of  him.” 

Dr.  Volker,  dean  of  the  School  of  Dentistry 
since  its  inception  in  1948  and  director  of  re- 
search and  graduate  studies  here  since  1955, 
is  taking  the  year  away  from  the  Medical 
Center  to  conduct  a medical  school  study  for 
the  Arizona  universities  and  state  colleges 
board  of  regents. 

Serving  with  Gen.  Persons  on  the  planning 
committee  were  Mervyn  Sterne,  Arthur  V. 
Wiebel,  Frank  A.  Plummer,  Ehney  A.  Camp, 
Jr.,  Dr.  Robert  C.  Berson,  Dr.  Champ  Lyons, 
and  Dr.  Tinsley  Harrison.  Dr.  Richard  T. 
Eastwood  assisted  in  making  arrangements. 

Dr.  Berson,  University  vice-president  for 
health  affairs,  and  Dr.  Harrison,  professor 
of  medicine,  were  among  the  speakers  who 
described  Dr.  Volker’s  contributions  to  the 
educational  and  community  welfare  of  Bir- 
mingham and  Alabama.  Others  were  Dr. 
Frank  A.  Rose,  University  president;  Dr. 
John  M.  Gallalee,  University  president  emeri- 
tus; Dr.  Arthur  H.  Wuehrmann,  associate 
dean  of  the  School  of  Dentistry;  Paul  Huf- 
ham,  president  of  the  dental  student  body; 
Dr.  Myong  Su  Kim,  graduate  dental  student. 


Lt.  Gov.  Albert  Boutwell;  Dr.  Howard 
Phillips,  president  of  Alabama  College;  Dr. 
Cecil  Abernathy,  dean  of  Birmingham-South- 
ern College;  Dr.  John  A.  Fincher,  dean  of 
Howard  College;  E.  H.  Gilmore,  associate 
commissioner  of  Jefferson  County;  Walter 
Emmett  Perry,  Jr.,  chairman  of  the  county 
legislative  delegation;  J.  W.  Kinnear,  Jr., 
executive  vice-president  of  TCI. 

Dr.  William  M.  Murray,  Jr.,  director  of 
Southern  Research  Institute;  Dr.  Paul  R. 
Huffstutler,  president  of  the  Alabama  Dental 
Association;  and  Crawford  Johnson  III,  vice- 
president  of  the  Community  Chest;  Dr.  E. 
B.  Glenn,  former  president  of  the  Jefferson 
County  Medical  Society. 

DR.  FRANCIS  KRAUS  TO  LECTURE  TO 
DENTAL  STUDENTS 

A distinguished  Czech  scientist  with  near- 
ly 50  years  experience  in  dental  practice  and 
research  is  currently  visiting  Birmingham 
and  the  Medical  Center. 

He  is  Dr.  Francis  Kraus  of  Prague,  father 
of  Dr.  Frederick  W.  Kraus,  who  is  associate 
professor  of  clinical  dentistry  and  assistant 
professor  of  microbiology  here  and  chief  of 
dental  service  at  the  VA  Hospital. 

When  the  elder  Dr.  Kraus  came  to  the 
United  States  on  April  1,  he  had  not  seen 
his  son  since  1945,  when  he  was  in  England 
with  Czechoslovakia’s  Red  Cross  and  Dr. 
Frederick  Kraus  was  stationed  there  with 
the  American  Army. 

The  visitor  will  be  a guest  lecturer  of  the 
School  of  Dentistry  for  six  months. 

Dr.  Kraus  is  the  author  of  Prevention  and 
Correction  of  the  Developmental  Anomalies 
of  the  Orofacial  System,  which  will  be  pub- 
lished in  German  in  1961.  The  book  was  first 
published  in  Czechoslovakia  in  1956. 
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Much  of  the  material  for  this  book  was 
gathered  during  the  years  1947-57,  when  Dr. 
Kraus  was  chief  of  a regional  department  of 
preventive  stomatology  and  orthodontics  for 
the  Czechoslovak  Ministry  of  Health,  acting 
also  as  a field  consultant  in  establishing  simi- 
lar offices  in  other  parts  of  the  country.  He 
combined  this  work  with  private  practice 
until  his  retirement  at  the  end  of  1957.  Since 
that  time  Dr.  Kraus  has  continued  to  work 
with  Czechoslovakia’s  Stomatologic  Research 
Institute. 

Dr.  Kraus  received  his  M.  D.  in  Prague  in 
1911  then  did  postgraduate  work  in  dentistry 
in  Berlin  and  Vienna.  In  Czechoslovakia 
dentistry  was — and  still  is — a specialty  of 
medicine.  Both  Dr.  Frederick  Kraus  and  a 
third  brother,  Dr.  Ernest  F.  Kraus  of  Prague, 
followed  their  father  into  dentistry  after 
getting  the  medical  degree.  Dr.  Ernest  Kraus 
now  specializes  in  the  particular  branch  of 
preventive  orthodontics  in  which  Dr.  Francis 
Kraus  has  made  such  important  contribu- 
tions. 

DR.  LAWRENCE  REYNOLDS  IS  VISITING 
PROFESSOR  OF  RADIOLOGY 

Dr.  Lawrence  Reynolds  of  Detroit,  collector 
and  donor  of  the  historic  medical  books  and 
records  now  housed  in  the  Reynolds  Library 
here,  has  been  named  visiting  professor  in 
the  department  of  radiology. 

A native  Alabamian  and  graduate  of  the 
University,  Dr.  Reynolds  is  now  chief-of- 
staff  and  chairman  of  the  department  of  ra- 
diology at  Harper  Hospital,  Detroit,  and 
clinical  professor  of  radiology  at  Wayne 
State  University.  He  is  a former  president 
of  the  American  College  of  Radiology  and 
this  year  won  the  college’s  gold  medal  for 
outstanding  contributions  to  the  profession. 

EIGHT  LOCAL  PHYSICIANS 
RECEIVE  NIH  GRANTS 

Grants  totaling  $212,333.00  were  recently 
awarded  to  eight  members  of  the  University 
faculty  by  the  National  Institutes  of  Health. 

Dr.  Frederick  W.  Kraus  was  given  a grant 
of  $34,500  for  study  of  antimicrobial  sub- 


stances in  saliva  and  oral  tissues;  Dr.  Mervyn 
B.  Quigley  was  granted  $32,216  for  electron 
microscopy  of  dental  tissues;  Dr.  Giulian 
Quintarelli  was  awarded  $14,265  for  study  of 
histochemical  changes  in  the  developing 
tooth-germ;  Dr.  Hugh  D.  Hall  received  $18,- 
980  for  study  of  parabiosis,  acquired  toler- 
ance, and  caries  in  rats;  Dr.  Leonard  H.  Rob- 
inson was  assigned  $9,033  for  a histochemical 
evaluation  of  osteoclast. 

A little  less  than  $57,000  was  earmarked 
for  investigations  of  the  velocity  of  pressure 
waves  by  Dr.  William  Klip,  project  director. 
For  functional  evaluation  of  surgical  heart 
disease,  Dr.  Henry  B.  Thomas  was  awarded 
$35,575. 

Dr.  H.  V.  Murdaugh,  Jr.  received  $10,764 
to  study  the  diving  reflex  and  volume  re- 
ceptors in  the  seal. 

UNIQUE  FOREIGN  FELLOWSHIP  PROGRAM 
TO  SEND  MEDICAL  STUDENTS  TO 
REMOTE  AREAS 

EVANSTON,  ILL.,  April  6— A unique  fel- 
lowship program  designed  to  further  medical 
education  by  sending  future  doctors  to  re- 
mote areas  of  the  world  was  announced  to- 
day by  the  Association  of  American  Medical 
Colleges. 

Dr.  Ward  Darley,  executive  director  of  the 
AAMC,  said  the  program  would  “enable  se- 
lected medical  students  to  gain  wide  clinical 
experience  as  well  as  assist  in  the  continu- 
ing war  against  disease  in  the  backward  areas 
of  the  world.” 

The  three-year  program,  established  under 
a $180,000  grant  from  Smith  Kline  & French 
Laboratories,  is  open  to  all  medical  college 
students  who  have  completed  their  third  year 
of  study,  Dr.  Darley  said.  Scheduled  to  be- 
gin this  summer,  the  program  will  permit  an 
average  of  30  students  to  participate  each 
year. 

“This  unique  program  opens  the  way  for 
these  students  to  learn  more  about  their  pro- 
fession in  alien  settings.  The  medical  oppor- 
tunity inherent  in  working  with  dedicated 
men  already  practicing  in  Africa,  Asia  and 
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other  far-off  places  provides  a first-hand  ex- 
perience in  the  care  of  patients  that  cannot  be 
obtained  in  the  formal  academic  environ- 
ment,” Dr.  Darley  said. 

Dr.  Darley  pointed  out  that  the  SK&F 
Foreign  Fellowships  also  provide  “an  excel- 
lent opportunity  for  cultural  development 
since  these  preceptorships  enable  the  stu- 
dents to  view  at  first  hand  the  mores  and 
ethical  backgrounds  of  other  peoples.” 

By  the  same  token,  he  said,  students  will 
be  able  to  bring  modern  American  science 
to  more  primitive  regions  while  representing 
the  United  States  as  “unofficial  ambass- 
adors.” 

Eligible  students  who  are  prepared  to  spend 
an  average  of  12  weeks  working  in  foreign 
locales  have  been  urged  to  submit  applica- 
tions to  their  respective  deans  for  review. 
Following  initial  screening,  up  to  three  ap- 
plications from  each  school  will  be  forwarded 
to  a distinguished  panel  of  physicians  who 
will  make  up  the  selection  committee  for  the 
SK&F  Foreign  Fellowships. 

The  committee  includes  Dr.  Robert  A. 
Moore,  President,  New  York  University, 
Downstate  Medical  Center,  chairman;  Dr. 
Richard  A.  Young,  Dean,  Northwestern  Uni- 
versity Medical  School,  School  of  Medicine; 
Dr.  Carroll  L.  Birch,  Professor  of  Medicine, 
University  of  Illinois  College  of  Medicine, 
and  Dr.  Robert  G.  Page,  Assistant  Dean,  Uni- 
versity of  Chicago,  School  of  Medicine. 

Awards  will  be  made  on  the  basis  of  the 
applicant’s  ability  and  objectives  with  special 
consideration  being  given  to  those  programs 
which  cannot  be  realized  in  the  United  States 
and  through  which  the  student  can  bring 
back  valuable  knowledge  to  this  country,  Dr. 
Darley  added. 

The  cash  award  for  the  fellowship  will  be 
made  on  an  individual  basis.  In  some  cases, 
Dr.  Darley  said,  a contribution  will  be  made 
for  the  student’s  spouse  if  this  seems  desir- 
able in  terms  of  the  objectives  of  the  trip. 

After  completion  of  the  fellowship,  each 
student  will  be  required  to  submit  a written 
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report  on  his  experiences  to  the  selection 
committee. 

Applications  by  the  students  must  contain 
a letter  detailing  the  proposed  trip  as  well  as 
a complete  estimate  of  the  expenses  to  be 
incurred  and  the  total  amount  of  the  fellow- 
ship requested.  The  letter  must  include  the 
location  to  be  visited,  purpose  of  the  trip, 
personal  reasons  for  wishing  to  undertake 
the  program,  and  the  amount  of  time  that 
will  be  involved.  All  other  pertinent  data 
that  will  aid  the  deans  and  selection  commit- 
tee also  should  be  included. 

In  addition,  a personal  history  of  the  ap- 
plicant and  a letter  of  acceptance  from  the 
foreign  sponsor  with  whom  the  student  will 
work  abroad  also  are  required. 

BEAU  DUNN  NAMED  PRESIDENT 
OF  MEDICAL  STUDENT  COUNCIL 

Beau  Dunn  of  Wetumpka,  who  has  been 
president  of  his  class  all  four  years  in  school, 
will  be  president  of  the  Medical  College  Stu- 
dent Council  during  the  next  academic  year. 
He  was  reelected  as  head  of  his  class  for 
1960-61  and  named  president  of  the  council 
during  April. 

Other  council  officers  are  Ed  Young  of 
Montgomery,  newly  elected  president  of  the 
next  junior  class,  vice-president;  and  David 
Taunton  of  East  Tallassee,  incoming  sopho- 
more class  president,  secretary.  The  fourth 
member  and  treasurer  of  the  council  will  be 
the  president  of  the  new  freshman  class. 

SAMA  MEMBERS  ATTEND  CONVENTION 

Four  delegates  represented  the  Medical 
College  at  the  national  convention  of  the  Stu- 
dent American  Medical  Association  in  Los 
Angeles  last  month. 

They  were  Dan  Merck  of  Birmingham, 
president  of  the  senior  class  and  the  student 
council;  Beau  Dunn,  Wetumpka,  junior  class 
president;  Ed  Young,  Montgomery,  sopho- 
more class  president;  and  Mrs.  Neal  Coleman, 
SAMA  Auxiliary  president.  Mr.  Coleman, 
a junior  medical  student  from  Luverne,  ac- 
companied the  group. 
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THE  DENTAL  PROGRAM  AT  THE  STATE 
TRAINING  SCHOOLS 

The  Alabama  Boys  Industrial  School,  the 
Alabama  State  Training  School  for  Girls,  and 
the  Alabama  Industrial  School  for  Negro 
Children  are  state-operated  institutions. 
Their  limited  budgets  do  not  provide  suffici- 
ent funds  to  meet  the  dental  needs  of  the 
students.  Children  aged  12  through  18  from 
all  over  the  state  are  assigned  to  these  insti- 
tutions by  court  order  for  the  purpose  of 
reclamation.  Their  average  stay  is  18  months. 

Most  of  these  children  come  from  homes 
and  environments  which  contribute  to  their 
delinquency.  The  extent  of  their  dental  care 
prior  to  becoming  wards  of  the  state  is  nil. 
During  their  stay  in  the  training  institutions 
their  health  and  welfare  are  the  direct  re- 
sponsibility and  concern  of  the  state. 

The  Alabama  Boys  Industrial  School  has 
an  average  enrollment  of  approximately  200 
white  boys.  A visiting  dentist  serves  their 
needs  on  two  half-day  sessions  per  week.  The 
Alabama  State  Training  School  for  Girls  has 
an  average  of  90  girls  enrolled.  A dentist 
visits  this  institution  for  one  half-day  ses- 
sion each  week.  The  Alabama  Industrial 
School  for  Negro  Children,  with  an  average 
enrollment  of  400  boys  and  girls,  is  served 
by  a visiting  dentist  one  day  each  week. 
Needless  to  say,  the  amount  of  care  which 
is  possible  in  the  limited  time  is  most  inade- 
quate. 

To  make  additional  dental  care  available 
for  the  children  in  these  institutions,  the  Bu- 
reau of  Dental  Hygiene  has  developed  a plan 
with  the  following  purposes: 


(1)  To  provide  needed  basic  dental  ser- 
vices for  these  children  while  they  are 
charges  of  the  state.  These  services  will  sup- 
plement the  care  provided  by  the  visiting 
dentists. 

(2)  To  provide  one  phase  of  health  edu- 
cation for  this  segment  of  the  population,  at- 
tempting thereby  to  motivate  these  children 
to  adopt  certain  habits  of  health  and  hygiene 
which  will  benefit  them  throughout  life. 

(3)  To  assist  in  the  rehabilitation  of  de- 
linquent children  by  helping  to  raise  the 
level  of  their  total  health. 

(4)  To  determine  the  dental  needs  of  de- 
linquent children  in  Alabama. 

(5)  To  assess  the  amount  of  dental  care 
obtained  by  this  group. 

(6)  To  determine  the  correlation  between 
the  above  data  and  socio-economic  factors. 

(7)  To  evolve  a schedule  which  will  most 
effectively  utilize  the  potential  capabilities 
of  a full-time  dentist  employee  during  the 
summer  months. 

The  Bureau  of  Dental  Hygiene  will  partici- 
pate in  the  current  dental  program  of  each 
institution  upon  request  by  the  superintend- 
ent of  the  institution.  Participation  will 
necessarily  be  limited  by  time  available  and 
present  commitments.  The  decision  as  to 
whether  or  not  to  utilize  the  state  mobile 
dental  unit  will  be  based  on  an  assessment 
of  the  physical  resources  and  facilities  avail- 
able for  dental  services  at  each  of  the  insti- 
tutions. The  dental  clinician  will  restrict 
his  services  to  the  youngest  of  the  age  groups 
represented  in  each  institution  and  will  en- 
deavor to  complete  as  much  of  the  total  den- 
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tal  needs  as  possible.  Priority  will  be  as- 
signed to  needs  as  follows: 

1.  Alleviation  of  pain 

2.  Elimination  of  infection 

3.  Restoration  of  the  permanent  dentition 

4.  Prophylaxis  and  topical  application  of 
stannour  fluoride 

After  completion  of  the  needs  of  the  12 
year  olds,  those  in  the  13  year  old  group  may 
be  taken  if  time  permits.  In  any  event, 
emergency  treatment  will  be  rendered — only 
for  the  alleviation  of  pain  by  the  most  expedi- 
ent and  feasible  method  at  hand — to  all  chil- 
dren regardless  of  age  during  the  period  of 
the  clinician’s  stay  at  the  institution  and  only 
in  the  event  that  such  emergency  occurs 
when  the  regularly  employed  visiting  dentist 
is  not  present.  No  care  will  be  provided  for 
anyone  in  the  institution  except  the  children 
committed  to  its  care  by  court  order. 

This  program  will  not  replace  either  the 
regular  dental  program  currently  in  effect 
at  the  institutions  or  the  clinician  but  will 
supplement  the  services  which  the  institu- 
tions already  purchase. 

PARKE-DAVIS  DEVELOPS  SINGLE  DOSE 
PRODUCT  FOR  PINWORM  INFECTION 

DETROIT,  May  7 — Parke,  Davis  & Compa- 
ny today  announced  development  of  a new 
drug  that  is  more  than  95  per  cent  effective 
in  eliminating  pinworm  infection  with  a sin- 
gle dose. 

The  new  drug,  Povan,  climaxes  nine  years 
of  research  and  screening  of  more  than  5,000 
compounds  by  the  world-wide  pharmaceuti- 
cal firm,  and  may  well  contribute  to  the  re- 
moval of  pinworm  as  a health  problem. 

Clinical  trials  with  more  than  500  children 
in  the  U.  S.  and  Canada  show  the  curative 
value  of  a single  dose  of  Povan  was  virtually 
100  per  cent  effective  within  one  week  after 
taking  the  strawberry-flavored  liquid,  the 
company  said. 

Povan  (Pyrvinium  Pamoate)  is  the  trade 
name  of  the  drug  which  is  available  by  pre- 
scription only. 
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Pinworm  is  an  intestinal  infection  which 
disregards  socio-economic  levels  and  is  prev- 
alent in  approximately  20  per  cent  of  the  pop- 
ulation of  the  United  States.  World-wide  in- 
cidence of  the  infection  is  estimated  at  more 
than  200  million  children  and  adults. 

Povan  is  composed  of  pyrvinium  and  pam- 
oate radicals.  The  pyrvinium  part  of  the 
drug  belongs  to  a class  of  polymethine  dyes 
useful  as  color  sensitizers  in  photography. 
The  pamoate  is  derived,  following  a series  of 
chemical  reactions,  from  coal  tar.  The  pam- 
oate has  the  advantage  of  being  able  to  trav- 
el down  the  gastrointestinal  tract  directly 
to  the  sites  where  the  worms  lodge  without 
being  absorbed  into  the  blood  stream. 

Although  the  infection  can  be  transferred 
readily  from  the  child  to  all  members  of  the 
family,  it  is  still  most  common  in  children, 
thumb-suckers  and  nail-biters  being  most 
susceptible.  The  typical  symptom  is  anal 
itching  and  although  not  a dangerous  disease 
when  uncomplicated  by  other  conditions,  in- 
fected children  become  irritable. 

Pinworm  infection  may  be  transferred 
from  person  to  person  by  direct  contact;  by 
handling  contaminated  objects;  and  by 
breathing  air-borne  worm  eggs  as  a compon- 
ent of  house  dust. 

Eggs  from  the  worms  (estimates  place  the 
egg-producing  potential  of  pinworms  at  from 
4,500  to  20,000  eggs  per  worm)  contaminate 
the  bedclothes  and  even  the  air  from  which 
others  acquire  the  infection.  For  this  reason, 
treatment  of  all  members  of  a family  where 
one  or  more  is  infected  is  considered  the  most 
effective  means  of  eradication. 

Cleanliness,  physicians  agree,  is  one  of  the 
main  factors  in  controlling  the  spread  of  pin- 
worm infection:  hands  should  be  washed  be- 
fore meals;  morning  showers  taken  to  wash 
away  eggs  deposited  during  the  night;  daily 
washing  of  bedroom  and  bathroom  floors; 
and  daily  changes  of  bedding. 

Sanitary  precautions  alone  have  been  in- 
adequate in  eradicating  the  infection.  Povan, 
according  to  Parke-Davis,  has  proven  effec- 
tive and  may  well  give  the  physician  the  most 
efficient  medicinal  agent  yet  available. 
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Typhoid  & Paratyphoid 

0 

1 

1 

Undulant  fever 

0 

3 

2 

Meningitis  

9 

6 

8 

Scarlet  fever — 

......  157 

151 

49 

Whooping  cough 

3 

8 

49 

Diphtheria  

2 

6 

4 

Tetanus  

1 

2 

1 

Tuberculosis  

....  102 

164 

181 

Tularemia  

2 

2 

5 

Amebic  dysentery 

1 

10 

4 

Malaria  

0 

0 

0 

Influenza  

.....9,055 

935 

1,039 

Smallpox  

0 

0 

0 

Measles  

...  368 

426 

1,153 

Poliomyelitis  

1 

0 

2 

Encephalitis  

1 

3 

2 

Chickenpox  — 

....  170 

252 

274 

Tvphus  fever 

0 

1 

0 

Mumps  

....  291 

268 

218 

Cancer  

......  390 

814 

395 

Pellagra  

0 

0 

0 

Pneumonia  

.....  521 

345 

271 

Syphilis  

......  160 

173 

174 

Chancroid  

2 

4 

6 

Gonorrhea  

....  291 

280 

299 

Rabies — Human  cases 

0 

0 

0 

Pos.  animal  heads 

6 

11 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

•E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 
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Thomas  S.  Hosty,  Ph.D.,  Director 

SPECIMENS  EXAMINED 
April  1960 

Examinations  for  malaria 24 

Examinations  for  diphtheria  bacilli 

and  Vincent’s -----  70 

Agglutination  tests 487 

Typhoid  cultures  (blood,  feces  and  urine) 527 

Brucella  cultures 3 

Examinations  for  intestinal  parasites 3,514 

Darkfield  examinations 2 

Serologic  tests  for  syphilis  (blood 
and  spinal  fluid) 22,278 

Examinations  for  gonococci 1,744 

Complement  fixation  tests 105 

Examinations  for  tubercle  bacilli 3,654 

Examinations  for  Negri  bodies  (smears 

& animal  inoculations) 218 

Water  examinations 1,796 

Milk  and  dairy  products  examinations 4,074 

Miscellaneous  examinations 2,930 


Total 41,426 


NOTE:  Mobile  Branch  Laboratory  examina- 

tions not  included. 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S.,  Director 

PROVISIONAL  BIRTH  AND  DEATH  STATIS- 
TICS FOR  FEBRUARY  1960,  AND 
COMPARATIVE  DATA 


Live  Births 
Deaths 

Causes  of  Death 

Number 
Registered 
During 
February  1960 

Rates* 

(Annual  Basis) 

1960 

1959 

1958 

Total 

White 

Non- 

White 

Live  births 

6,393 

3,984 

2,409 

2 i.8 

25.8 

24.2 

Deaths  

2,954 

1,802 

1,152 

11.4 

9.5 

11.4 

Fetal  deaths 

132 

58 

74 

20.2 

21.9 

18.7 

Infant  deaths 

under  one  month 

100 

54 

46 

15.6 

20.3 

19.7 

under  one  year  .. 

193 

83 

110 

30.2 

37.1 

43.4 

Maternal  deaths 

4 

2 

2 

6.1 

6.1 

9.9 

Causes  of  Death 

Tuberculosis,  001-019 .... 

41 

23 

18 

15.9 

11.3 

11.0 

Syphilis,  020-029 

7 

2 

5 

2.7 

1.6 

5.7 

Dysentery,  045-048  

2 

2 

0.8 

0.4 

0.4 

Diphtheria,  055 

Whooping  cough,  056 

0.8 

0.8 

Meningococcal  infec- 

tions,  057 

3 

2 

1 

1.2 

0.8 

1.6 

Poliomyelitis,  080,  081 

Measles,  085 

1 

1 

0.4 

0.4 

— 

Malignant 

neoplasms,  140-205 .... 

275 

202 

73 

106.5 

113.6 

107.0 

Diabetes  mellitus,  260 

55 

31 

24 

21.3 

12.1 

13.5 

Pellagra,  281 

0.8 

0.4 

Vascular  lesions  of 

central  nervous 

system,  330-334 

413 

233 

180 

160.0 

131.4 

151.1 

Rheumatic  fever, 

400-402 

1 

1 

0.4 

0.4 

1.2 

Diseases  of  the 

heart,  410-443  

1,013 

676 

337 

392.4 

314.9 

384.7 

Hypertension  with 

heart  disease,  440-443 

177 

87 

90 

62.6 

55.8 

71.5 

Diseases  of  the 

arteries,  450-456  

70 

33 

37 

27.1 

22.6 

29.4 

Influenza,  480-483  

134 

71l 

63 

51.9 

6.1 

26.5 

Pneumonia,  all  forms, 

490-493  

152 

84 1 

68 

58.9 

31.1 

71.0 

Bronchitis,  500-502  

7 

5 

2 

2.7 

3.6 

6.1 

Appendicitis,  550-553 

3 

2 

1 

1.2 

1.2 

Intestinal  obstruction 

and  hernia,  560, 

561,  570 

11 

6 

5 

4.3 

2.6 

3.3 

Gastro-enteritis  and 

colitis,  under  2, 

571.0,  764 

14 

3 

11 

5.4 

4.0 

5.3 

Cirrhosis  of  liver,  581 ... 

20 

15| 

5 

7.7 

6.9 

4.5 

Diseases  of  pregnancy 

| 

and  childbirth,  640-689 

4 

2 

2 

6.1 

6.1 

9.9 

Congenital  malforma- 

tions,  750-759  

25 

15 1 

10 

3.9 

5.2 

5.1 

Immaturity  at  birth, 

| 

774-776  

28 

14l 

i4| 

4.4 1 

7.0 

5.9 

Accidents,  total,  800-962 

150 

92 1 

58 1 

58.1 1 

71.1 1 

72.3 

Motor  vehicle  acci- 

1 

1 

dents,  810-835,  960 

51 

36 1 

i5| 

19.8 1 

25.5 1 

23.7 

All  other  defined 

| 

I 

I 

causes  _:.... 

374 1 

231 1 

143 1 

144.9 1 

137.41 

161.3 

Ill-defined  and  un- 

| 

[ 

known  causes, 

I 

780-793,  795 

151  [ 

57 1 

94 1 

58.5 1 

46.1 

55.1 

Rates:  Birth  and  death — per  1,000  population 
Infant  deaths — per  1,000  live  births 
Fetal  deaths — per  1,000  deliveries 
Maternal  deaths — per  10,000  deliveries 
Deaths  from  specified  causes — per  100,000  population 
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The  index  is  arranged  under  the  following  head- 
ings: 

I.  Authors 

II.  Subjects 

III.  Editorials 

IV.  President’s  Page  and  Organization  Section 

V.  The  Association  Forum 
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VIII.  Book  Abstracts  and  Reviews 
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I.  AUTHORS 

B. 

Behrend,  Moses — Acute  and  Chronic  Pancreatitis, 
328 

Black,  J. — Phenothiazines  as  Antiemetics  and 
Tranquilizers,  492 

Brier,  R.  L. — Polymorphous  Light  Eruption  and 
Solar  Keratosis  Treatment  with  8-Methoxypso- 
ralen,  125 

Burke,  Frederic  Gerard — Dietetic  Management  of 
the  Child  in  Health  and  Sickness,  77 

C. 

Cameron,  John  M.  and  Till,  H.  J. — Cerebral  Clau- 
dication, Its  Surgical  Management,  424 
Chenoweth,  Arthur  I. — An  Appraisal  of  the  Man- 
agement of  Hirschsprung’s  Disease,  122 
Cloud,  Robert  E. — Use  of  American  Standard 
Measuring  Spoons  for  Administration  of  Liquid 
Medicines,  381 

Costen,  James  B. — Diagnosis  and  Treatment  of 
Mandibular  Joint  Reactions,  45 
Crenshaw,  James  F.  and  Campbell,  Lachlan  L. — 
The  Milk-Alkali  Syndrome.  Case  Report  of 
Reversible  Hypercalcemia,  Alkalosis  and  Renal 
Insufficiency,  189 

Crenshaw,  James  F.  and  Campbell,  Lachlan  L. — 
Perforation  of  Infarcted  Interventricular  Sep- 
tum— Antemortem  Diagnosis,  419 

D. 

Davis,  Luther — Sheepskins  and  Decubitus  Ulcers, 
164 

Denison,  George  A. — Contamination  of  School 
Water  Supply  with  Sludge  from  the  Septic 
Tank.  The  Center  Point,  Alabama,  Incident,  199 

E. 

Emfinger,  O. — Special  Problems  in  Surgery  of 
the  Aged,  10 

Erwin,  James  H. — Duodenal  Obstruction  Due  to 
Incomplete  Rotation  of  the  Bowel,  5 


F. 

Foley,  Lt.  Col.  Francis  E.,  Green,  Lt.  Col.  Harry 
C.,  Jr.,  Whitsell,  Lt.  Col.  Wilber  R.,  Jr.,  Doug- 
lass, Capt.  Donald  P. — Thoracic  Surgical  Prob- 
lems in  Flying  Personnel,  473 
Fox,  Vernelle — The  Management  of  Alcoholism, 
501 

Frank,  Stanley  F.  and  Clark,  George  C. — Podiatry 
and  Diabetes  Mellitus,  434 

G. 

Galbraith,  J.  Garber — Craniocerebral  Injuries,  8 
Grady,  Robert  W.  and  Rich,  Alvin  L. — A Prelim- 
inary Report  of  the  Use  of  Hydroxyzine  as  a 
Premedicant  for)  Surgical  Patients,  377 
Gravlee,  L.  Clark  and  Jones,  W.  Nicholson — Auto- 
matic Device  for  Tying  the  Umbilical  Cord,  436 

H. 

Harrison,  Tinsley  R. — Some  Medical  Problems  in 
an  Aging  Population,  280 
Hester,  Lawrence  L. — Prenatal  Care — The  Pale, 
Pink  Pill,  157 

Hubbard,  T.  Brannon,  Sr. — Competitors  or  Co- 
Workers,  160 

Hunt,  Claude  J. — Surface  Cecostomy  as  the  Pro- 
cedure of  Choice  in  Decompressing  the  Acutely 
Obstructed  Colon  with  the  use  of  the  Hunt 
Cecostomy  Clamp,  244 

J. 

Johnston,  Rhodes — Retirement  and  Voluntary 
Health  Insurance,  284 

K. 

Kay,  Frank  A. — Further  Comments  on  the  Psy- 
chiatric Aspects  of  Aging,  273 
Kay,  Frank  A.,  Elmore,  John  D.,  Ritchey,  Hardin 
M.,  and  Caveny,  Elmer  L. — Danger  Signals 
Pointing  to  Depressive  Illness,  486 
Kirschenfeld,  J.  J.  and  Tew,  H.  H. — A Simple 
Office  Procedure  and  Apparatus  for  Estimation 
of  Pulmonary  Function,  232 
Klingler,  Harold — Leading  Causes  of  Maternal 
Deaths  in  Alabama,  1949-1958,  333 

L. 

Linder,  Hugh — Management  of  Carcinoma  of  the 
Female  Breast,  238 

Livingston,  Wiley  K.,  and  Dixon,  Joseph  M. — 
Indications  for  Cataract  Surgery,  371 
Logue,  Bruce — Subtlej  Signs  and  Symptoms  of 
Congestive  Heart  Failure,  229 
Lyons,  Champ — A challenge  of  Open  Heart  Sur- 
gery, 321 

M. 

McCoy,  Walter  C. — Anaphylactic  Reaction  to 
Streptomycin,  325 

McIntyre,  Ross  T. — The  Place  of  the  Surgeon  in 
Rehabilitation,  369 
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McLester,  James  B. — Student  Health  and  the 
Student  Health  Service  at  the  University  of 
Alabama,  83 

McManus,  J.  F.  A.  and  Coyle,  Dan  J.,  Jr. — The 
Pathology  of  Aging,  277 

Murdock,  Church  E. — Factors  Influencing  Man- 
agement of  Peripheral  Vascular  Injury,  166 
Myers,  Ira  L. — Public  Health  Programs  for  the 
Aging,  286 

N. 

Nicely,  Park — Diseases  and  Complications  of  the 
Female  Urethra,  373 

O. 

Orr,  Louis  M. — Deeds,  Not  Words,  for  America’s 
Aged,  113 

Q. 

Quattlebaum,  Julian  K. — General  Principles  of 
Abdominal  Trauma,  1 

R. 

Richard,  Leo  and  Klapper,  Margaret  S. — A Clini- 
cal Appraisal  of  Antihypertensive  Therapy 
Utilizing  the  Severity  Index,  194 
Rushton,  William  J. — The  Doctor  and  Voluntary 
Health  Insurance,  33 

S. 

Smith,  Henley  J. — The  Controversial  Thyroid  No- 
dule. An  Appraisal,  116 

T. 

Trowbridge,  C.  W. — The  Use  of  Plastics  in  Re- 
constructing the  Female  Breast,  331 
Trudeau,  Lt.  Gen.  Arthur  G. — Research  for  the 
Future,  413 

Turner,  Horace  E. — Current  Trends  and  Problems 
in  Medical  Malpractice  Litigation,  196 

V. 

Vesely,  David  G. — Craniocleidodysostosis,  88 

W. 

Weens,  H.  Stephen — The  Diagnostic  Value  of 
Intravenous  Cholangiography  in  Biliary  Tract 
Disorders  and  Acute  Abdominal  Conditions,  38 
White,  William  E.  and  Denton,  N.  C. — Therapeutic 
Dividends  of  Hysterosalpingography,  86 
Woodruff,  J.  Donald — Pruritus  Vulvae,  42 

II.  SUBJECTS 

A. 

Abdominal  Trauma,  General  Principles  of  (Quat- 
tlebaum) 1 

Acute  and  Chronic  Pancreatitis  (Behrend)  328 
Alcoholism,  The  Management  of  (Fox)  501 
America’s  Aged,  Deeds  not  Words  (Orr)  113 
Anaphylactic  Reaction  to  Streptomycin  (McCoy) 
325 

C. 

Carcinoma  of  the  Female  Breast,  Management  of 
(Linder)  238 

Cataract  Surgery,  Indications  for  (Livingston  and 
Dixon)  371 

Causes  of  Maternal  Deaths  in  Alabama  1949-1958 
(Klingler)  333 


Cerebral  Claudication — Its  Surgical  Management 
(Crenshaw  and  Campbell)  419 
Competitors  or  Co-Workers  (Hubbard,  Sr.)  160 
Congestive  Heart  Failure,  Subtle  Signs  and  Symp- 
toms of  (Logue)  229 

Contamination  of  School  Water  Supply  with 
Sludge  from  the  Septic  Tank.  The  Center  Point, 
Alabama  Incident  (Denison)  199 
Craniocerebral  Injuries  (Galbraith)  8 
Craniocleidodysostosis.  A Case  Report  (Vesely)  88 

D. 

Decubitus  Ulcers,  Sheepskins  and  (Davis)  164 
Depressive  Illness,  Danger  Signals  Pointing  to 
(Kay,  Elmore,  Ritchey  and  Caveny)  486 
Dietetic  Management  of  the  Child  in  Health  and 
Sickness  (Burke)  77 

Diseases  and  Complications  of  the  Female  Urethra 
(Nicely)  373 

Duodenal  Obstruction  Due  to  Incomplete  Rotation 
of  the  Bowel  (Erwin)  5 

H. 

Health  Insurance,  Retirement  and  Voluntary 
(Johnson)  284 

Health  Programs  for  the  Aging  (Myers)  286 
Hirschsprung’s  Disease,  An  Appraisal  of  the  Man- 
agement of  (Chenoweth)  122 
Hydroxyzine  as  a Premedicant  for  Surgical  Pa- 
tients, A Preliminary  Report  of  the  Use  of 
(Grady  and  Rich)  377 

Hypertension,  A Clinical  Appraisal  of  Antihyper- 
tensive Therapy  Utilizing  the  Severity  Index 
(Richard  and  Klapper)  194 
Hysterosalpingography,  Therapeutic  Dividends  of 
(White  and  Denton)  86 

I. 

Infarcted  Interventricular  Septum,  Perforation  of 
— Antemortem  Diagnosis  (Crenshaw  and  Camp- 
bell) 419 

Intravenous  Cholangiography,  the  Diagnostic  Val- 
ue in  Biliary  Tract  Disorders  and  Acute  Ab- 
dominal Conditions  (Weens)  38 

M. 

Malpractice  Litigation,  Current  Trends  and  Prob- 
lems in  Medical  (Turner)  196 
Mandibular  Joint  Reactions,  Diagnosis  and  Treat- 
ment of  (Costen)  45 

Medical  Problems  in  an  Aging  Population  (Harri- 
son) 280 

Milk-Alkali  Syndrome.  Case  Report  of  Reversi- 
ble Hypercalcemia,  Alkalosis  and  Renal  Insuf- 
ficiency (Crenshaw  and  Campbell)  189 

O. 

Open  Heart  Surgery,  A Challenge  of  (Lyons)  321 

P. 

Pathology  of  Aging  (McManus  and  Coyle)  277 
Peripheral  Vascular  Injury,  Factors  Influencing 
Management  of  (Murdock)  166 
Phenothiazines  as  Antiemetics  and  Tranquilizers 
(Black)  492 

Plastics,  The  Use  of  in  Reconstructing  the  Female 
Breast  (Trowbridge)  331 
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Podiatry  and  Diabetes  Mellitus  (Frank,  Clark  and 
Hill)  434 

Polymorphous  Light  Eruption,  Solar  Keratosis 
Treatment  (Brier)  125 

Prenatal  Care — The  Pale,  Pink  Pill  (Hester)  157 

Pruritus  Vulvae  (Woodruff)  42 

Pulmonary  Function,  a Simple  Office  Procedure 
and  Apparatus  for  Estimation  of  (Kirschenfeld 
and  Tew)  232 

Psychiatric  Aspects  of  Aging,  Further  Comments 
on  the  (Kay)  273 

R. 

Research  for  the  Future  (Trudeau)  413 

S. 

Standard  Measuring  Spoons  for  Administration  of 
Liquid  Medicines,  Use  of  (Cloud)  381 

Student  Health  Service  at  the  University  of  Ala- 
bama (McLester)  83 

Surface  Cecostomy  as  the  Procedure  of  Choice  in 
Decompressing  the  Acutely  Obstructed  Colon 
with  the  Use  of  the  Hunt  Cecostomy  Clamp 
(Hunt)  244 

Surgeon  in  Rehabilitation,  The  Place  of  ( McIn- 
tyre) 369 

Surgery  of  the  Aged,  Special  Problems  (Emfinger) 


Thoracic  Surgical  Problems  in  Flying  Personnel 
(Foley,  Green,  Whitsell  and  Douglass)  473 
Thyroid  Nodule,  The  Controversial.  An  Appraisal 
(Smith)  116 

U. 

Umbilical  Cord,  Automatic  Device  for  tying  the 
(Gravlee  and  Jones)  436 

V. 

Voluntary  Health  Insurance,  The  Doctor  and 
(Rushton)  33 

III.  EDITORIALS 

Acute  Conditions  Among  Children,  252 
Administrative  Medical  Plan,  506 
Aged,  Increased  Interest  in  the,  290 
Aged,  Medical  Social  Problems  of,  291 
A.  M.  A.  To  Study  Medical  Care  Costs,  341 
A.  M.  E.  F.,  441 

American  College  of  Surgeons,  New  Fellows,  206 
American  Rheumatism  Foundation,  442 
Antimicrobial  Drug  Research,  250 
Association,  The  Founding  of,  442 
Atlanta  Conference  on  Aging,  340 
Benefit  Insurance  Payments,  18 
Blood  Cholesterol  Lowered,  51 
Blue  Shield  and  the  Longer  View,  509 
Cancer-linked  Protein,  17 
Cannon,  Dr.  Douglas  L.,  440 
Dentists  into  Hospitals,  Integration  of,  338 
Disabled  People — He  Won’t  Hire  Healthy  Workers, 
126 

Dog  Hero  of  1959,  Research,  335 
Federal  Aviation  Agency,  507 
Footprinting  of  Infants,  251 
Forand  Bill,  Association  Opposes,  92 


Forand  Bill  Gaining  Momentum,  382 
Fracture,  American  Association,  128 
Harrison,  Tinsley  Randolph,  Lecture,  93 
Heacock,  Dr.  Joseph  Davis,  441 
Health  Insurers  Can  Provide  Coverage  for  Older 
Citizens,  339 

Hearing  Aid  Industry  Adopts  Code  of  Ethics,  338 
Heart  Attacks,  Fatal,  May  Be  Prevented,  204 
Highway  Fatalities  in  1958,  17 
Hill,  Dr.  L.  L,  Honored,  50 
Hospital  Admissions  in  1958,  127 
Hypnosis,  Catch  As  Catch  Can,  251 
Infant  Feeding,  New  Line  in,  253 
Injuries,  Whiplash  (McIntyre),  170 
International  College  of  Surgeons,  442 
Leukemia,  Radiation-induced,  17 
Life  Expectancy,  More  Women,  Fewer  Men,  94 
Medical  Assembly,  New  Orleans  Grad.,  206 
Medical  Care  Insurance  Future  Depends  on  Phy- 
sicians, Hospitals  and  Public,  508 
Medical  Progress  Assembly,  50 
Obstetrics  and  Gynecology,  American  Board  of,  128 
Permanent  Protection,  More  Poliomyelitis  Vaccine 
and  Tonsillectomy,  172 
Poliomyelitis  Vaccine  and  Tonsillectomy,  506 
Ringworm,  Fulvicin  in,  94 
Salad  Oil,  Babies  Love,  204 
Social  Hygiene  now  Social  Health,  337 
Southern  Medical,  172 
Stroke  Victims,  New  Book  Aids,  18 
Teenage  Volunteers  in  Hospitals,  205 
Ulcer  Treatment,  Effective,  93 
Ultrasonics  in  Medicine,  Am.  Inst.,  206 
Viruses  and  Human  Cancer,  171 
Warm  Springs  Foundation  Expands,  126 
Weights  of  Men  and  Women,  171 

IV.  PRESIDENT'S  PAGE  AND 
ORGANIZATION  SECTION 

Aging — A Community  Responsibility,  208 
Aging — Problems  Aired  at  Public  Relations  Insti- 
tute, 209 

Aging  Problems  Discussed  by  Joint  Council,  386 

A.  M,.  E.  F.  Committee,  345 

A.  M.  E.  F.  Drive,  20 

Annual  Session  Program,  295 

Association,  Program  of,  20 

Athletic  Injuries  Conference,  98,  345 

Cannon,  Dr.  Douglas  L.,  386 

Chiropractic  Bill,  The,  98 

County  Society  Sojourn,  447 

Disasters,  259 

Essay  Contest  Rules,  260 

Essay  Contest,  344 

Essay  Contest  Successful,  387 

Forand  Bill,  256 

Gray,  Hugh  E.,  444 

Highlights  of  the  Annual  Session,  512 

Insurance,  Committee  on,  175 

Inter-Professional  Council,  345 

Joint  Council  for  Aging  Formed,  130 

Jones,  J.  Paul,  445 

Legislature  in  Action,  21 

Legislation  Committee,  96,  175 

Medical  Practice  Act,  The,  130 
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Medical  Reporter  Award,  344 
Morris,  Mrs.  John  T.,  446 
New  Members,  388 
Orientation  Program,  343 
Planning  Meeting  Report,  53 
President  of  the  Auxiliary,  62 
President’s  Page,  19,  52,  95,  129,  174,  207,  254,  294, 
342,  385,  443,  511 

Public  Relations  Committee,  96,  343 
Rural  Health  Council,  98,  387 
State  Fair  Exhibit,  177 

V.  THE  ASSOCIATION  FORUM 

Administrator,  Trustee  Medical  Staff  teamwork, 
533 

Aesculapian,  The  Young,  346 
Aging,  Economic  and  Political  Aspects,  303 
Blue  Cross  Has  Record  Year,  400 
Cancer,  New  Method  of  Detecting,  389 
Cancer  Society  Drive,  397 

Costs  of  Medical  Care  (Why  settle  for  second 
best?),  523 

Covington  County  Society,  390 

Essay  Contest  Winner,  1959,  24 

Essay  Contest  Winner,  1960,  521 

Estate  Planning,  64 

Health  Agencies  Expenditures,  538 

Heart  Month  and  Your  Heart  Association,  305 

Insurance,  Comprehensive  Medical,  178 

International  College  of  Surgeons,  102 

Investment  Problems  of  the  Professional  Men,  212 

Life  Expectancy  High,  261 

Life  Insurance  Dollars,  392 

Lilly,  Eli,  Road  Show,  464 

Man  in  Space,  142 

M.  D.  Press  Relations,  391 

Medical  Coordination  in  Pennsylvania,  356 

Medical  Education,  180 

Medical  History  of  Alabama,  135 

Necessity  For  A Sound  Dollar,  530 

Recreation  Spending  Tops  Health,  399 

State  Health  Department  Problems,  518 

Tax,  The  Cruelest,  302 

Transatlantic  Telephone  Symposium,  448 

VI.  MEDICAL  CENTER  NEWS 

Medical  Center  News,  29,  71,  107,  149,  184,  220, 
268,  312,  365,  404,  467,  539 

VII.  STATE  DEPARTMENT  OF  HEALTH 

A. 

Accidental  Poisoning  from  Iron  Medication,  316 
Alabama  Public  Health  Association,  109 
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